Jurisdiction C Questions

January 15, 2009

Oxygen questions/clarifications

1. Patient on 02 moved to a new area but has a concentrator from another provider which is now broken. The original provider told the patient to mail the concentrator to him (at own expense) and he would fix it and return it to them. They called the provider that the patient had contacted in new area and told them they are now responsible for the patient.  The first provider told the provider in new area that it was now their responsibility to service the patient because he was out of their service area. He was told it is still his patient but refuses to help the patient.   What needs to be done?

It is the responsibility of the original supplier to ensure that the beneficiary’s oxygen equipment functions properly.  In the scenario provided, the “new” supplier is under no obligation to take on this beneficiary’s oxygen needs.  If the original supplier refuses to assist the beneficiary they should be reported to all appropriate agencies.  Please remind suppliers to report any supplier not complying with the new Oxygen policy, or any other Medicare regulation.

2. On the CMS ACT call the CMS person told the providers that they could provide 3 months of contents at one time and still bill each month?  How can this be done without a date of service or delivery ticket?

CMS instructions are to bill on the monthly “anniversary” date for portable contents.  If a 3 month supply of oxygen was delivered to a beneficiary a supplier is to bill for contents on the “anniversary” date the next three months.  The supplier will have a delivery ticket indicating delivery of oxygen to the patient and the amount supplied.  If the beneficiary requires more oxygen, the supplier is expected to deliver what is needed.

3. When the cap is reached and the patient now needs a portable unit would the portable start as a new 36 month cap? What would be needed? New or revised CMN?

A supplier is eligible for 36 months payment on the portable system once it is deemed medically necessary.  When adding portable oxygen to an existing stationary oxygen system, a revised CMN is necessary.

Rehab:

1. Can the information necessary to complete a specialty evaluation be taken from documentation done prior to the face to face exam?  

The specialty evaluation may be done prior to or after the face-to-face visit with the treating physician; however, it should be an in-person visit and examination of the patient to determine their mobility needs.  Simply taking information from prior visits and other medical records and “synthesizing” this into an “evaluation” is not acceptable.  As a general rule, if the specialty evaluation is done prior to the face-to-face visit, it should be within 3 months of that face-to-face examination to help ensure that the most up-to-date clinical information is used to determine the beneficiary’s mobility needs.

2. Billing for more than one pair of casters on a power chair is problematic – these are anti – tip type casters and sometimes all 4 need to be replaced at same time. How should these be billed without receiving a denial (examples to be provided)  

No examples were provided, so not exactly sure what type of denials are being received.  The code for the wheelchair bearings (E2210) has a MUE established.  Suspect denials are based on MUE.
3. It takes 8 bearings (2 per caster) but there is also a problem getting paid for more than 2. (examples to be provided)  

No examples were provided, so not exactly sure what type of denials are being received.  
4. Labor charges being denied and having to go to review because of # of units (examples to be provided)  

No examples were provided, so not exactly sure what type of denials are being received.  The labor codes (i.e. E1340, L4205, L7520) have MUEs established. 

The address for MUE edits to review is below:

http://www.cms.hhs.gov/NationalCorrectCodInitEd/08_MUE.asp
5. Has there been any further discussion about adding any type of addition note pad or extending the 80 characters for narrative information?

No.

6. Can a supplier evaluate a patient’s home prior to receiving an order from the physician? The patient calls the provider and wants a mobility device, he is not sure what he needs or what he wants to discuss with his physician and asks the provider for advice. Can there be a consult with the patient to discuss his/her options? Provider would reevaluate at time of delivery.  

No, initial discussions regarding the medical necessity for mobility assistive equipment should be between a beneficiary, his/her physician and, if requested by the treating physician, a licensed/certified medical professional such as a physical therapist or occupational therapist. The appropriate point for the supplier to become involved in equipment selection and a home assessment is when the treating physician has completed the face-to-face examination and issued an order for the base wheelchair.

7. On repairs we were told by a customer service rep that we can just put the code for the chair 

that is being repaired in the narrative field and no longer have to put the name, make, model etc -- Would that be acceptable since this does take up a lot of room?

No, information such as make, model, date of purchase, etc. is still required for repairs. 

8. On the new RA modifier for repairs would this need to be added when replacing an item that is greater than 5 years old?

Yes.

9. Can we just bill for an item that is over 5 years old without an explanation other than it is greater than 5 years old?

No, an explanation beyond “the equipment is 5 years old” is needed.

10. Would the ATS/ATP provision apply in an upgrade situation for power wheelchairs (i.e. if a beneficiary only qualifies for a Group 2 standard power wheelchair, but wants a Group 3 power wheelchair as an upgrade)   Would that beneficiary have to work with an ATS/ATP that works for the supplier that has direct, in-person involvement in the wheelchair selection for the patient?  

The supplier should follow the coverage and payment rules for the base that is medically necessary for that individual. In other words, if the face-to-face examination establishes that a Group 2 standard power wheelchair is the base that is medically necessary for the beneficiary, policy and documentation requirements for that base must be met.

11. The Medicare allowance for a POV includes all options and accessories that are provided at the time of initial issue, including but not limited to batteries, battery chargers, seating systems, etc. Does this still preclude separate billing for an accessory such as an 02 holder?  

The Policy Article for Wheelchair Options/Accessories has a chart that lists which accessories are included with the base codes.  Per the chart, all options and accessories are included with the POVs.  The chart does not list exceptions, such as it does with the Transport chairs.  The E2208 (wheelchair accessory, cylinder tank carrier, each) is considered an accessory, therefore it could not be billed separately.
12. Should the KE modifier be used for accessories used on power wheelchairs coded as K0830/K0831?

No, the KE modifier is to be used with accessories applied to non-competitive bid base equipment.  Please see MM 5587 for more details. 

13. This is more of an idea for a workgroup rather than a question, and it’s based on the AAHC workgroup they have set up for diabetic supplies. The suggestion was to discuss a PMD documentation workgroup where we could partner with the medical review department at CIGNA to develop better ways to educate physicians or work to develop tools that could be used. This is based in part on the recent PMD letter the DMDs put out, and is really an effort to be proactive at helping the Medicare program with the education of physicians on the process.   

We would be happy to work with a PMD Documentation Workgroup; however, recognize that CGS will not be able to develop or "approve" any forms.

14. Can we ask for specific physicians to receive direct education? Some are just refusing to do what they have to do and stating they want a "form" to fill out. We have used the new letters from the DMDs and are still having issues.  
CGS is not funded for physician education on a one-on-one basis and because of time considerations, the Contractor Medical Directors are unable to do this.

15. On the 5 year rule - How are we to bill for replacement? Will a new order be required?  The MIPAA clarification on oxygen has now opened the 5 year rule up for all items. 
When billing for replacement we will look for a new order, a narrative description explaining the reason for the replacement equipment and include the RA modifier.
Infusion

1. Chapter 20 of the Medicare Claims Processing Manual, Section 100.2.2.2 with regard to Enteral Nutrition….’Generally, daily enteral intake of 750 to 2,000 calories is considered sufficient to maintain body weight. Patients with medical complications may require an intake outside the range. The attending physician must document the reason for prescribing less than 750 calories per day or more than 2000 calories per day…’  In reviewing the Enteral Nutrition LCD L5041, this verbiage, while once included in the LCD, is now omitted.  This inconsistency is causing great concern for suppliers who may find themselves in an audit situation.  Your review and corrective action to bring these two references into consistency would be greatly appreciated.  

There is not an inconsistency between LCD L5041 and Section 100.2.2.2 of IOM 100-04. The purpose of an LCD is to either develop a coverage policy in the absence of a National Coverage Determination (NCD) or further define an NCD. The reference quoted above is in a national CMS manual. Therefore suppliers should consider the instructions binding whether or not the information is repeated in the LCD.

DME and Additional Oxygen

1. Is a new order required for refills when a lifetime CMN is on file for the capped oxygen?  

No.

2. Are HCPC codes A7029, A7031, A7032, and A7033 payable in the same month as the mask HCPC codes if we provide additional cushions to these patients?

Yes, A7029, A7032, and A7033 are separately payable on the same claim if the separate items are provided to the patient as replacements.

3. We have examples of claims denying at Redetermination for a new CMN.  We have submitted all necessary documentation and the original CMN obtained which is an old version of the CMN that was valid at the time of receipt.  Will a new CMN need to be obtained on the new version of the CMN and if so, should this be done as a revised CMN which would not be valid for the dates of service being sent to Redetermination?  

A new CMN would not need to be obtained if the CMN provided was valid at the time it was completed.  We need the examples so we can reopen the cases and correct as well as provide up-training with the staff that requested current CMN's.

4. Many private insurance payors purchase items such as CPAPs and Nebulizers from month one or they convert to sale at month three.  When billing Medicare as the secondary payor, how should this claim be handled?  There is a lot of confusion out there in the industry and through customer service at the DME MACs.    If the patient signs a sales agreement for the purchase, how can we bill monthly rentals to Medicare (which we have been told to do).    If we bill Medicare for the purchase, will we receive a PR denial?  If not, why?   Please advise.  This situation is happening more frequently.  Please outline the correct process to follow when the primary insurance pays for the purchase.  

Medicare, as the secondary payer, should be billed the same as the primary insurer.  If the item is billed to the primary insurer as a rental then it should be billed to Medicare as a rental.  Medicare will only consider payment for capped rental items on a rental basis.  When billed to Medicare as a purchase capped rental items will be denied with ANSI reason 108, Payment reduced because rent/purchase guidelines were not met.  This would be a CO (contractual obligation) denial and a waiver does not apply because it is not a medical necessity denial but denied because Medicare rules were not followed.
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