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Provider Types Affected

This article is for rural health clinics (RHCs) and federally qualified health centers (FQHCs) submitting
claims to Medicare contractors (fiscal intermediaries [FIs] and/or A/B Medicare administrative
contractors [A/B MACs]) for services provided to Medicare beneficiaries.

What You Need to Know

This Special Edition article is based on Change Request (CR) 7038 and CR 7208, and it provides a
billing guide for FQHCs and RHCs. It describes the information FQHCs are required to submit in order
for the Centers for Medicare & Medicaid Services (CMS) to develop and implement a prospective
payment system (PPS) for Medicare FQHCs. It also explains how RHCs should bill for certain
preventive services under the Affordable Care Act. Effective for dates of service on or after January 1,
2011, coinsurance and deductible are not applicable for the initial preventive physical examination
(IPPE) provided by RHCs. However, to ensure coinsurance and deductible are not applied, detailed
Healthcare Common Procedure Coding System (HCPCS) coding must be provided for preventive
services recommended by the United States Preventive Services Task Force (USPSTF) with a grade of
A or B. The Affordable Care Act also waives the deductible for planned colorectal cancer screening
tests that become diagnostic.

Background

Historically, RHCs and FQHCs billing instructions have been the same. However, effective January 1,
2011, the billing requirements will be different for each of these facilities’ types.

As outlined in CR 7208, transmittal 2122, RHCs are only required to submit detailed HCPCS codes for
preventive services with a USPSTF grade of A or B in order to waive coinsurance and deductible.

As outlined in CR 7038 (see the related MLN Matters article MM7038 at
http://www.cms.gov/MLNMattersArticles/downloads/MM7038.pdf El8on the CMS Web site), FQHCs
are required to submit detailed HCPCS code(s) for all services rendered during the encounter.

Listed below is a summary of the billing requirements for each facility that you need to know when
submitting claims for either RHCs or FQHCs.

RHCs (71X Types of Bills (TOBs):

The professional components of preventive services are part of the overall encounter, and for TOB
71x, these services have always been billed on revenue lines with the appropriate site of service



revenue code in the 052x series. In previous requirements, HCPCS codes have only been required to
report certain preventive services subject to frequency limits.

Effective for dates of service on or after January 1, 2011, coinsurance and deductible are waived for
the IPPE, the annual wellness visit, and other Medicare covered preventive services recommended by
the USPSTF with a grade of A or B. Detailed HCPCS coding is required to ensure that coinsurance and
deductible are not applied to these preventive services.

Payment for the professional component of allowable preventive services is made under the all-
inclusive rate when all of the program requirements are met. Lab and technical components should
continue to be billed as non RHC services.

Basic RHC Billing for Preventive Services:

When one or more preventive service that meets the specified criteria is provided as part of an RHC
visit, charges for these services must be deducted from the total charge for purposes of calculating
beneficiary coinsurance and deductible. For example, if the total charge for the visit is $150, and $50
of that is for a qualified preventive service, the beneficiary coinsurance and deductible is based on
$100 of the total charge.

To ensure coinsurance and deductible are waived for qualified preventive services, RHCs must report
an additional revenue line with the appropriate site of service revenue code in the 052X series with the
approved preventive service HCPCS code and the associated charges. For example, the service lines
should be reported as follows:

LINE | REVENUE HCPCS CODE DATE OF SERVICE CHARGES
CODE
1 052X 01/01/2011 100.00
2 052X Preventive Service 01/01/2011 50.00
Code

The services reported without the HCPCS code will receive an encounter/visit payment. Payment will
be based on the all-inclusive rate; coinsurance and deductible will be applied. The qualified preventive
service will not receive payment, as payment is made under the all-inclusive rate for the services
reported on the first revenue line. Coinsurance and deductible are not applicable to the service line
with the preventive service.

Exceptions:

If the only service provided is a preventive service, e.g., a screening pelvic exam, report only one line
with the appropriate site of service revenue code (052X) and the preventive service HCPCS code. The
services will be paid based on the all inclusive rate. Coinsurance and deductible are not applicable.

Note: This example does not apply to the IPPE, as outlined with CR6445 (see the related MLN Matters
article MM6445, at http://www.cms.gov/MLNMattersArticles/downloads/MM6445.pdf on the CMS
Web site.

RHCs are not required to report separate revenue lines for influenza virus or pneumococcal pneumonia
vaccines on the 71x claims as the cost for these services are not included in the encounter. Costs for
the influenza virus or pneumococcal pneumonia vaccines are included in the cost report and no line
items are billed. Coinsurance and deductible do not apply to either of these vaccines.

The hepatitis B vaccine is included in the encounter rate. The charges of the vaccine and its
administration shall be carved out of the office visit and reported on a separate line as outlined in the
above example. An encounter cannot be billed if vaccine administration is the only service the RHC




provides. For additional information on incident to services, please see the “Medicare Benefit Policy
Manual” (Chapter 13, Section 60) at http://www.cms.gov/manuals/Downloads/bp102¢13.pdf EEdon
the CMS Web site.

RHCs do not receive any reimbursement on TOBs 71x for the technical component of services
provided by clinics. This is because the technical component of services are not within the scope of
Medicare-covered RHC services. The associated technical component of services furnished by the
clinic/center are billed on other types of claims that are subject to strict editing to enforce statutory
frequency limits.

FQHCs (77X TOBSs):

The Affordable Care Act (Section 10501(i)(3)(A); see
http://www.healthcare.gov/center/authorities/title_v_amendments.pdf l#don the Internet) amended
the Social Security Act (Section 1834; see http://www.ssa.gov/OP_Home/ssact/title18/1834.htm &4
on the Internet) by adding a new subsection (0) titled “Development and Implementation of
Prospective Payment System.”

This subsection provides the statutory framework for development and implementation of a
Prospective Payment System (PPS) for Medicare FQHCs. The Social Security Act (Section
1834(0)(1)(B)) as amended by the Affordable Care Act, addresses collection of data necessary to
develop and implement the new Medicare FQHC PPS. Specifically, the Affordable Care Act grants the
Secretary of Health and Human Services the authority to require FQHCs to submit such information as
may be required in order to develop and implement the Medicare FQHC PPS, including the reporting of
services using HCPCS codes. The Affordable Care Act requires that the Secretary impose this data
collection submission requirement no later than January 1, 2011.

Beginning with dates of service on or after January 1, 2011, when billing Medicare, FQHCs must report
all services provided during the encounter/visit by listing the appropriate HCPCS code. The additional
revenue lines with detailed HCPCS code(s) are for information and data gathering purposes in order to
develop the FQHC PPS set to be implemented in 2014. The additional data will not be utilized to
determine current Medicare payment to FQHCs. The Medicare claims processing system will continue
to make payments under the current FQHC interim per-visit payment rate methodology.

Basic FQHC Billing Requirements:

For dates of service on or after January 1, 2011, all valid UB0O4 revenue codes except the following
may be used to report the additional services that are needed for data collection and analysis
purposes only:

o 002x-024x;

e 029x;
e 045x;
e 054x;
e 056x;
e 060x;
e (065x;

e 067x-072x;
e (080x-088x;
e (093x; or

e 096x-310x.



Medicare will make one payment at the all-inclusive rate for each date of service that contains a valid
HCPCS code for professional services when one of the following revenue codes is present.

REVENUE DEFINITION

CODE

0521 Clinic visit by member to RHC/FQHC

0522 Home visit by RHC/FQHC practitioner

0524 Visit by RHC/FQHC practitioner to a member in a covered Part A stay at a Skilled
Nursing Facility (SNF)

0525 Visit by RHC/FQHC practitioner to a member in a SNF (not in a covered Part A
stay) or NF or ICF MR or other residential facility

0527 RHC/FQHC Visiting Nurse Service(s) to a member’s home when in a Home Health
Shortage Area

0528 Visit by RHC/FQHC practitioner to other non RHC/FQHC site (e.g., scene of

accident)

Payments for Encounter/Visits:

Medicare will make an additional encounter payment at the all-inclusive rate on the same claim when:

Effective January 1, 2011, two services lines are submitted with a 052X revenue code and one
line contains modifier 59. . Modifier 59 signifies that the conditions being treated are totally
unrelated and services are provided at separate times of the day, e.g., treatment for an ear
infection in the morning and treatment for injury to a limb in the afternoon;

Services subject to the Medicare outpatient mental health treatment limitation are billed under
revenue code 0900;

Diabetes self-management training (DSMT) is billed under revenue code 052x and HCPCS
code G0108 and medical nutrition therapy (MNT) is billed under revenue code 052x and
HCPCS code 97802, 97803, or G0270; and

The initial preventive physical examination (IPPE) billed under revenue code 052X and HCPCS
code G0402. This is a once in a lifetime benefit. HCPCS coding is required.

Note: Modifier 59 is not required for DSMT, MNT or IPPE in order to receive an additional encounter
payment.

When reporting multiple services on FQHC claims, the 052X revenue line should include the total
charges for all of the services provided during the encounter. For preventive services with a grade of A
or B from the USPSTF, the charges for these services must be deducted from the total charge for
purposes of calculating beneficiary coinsurance correctly. For example, if the total charge for the visit
is $350.00, and $50.00 of that is for a qualified preventive service, the beneficiary coinsurance and
deductible is based on $300.00 of the total charge.

Example A:

LINE REV HCPCS CODE DATE OF | CHARGES
CODE SERVICE

1 0521 Office Visit 01/01 300.00

2 0636 Penicillin Injection 01/01 125.00




LINE REV HCPCS CODE DATE OF | CHARGES
CODE SERVICE

3 0271 Wound Cleaning 01/01 125.00

4 0771 Preventive Service Code 01/01 50.00

When reporting multiple services on the same day that are unrelated, modifier 59 must be used to

report these services, e.g., treatment for an ear infection in the morning and treatment for injury to a

limb in the afternoon.

Example B:

LINE ‘ REV ‘ HCPCS CODE MODIFIER|| DATE OF ‘ CHARGES ‘
CODE \ SERVICE

1 0521 Office Visit 01/01. 150.00

2 0479 Removal of Wax From Ear 01/01 100.00

3 0521 Office Visit 59 01/01 450.00

4 0271 Wound Cleaning 01/01 150.00

5 0279 Bone Setting With Casting 01/01 300.00

When reporting an additional encounter for IPPE, the revenue lines should be reflected as follows:

Example C:
REV CODE HCPCS CODE DATE OF ‘ CHARGES
SERVICE
1 0521 Office Visit 01/01 75.00
strong>2 0419 Breathing Treatment 01/01 75.00
3 0521 IPPE (G0402) 01/01 150.00

As of January 01, 2011, for data collection and analysis for the PPS, FQHCs are required to report
separate revenue lines for influenza virus or pneumococcal pneumonia vaccines (PPV) on the 77x
claims. The charges of these vaccines and the administration shall be carved out of the office visit and
reported on a separate line as outlined in example A. The cost for these services will continue to be
reimbursed through cost reporting. Coinsurance and deductible do not apply to either of these
vaccines.

Hepatitis B vaccine is included in the encounter rate. The charges for the vaccine and its
administration shall be carved out of the office visit and report on a separate line as outlined in
example A. An encounter cannot be billed if vaccine administration is the only service the FQHC
provides. For additional information on incident to services, please see Chapter 13, Section 60 of the
“Medicare Benefit Policy Manual” at http://www.cms.gov/manuals/Downloads/bp102c¢13.pdf Hdon
the Centers for Medicare & Medicaid Services (CMS) Web site.

Laboratory and technical components should continue to be billed as non-FQHC services.
Summary of Differences

The chart below displays a list of elements and notes the differences between RHCs and FQHCs:



ELEMENT | RHCS | FQHCS ‘

Revenue Codes 052X series All except:
002x-024x, 029x, 045x, 054x, 056x, 060X,
065x, 067x-072x, 080x-088x, 093x, or 096-
310x
HCPCS code Required for Preventive Required for all services rendered during
Services only excluding Flu encounter/visit
and PPV
Modifier 59 Not applicable at this time Should be used to report two distinct
unrelated visits on the same day
DSMT and MNT Not separately payable All inclusive payment rate

Additional Information

Additional information on vaccines can be found in the “Medicare Claims Processing Manual” (Chapter
1, Section 10) at http://www.cms.gov/manuals/downloads/clm104c01.pdf (2 MB) on the CMS
Web site, and additional coverage requirements for the pneumococcal vaccine, hepatitis B vaccine,
and influenza virus vaccine can be found in the “Medicare Benefit Policy Manual” (Chapter 15) at
http://www.cms.gov/manuals/Downloads/bp102c15.pdf EIM8on the CMS Web site.

If you have any questions, please contact your carrier, FI, A/B MAC, or RHHIs at their toll-free
number, which may be found at
http://www.cms.gov/MLNProducts/downloads/CallCenterTolINumDirectory.zip ZiZdon the CMS Web
site.

News Flash - It’s a Busy Time of Year. Make each office visit an opportunity to talk with your
patients about the importance of getting the seasonal flu vaccination and a one-time pneumococcal
vaccination. Remember, Medicare pays for these vaccinations for all beneficiaries with no co-pay or
deductible. The seasonal flu and invasive pneumococcal disease kill thousands of people in the United
States each year, most of them 65 years of age or older. The Centers for Disease Control and
Prevention (CDC) also recommends that health care workers and caregivers be vaccinated against the
seasonal flu. Protect your patients. Protect your family. Protect yourself. Get Your Flu Vaccine -
Not the Flu. Remember — Influenza vaccine plus its administration are covered Part B benefits. Note
that influenza vaccine is not a Part D covered drug. For information about Medicare’s coverage of the
influenza vaccine and its administration, as well as related educational resources for health care
professionals and their staff, please visit
http://www.cms.gov/MLNProducts/Downloads/Flu_Products.pdf @idand
http://www.cms.gov/Adultimmunizations Z&fdon the CMS Web site.

Disclaimer

This article was prepared as a service to the public and is not intended to grant rights or impose
obligations. This article may contain references or links to statutes, regulations, or other policy
materials. The information provided is only intended to be a general summary. It is not intended to
take the place of either the written law or regulations. We encourage readers to review the specific
statutes, regulations and other interpretive materials for a full and accurate statement of their
contents. CPT only copyright 2009 American Medical Association.

News Flash — As a result of the Affordable Care Act, claims with dates of service on or after January
1, 2010, received later than one calendar year beyond the date of service will be denied by Medicare.



For full details, see the MLN Matters article MM6960, at
http://www.cms.gov/MLNMattersArticles/downloads/MM6960.pdf (Ed8on the CMS Web site.
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