More Medicare Questions Answered
Since October 2008 Virginia Lehman LCSW, our Medicare Liaison, has been conveying our questions to a designated contact at National Government Services. Below are some of the answers she has received.  See The Clinician, Spring 2009 for an earlier Medicare Q & A.
Enrollment Issues
Questions have been raised regarding NGS summarily de-activating providers

if they have not submitted claims to Medicare within six months and without any advanced notice.   Is this true?    

A provider will become de-activated when there is no claim activity within 12 mos. 
Once re-application for re-activation has been received, approximately how long does it take to receive the approval from Medicare that provider is again an active provider?  
It can take approximately 45-60 days.
A member has just recently been activated as a Medicare provider.  Can he back- date services he provided prior to notification of his active provider status?

He should have received a letter from the enrollment department with his effective date. He can bill for services provided on that date and forward. He cannot bill for services prior to his effective date.
If a clinical social worker who has been a contracted Medicare provider decides to opt out of Medicare, what is the procedure to do this?

The guidelines for opting out are found below:                       (updated 5/5/10)
http://www.ngsmedicare.com/IndexPrivateContPartB.aspx           http://www.ngsmedicare.com/content.aspx?CatID=2&DOCID=2371 
http://www.ngsmedicare.com/pdf/medicareopt-outaffidavit.pdf
A provider needs to follow the instructions given to submit an affidavit to the contractor.  
PECOS, the CMS Database

We have been told by NASW that no provider will receive reimbursement
unless they have signed up for PECOS, the CMS database.  Is this true?

Those providers that have not made changes to their enrollment record since 2003 will not be in PECOS.  In that case, they will receive a revalidation letter from NGS notifying them of such and at that point they would need to respond.  Below is information regarding enrollment and links that will take you to PECOS, which is an Internet-based Medicare provider enrollment process.
The Centers for Medicare & Medicaid Services (CMS) reminds physicians and nonphysician practitioners, and group practices that they are required to notify their designated Medicare contractor regarding (a) a change in ownership, (2) a change in practice location, including a change in reassignment of benefits, or (3) any final adverse action (e.g., license suspension/revocation or felony conviction) within 30 days of the reportable event. By reporting changes as soon as possible, but within 30 days of the reportable event, physicians, nonphysician practitioners, and group practices will help to ensure that their claims are processed correctly.

Physicians, nonphysician practitioners, and group practices are also encouraged to update their Medicare enrollment information on file with the Medicare contractor if the physician, nonphysician practitioner, or group practice has not done so since November 2003.

Physicians, nonphysician practitioners, and group practices can use CMS’ electronic enrollment process, known as Internet-based Provider Enrollment, Chain and Ownership System (PECOS), to enroll or make a change in an existing enrollment record.

http://www.cms.hhs.gov/MedicareProviderSupEnroll  
http://www.cms.hhs.gov/MedicareProviderSupEnroll/04_InternetbasedPECOS.asp#TopOfPage
 

Electronic Claim Submission,  Electronic Funds Transfer, and Electronic Medical Records   
Is it true that as of May 2009 we will be required to submit claims electronically through EMR?

,
“EMR” stands for Electronic Medical Records and there is no deadline for providers to start using EMR.  
While CMS wants all providers to submit electronically, I have copied the information below from the CMS website regarding the waivers. There is no deadline for May 2009 for billing electronically. Unless a provider qualifies for a waiver they must submit electronically and that requirement dates back a few years.

The Administrative Simplification Compliance Act (ASCA) prohibits payment of initial health care claims not sent electronically as of October 16, 2003, except in limited situations:

• Small Provider Claims-- The word "provider" is being used generically here to refer to physicians, suppliers, and other providers of health care services. Providers that have fewer than 25 full-time equivalent employees (FTEs) and that are required to bill a Medicare intermediary are considered to be small. . . 

Electronic Funds Transfer is the required method of Medicare payment for all providers entering the Medicare program for the first time and for existing providers that are submitting a change to their existing enrollment data but are not currently receiving payments via EFT.

There is no connection between receiving a paper check and submitting paper claims.  A provider may have a waiver on file to submit claims on paper and may also receive payments via electronic funds transfer.  All providers that are submitting a change to their existing enrollment data (such as an address change) are required to enroll in Electronic Funds Transfer ( Form CMS-588).  This change was mandated by CMS. Eventually, all providers will be required to enroll in Electronic Funds Transfer but NO DEADLINE has been set by CMS for this. 
I am a MAC user and do know that NGS presently does not have set-up for the MAC.  I would appreciate current information for PC users.

We only offer software for PC users. . .  we do not have software available for MAC.

Link to the website for “Getting Started with Electronic Software”:          (updated 5/5/10) 

http://www.ngsmedicare.com/content.aspx?CatID=2&DOCID=3176
Billing Issues
What is it time frame to submit claims and be reimbursed?
From the time a claim is submitted and processed, paper claims take approx 27 days to be finalized and paid.
Within the Medicare program, there are two rules in regard to timely filing: 
The first timely filing rule is that assigned claims from physicians and suppliers should be submitted within 12 months of the service date. Claims submitted after that time period will still be considered for payment, but will be subject to a 10 percent (10%) reduction in the payment amount. 

	The second timely filing rule is that Medicare fee‐for service claims must be submitted on or before December 31 of the calendar year following the year in which the services were furnished, unless the services were furnished in the last quarter of the year, then the time limit is December 31 of the second year after the year in which such services were furnished. Claims submitted after this time period will not be considered for payment and the provider of services will be held liable for the

charges incurred. Claims denied for timely filing cannot be appealed.


If a Medicare participant has Medicare as their secondary insurer, can the clinician charge their regular fee on the claim to the primary insurer?   The fee billed would be higher, and the insurer would be paying a higher amount than what Medicare's fee is.
A Provider would need to speak to the insurance company for the Patient’s primary insurance if they have questions about fees for that insurance company. The Medicare fee schedule is only for when a provider is billing Medicare, whether Medicare is primary or secondary.

What is the status for a provider who has never participated in Medicare?  Can they charge Medicare participants their usual/customary fee and if the bill is sent to Medicare, does Medicare reimburse a certain proportion of that fee?

When the provider does not participate at all in the Medicare program
there is no reimbursement to either the patient or the provider of
service.  They can charge their usual/customary fee.

Can I opt out of Medicare and then bill Medicare for my services?
If a CSW is enrolled in the Medicare program it is mandatory that the

provider accepts assignment.  Meaning, they have to accept the amount

that Medicare allows. . . Opting out of Medicare is a totally different issue and no  

reimbursement can be made as listed below:

When a physician/practitioner opts out of Medicare, Medicare covers no

services provided by that individual and no Medicare payment can be  

made to that physician or practitioner directly or on a capitated basis.

We have been told that it is fraud to bill Medicare for an amount more than 15% of the allowable rate.  Is this true?

The limiting charge does not apply to LCSWs.  The provider specialty of LCSW is required to accept assignment and cannot bill the patient above what the contracted Medicare allowable amount is.  It is ok for a provider to bill their usual and customary charge if they accept Medicare assignment because assigned providers don’t bill the patient up front and Medicare then determines the allowable amount.  The 15% limiting charge is for providers that do not accept Medicare assignment and charge their patients up front for services.  When Medicare makes a payment on a non-assigned claim the reimbursement is sent to the patient; therefore it is important for those physicians to not bill above that limiting charge.  I hope that clarifies your question.
Can one charge for telephone sessions?
Medicare does not pay for telephone sessions. . . 
Telephone conversations with patients (or their families) can be taken into account when the physician is determining which level of evaluation and management (E/M) code to assign on the next claim for a face-to-face E/M visit. In order to bill the patient the service must not be related to an evaluation and management (E/M) visit and must meet every part the CPT definition and must be documented in the patient’s record. . . .
Providers cannot tell their patients that they must pay for all telephone conversations because it is the practice with all of their patients. They must follow the guidelines set by Medicare for each telephone conversation. If it does not meet the guidelines then they cannot bill the patient.

Medicare guidelines do not make any references to emergency telephone conversations. So I cannot tell you that something does or does not qualify as an emergency, because this is not defined in anyway by Medicare. So any telephone conversation will have to meet the parameters set by Medicare in the manual. 

What is Medicare’s policy regarding charging for missed sessions? If we can charge for a missed session can we charge an “out-of-network” rate?

Actually, providers can charge for missed appointments. As stated in the CMS manual:

CMS's policy is to allow physicians and suppliers to charge Medicare beneficiaries for missed appointments, provided that they do not discriminate against Medicare beneficiaries but also charge non-Medicare patients for missed appointments. The charge for a missed appointment is not a charge for a service itself (to which the assignment and limiting charge provisions apply), but rather is a charge for a missed business opportunity. Therefore, if a physician's or supplier's missed appointment policy applies equally to all patients (Medicare and non-Medicare), then the Medicare law and regulations do not preclude the physician or supplier from charging the Medicare patient directly.

The amount that the physician or supplier charges for the missed appointment must apply equally to all patients (Medicare and non-Medicare), in other words, the amount the physician/supplier charges Medicare beneficiaries for missed appointments must be the same as the amount that they charge non-Medicare patients (whatever amount that may be). . .  

Medicare does not make any payments for missed appointment fees/charges that are imposed by providers, physicians, or other suppliers. Charges to beneficiaries for missed appointments should not be billed to Medicare.

	For a patient with both Medicare and Medicaid how does one determine the rate paid by Medicaid? 
Medicare would not be able to give status regarding QMB (Qualified Medicare Beneficiary).  Below is some contact information:

 

Requests for applications for QMB, SLMB, or QI benefits are made to the state Department of Social Services (DSS) office serving the town of residence and may be conducted over the telephone. Eligibility for QMB is effective on the first day of the month following the month in which DSS has all the information and verification necessary to determine eligibility. This should not take more than 45 days. SLMB entitlement may be retroactive up to three months prior to the date of application if the person is otherwise eligible.
 
Remember income levels change April 1st each year.  For more information, please telephone your district DSS office.
 

 


Documentation and Audits

Where can regulations regarding documentation be found?

Below is a link that will take you directly to LCD 26895.  Under “LCD for Outpatient Psychiatry and Psychology Services (L26895)” go to “Documentation Requirements.”
http://www.cms.gov/mcd/viewlcd.asp?lcd_id=26895&lcd_version=30&show=all#29  (updated 5/5/10)

 Is there a format for documenting progress notes and treatment goals?  Has Medicare specified a particular format to follow?
Within the LCD it will give you documentation requirements for each service rendered.  Medicare does not require a specific format to follow.

The medical record must indicate the time spent in the psychotherapy encounter and the therapeutic maneuvers, such as behavior modification, supportive or interpretive interactions that were applied to produce a therapeutic change. Behavior modification is not a separate service, but is an adjunctive measure in psychotherapy. Additionally, a periodic summary of goals, progress toward goals, and an updated treatment plan must be included in the medical record. Prolonged periods of psychotherapy must be well-supported in the medical record describing the necessity for ongoing treatment.
 
Are audits being conducted for reasons to do with specific patterns?   We are being told that some members have been audited and are being told that they owe Medicare huge amounts of money.  How far back can audits go?  
This link will give you some information on the review process:
http://www.cms.gov/MLNProducts/downloads/MCRP_Booklet.pdf  

(updated 5/5/10)

Other Questions
How might one find a Medicare provider who practices "alternative care" (non-surgical, drug alternative protocols) to help her manage a diagnosis of cancer?

You can locate Medicare providers by accessing our website at www.ngsmedicare.com>People with Medicare > Find a doctor.  After clicking on ‘Find a doctor’, it will give you a list of ‘Physician Specialties’ and other ‘Healthcare Professional Specialties’ that are covered by Medicare.
How can one get on the NGS listserv to obtain Medicare updates and information?

You can receive automatic updates by clicking on the attached link: https://ngslistserv.com/mlm.
Medicare Troubleshooting:  If you have specific questions we recommend that you start by calling a Medicare customer representative at 1-866-837-0241, or using the new Customer Care Online Inquiry Form at  NGSMedicare.com.  Virginia Lehman is available for support if you are still having difficulty.  Contact her at LehmanV117@aol.com.
Helen T. Hoffman LCSW, State Chair, Vendorship and Managed Care Committee
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