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As published in Change Request 6031, ASC billing changed on January 1, 2008 from 
the 9 ASC Group system to one that is compatible with the Hospital Outpatient 
Prospective Payment System (OPPS).  The OPPS includes separate payments for 
procedures and certain “pass-through” devices, radiation sources, drugs, radiology 
procedures NTIOLS, and corneal tissue that were included in the prior ASC groups. 
 
Coverage of ASC procedures is broader than under the ASC group system but is still 
based on the procedure risk and expected recovery period.  Generally, procedures that 
will require more than four hours of anesthesia or continued care at midnight are not 
covered in the ASC although they may be covered in the hospital outpatient setting. 
 
Professional services for procedures not covered in an ASC may be paid to the 
physician as a Part B service.  In such cases, the facility portion of the procedure should 
be billed directly to the patient as non-covered charges.  An Advanced Beneficiary 
Notice (ABN) is not necessary but could be useful in case of difficulty in collections. 
 
All services and supplies, except for those that have “pass-through” or separate 
payment status must be combined into the surgical line item charge to ensure proper 
Medicare payment.  Payment is made at the line item level and will be the lesser of the 
ASC rate or the charges submitted for the line item.  Charges for packaged items not 
included in the procedure charge are likely to be ignored by the payment processing 
program. 
 
Bilateral procedures should be reported as two separate items by either placing a “2” in 
the units field or listing the procedure twice.  There is no provision in the payment rules 
for the use of modifier 50 to indicate a bilateral procedure. 
 
To bill for laboratory tests the ASC must be certified under CLIA.  To bill for radiology 
tests they must have been performed immediately prior, during, or immediately following 
the procedure. 
 
Certain supplies, prosthetics, etc. are considered as falling under the DMERC Part B 
benefit and should be billed to the DMERC for the region. 
 
Supplies and services such as anesthesia, IOLs (other than approved NTIOLs), gowns, 
masks, drapes, hose, and scalpels are considered to be included in the procedure and 
the cost should be included in the procedure line item charge.  
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Items not included in the ASC payment but may be paid under a different benefit: 

♦ Physician services 

♦ Purchase/rental of non-implanted DME 

♦ Non-implantable prosthetics 

♦ Ambulance services 

♦ Leg, arm, back and neck braces 

♦ Independent laboratory services 

♦ Procedures not on the ASC list 

♦ Procedures reported with unlisted HCPCS codes 
 
Items included in the ASC payment that may not be billed separately: 

♦ Implantable DME and accessories (Except “pass-through” items) 

♦ Implantable prosthetic items (Except “pass-through” items) 

♦ Packaged radiology services 

♦ Packaged drugs and biologicals 
 
See Code of Federal Regulations (42CFR416) for rules pertaining to ASC payment 
rates.  
 
To review transmittal 1514 in its entirety, go to:  
http://www.cms.hhs.gov/transmittals/downloads/R1514CP.pdf 

 

To view the ASC information page on the CMS website, go to: 
http://www.cms.hhs.gov/ASCPayment/ASCRN/list.asp?filterType=none&filterByDID=-

99&sortByDID=3&sortOrder=descending&intNumPerPage=10 

 
 

Administration of Epoetin and Darbepoetin Alfa. 
 
There are two classes of Epoetin and Darbepoetin alfa administration.  The first is 
for non-End Stage Renal Dialysis (ESRD) patients and the second for ESRD      
patients.  The reporting is different for each of the classes. 
 

Non-ESRD Reporting – 
Healthcare Financing Administration Common Procedure Coding System (HCPCS) 
Definitions: 
 
 J0885 Epoetin alfa for non-ESRD patients per 1000 units 
 J0881 Darbepoetin alfa for non-ESRD patients per mcg 
 
 Modifier EA Patient with Chemotherapy induced Anemia 
 Modifier EB Patient with Radiotherapy induced Anemia 
 Modifier EC Patient with neither Chemo nor Radio induced anemia 
 
Claims with either J0881 or J0885 must have one of the above modifiers to allow 
claim processing (Medicare Internet Manual 100-04 Chapter 17, paragraph 80.9).  
The modifiers may not be combined on the same line item.  When Epoetin or Dar-
bepoetin alfa are administered for multiple reasons described by the above modifi-
ers, multiple line items must be submitted with separate modifiers.  The dosage 
should be divided between the line items. 
 
 

Continued on page 3Continued on page 3Continued on page 3Continued on page 3    
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 Administration of Epoetin and Darbepoetin Alfa (cont) 

Hemoglobin is required to be reported using Value Code 48 and hematocrit is required to be reported using  
Value Code 49.  Claims without these Value Codes will be returned for correction. Patients with Chronic Renal 
Failure who are not yet on dialysis are paid using outpatient bill types (13x or 12x) under the Hospital Outpatient 
Prospective Payment System (HOPPS).  Outpatient Part B claims report codes J0881 and/or J0885 under    
revenue code 636 (Codes requiring specific identification) using the appropriate quantity for the HCPCS code. 
 
Critical Access Hospitals may report using bill type 85x and will be paid on the basis of cost. 
 
ESRD Reporting – 
Healthcare Financing Administration Common Procedure Coding System (HCPCS) Definitions: 
 
 J0882 Darbepoetin alfa per mcg 
 J0886 Epoetin alfa per 1,000 units 
 Q4081 Epoetin alfa per 100 units 
 
 Modifier GS Dose reduced as a result of the Hematocrit or Hemoglobin level. 
 Modifier ED Hematocrit above 39% or Hemoglobin above 13g/dL for three or more cycles. 
 Modifier EE Hematocrit above 39% or Hemoglobin above 13g/dL for less than three cycles. 
 
 Value Code 48 Hemoglobin level prior to start of billing period. 
 Value Code 49 Hematocrit level prior to start of billing period. 
 
Facilities may utilize hematocrit or hemoglobin levels from a transferring facility. 
 
Per Internet Only Billing Manual 100-04, Chapter 8, Paragraphs 60.4 and 60.7, Medicare will not initiate       
monitoring of erythropoietin or darbepoetin use until the Hematocrit reaches 39% or hemoglobin exceeds 13.0g/
dL; however, the Medicare contractors are free to begin monitoring at lower levels.  For example, the Food and 
Drug Administration labeling for EPO notes that as the hematocrit approaches a reading of 36.0% or the hemo-
globin reaches a level of 12g/dL the dose of the drug should be reduced by 25%. 
 
When the dosage has been reduced in response to the hematocrit or hemoglobin level report modifier GS.  
Claims submitted without this modifier and levels of hematocrit or hemoglobin above the threshold will be  
reduced by 25% since the full dose reported will be considered not to be reasonable and necessary (Internet 
Only Manual 100-04, Chapter 8, Paragraphs 60.4 and 60.7). 
 
Claims for EPO for ESRD patients with hematocrit levels above 39% or hemoglobin levels above 13.0g/dL    
without EITHER modifier ED or EE will be returned for correction.  Claims with both modifiers will also be re-
turned for correction (Internet Only Manual 100-04, Chapter 8, Paragraphs 60.4 and 60.7). 
 
Claims with the ED modifier, with or without the GS modifier, will receive an automatic 50% reduction (Internet 
Only Manual 100-04, Chapter 8, Paragraphs 60.4 and 60.7). 
 
The Medically Unlikely Edit (MUE) for EPO was changed on January 1, 2008 from 500,000 units to 400,000 
units (Internet Only Manual 100-04, Chapter 8, Paragraph 60.4). The MUE for Darbepoetin was changed from 
1500 mcg to 1200 mcg. (Internet Only Manual, Chapter8, 100-04 Paragraph 60.7). 
 
Hospital outpatient departments use revenue code 634 for administration of under 10,000 units of EPO or    
revenue code 635 for administration of 10,000 units or more.  Payment is based on fee schedule amounts; 
therefore, the correct number of units must be reported on the UB-04. Darbepoetin is reported using revenue 
code 636 and also requires the correct number of units for appropriate payment. 

Continued on page 4Continued on page 4Continued on page 4Continued on page 4    



 
 

 
 
Supplies used to furnish EPO may also be billed using revenue code 270. 
 
Hospitals providing emergency care to ESRD patients may also treat their anemia using revenue codes 634 of 635 
for Epoetin or 636 for Darbepoetin and must also report hemoglobin levels with Value Code 48 and hematocrit levels 
using Value Code 49 to prevent the claim from being returned for correction (Internet Only Manual 100-04, Chapter 
8, Paragraphs 60.4.3.2 and 60.7.3.2). 
 
See the Medicare Claims Processing Manual, Chapter 17 - Drugs and Biologicals, Section 80 - Claims Proc-
essing for Special Drug Categories 
http://www.cms.hhs.gov/manuals/downloads/clm104c17.pdf 

 

 
 

 
 
 
 
 
 
 

Hospital Outpatient Payments  
 
Change Request 5990 added a table to the General Billing Requirements section of the Internet only Manual.  The 
table shows that some hospital outpatient payments are based on the Medicare Physician Fee Schedule.  Check the 
Appendix B for the current HOPPS for codes listed in these revenue codes that have been assigned status indicator 
“A” which indicates payment is made through a fee schedule rather than HOPPS.  Physician Fee Schedule services 
could be submitted using the following revenue codes: 
 

401 Diagnostic Mammography 
403 Screening Mammography 
42x Physical Therapy 
43x Occupational Therapy 
44x Speech Language Pathology 
471 Diagnostic Audiology 
771 Vaccine Administration 
78x Telemedicine 

 
Keep in mind that under HOPPS, the HCPCS code, not the revenue code determines the status indicator for a    
service.  Status indicator “A” codes include those paid under the laboratory fee schedule the DMERC fee schedule, 
the ambulance fee schedule, and other fee schedules, not just the Medicare Physician Fee Schedule. 

 

To view Change Request 5990, go to: 
http://www.cms.hhs.gov/transmittals/downloads/R1526CP.pdf 
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 Administration of Epoetin and Darbepoetin Alfa (cont) 
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 Specimen Collection Travel 
 
Change Request 5996 updated the allowance for travel for collection of a laboratory specimen.  The specimen 
collection (i.e., 36415) must also be performed by the technician and billed.  Specimens drawn by other          
personnel (Nursing Home, Home Health, Hospice, etc. staff) do not qualify for the travel allowance. 
 

P9603 – Per mile Travel Allowance consists of the federal mileage rate (50.5 cents) and a technician 
 time rate (45 cents) for a 2008 rate of 95.5 cents per mile.  Only reasonable miles may be billed and 
 trips that also collect specimens for non-Medicare patients must be pro-rated.  Trips paid under this  

option must be at least 20 miles round trip. 
P9604 – Flat Rate Travel Allowance Consists of a payment of $9.55 one way travel allowance for trips of 

 less than 20 miles round trip.  Trips that consist of multiple stops for Medicare and non-Medicare  
patients must be pro-rated. 
 

Some Medicare Contractors have identified abuse patterns in use of the mileage rate and only recognize the flat 
rate.  Modifier LR is used to identify laboratory round trip travel. 
 
The above rates are the minimum Medicare rates and may be modified upwards by the Medicare Contractors if 
warranted by local considerations.  Changes to the minimum rates will be reported by Medicare in annual      
recurring update notices. 
 
 

To view Change Request 5996, go to: 
http://www.cms.hhs.gov/transmittals/downloads/R1524CP.pdf 

 

 
 

Mammography Services 
Change Request 6023 updates Mammography Services with an effective date of 6/30/08. 
 
In cases where the patient self refers for a screening mammography the performing provider shall use their facil-
ity NPI in the attending physician field on the claim.  Contractors are to accept the facility NPI as the attending 
physician NPI on claims dated after 5/23/08. 
 
Contractors are also required to evaluate the FDA certification of the facility to perform the type of mammogram 
submitted on the claim: 
 

1. If the six digit certification number is not submitted the claim is to be returned as unprocessable. 
2. If the six digit certification number does not match the MQSA file for the facility the claim is to be 

denied. 
3. If a film mammography HCPCS code is submitted and the facility is only certified for digital  
      mammography the claim is to be denied. 
1. If a digital mammography HCPCS code is submitted on the claim and the facility is only certified for 

film mammography the claim is to be denied. 
2. Ensure that the GG modifier is attached to the diagnostic mammography code when it is               

appropriate. 
3. Ensure that add-on codes are only billed with the appropriate mammography code and are on the 

same claim. 
 

To view Change Request 6023, go to: 
http://www.cms.hhs.gov/transmittals/downloads/R1519CP.pdf 

 



Laboratory Services 
Change Request 6018 clarified dates of service for laboratory/pathology tests and services. 
 
The general rule is that the date of service for a test or service is the date the specimen was collected. If the 
specimen required collection over two or more calendar days, the date of service is the date the collection ended. 

 

♦ If the specimen has been stored the date of service is the date the specimen was obtained from storage. 

♦ If the specimen has been stored for up to 30 days the date of service is the date the specimen was 
collected when – 

1. The test/service is ordered at least fourteen days following patient discharge from the hospital. 
2. The specimen was collected while the patient was undergoing a hospital surgical procedure. 
3. It would have been medically inappropriate to collect the specimen other than during the hospital 

procedure. 
4. The results of the test/procedure do not guide treatment provided during the hospital stay; and 
5. The test/service was reasonable and medically necessary for treatment of an illness. 

 
Dates of service for Chemotherapy Sensitivity Tests/Services follow the same rules as for laboratory tests/services.  
Chemotherapy Sensitivity Tests are those tests that require fresh tissue samples to test the sensitivity of tumor cells 
to various chemotherapeutic agents. 
 
To view Change Request 6018, go to: 
http://www.cms.hhs.gov/transmittals/downloads/R1515CP.pdf 

 

 
 
 
 
 
 
 
 
 

Medicare Fraud Edit Module Phase 2 
Change Request 6035 effective 10/1/08 
 
This module was developed from the data derived from the Intravenous Therapy Fraud Project in South Florida. 
 
It was developed as a “Plug-and-Play” module that will allow Medicare contractors to develop immediate edits to 
detect fraudulent claims from their review experiences.  The new edits can be shared with other contractors through 
CMS.   
 
Approximately $10 million was saved in three Northern states through implementation of these edits under Phase 1.   
 
Medicare expects that these fraudulent claims will migrate from state to state and that there is a need to quickly 
develop edits to detect such fraudulent claims. 
 
Once implemented at the national level, Program Safeguard Contractors (PSCs) or the Center for Medicare and 
Medicaid Services (CMS) must be notified of local changes in the edits or discontinuation of an edit.   
 
The edits may cover a broad range of data elements related to a service such as diagnoses, units billed, gender etc.  
The list of specific areas that may be included are listed in the contractor requirements of the change request. 
 
To view Change Request 6035, go to: 
http://www.cms.hhs.gov/transmittals/downloads/R342OTN.pdf 
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 HOPPS Update Effective 7/1/2008 

 
Medicare Change Request 6094 effective July 1, 2008 
 
Brachytherapy Source Payment 
Brachytherapy sources will no longer be paid on a cost basis effective 7/1/08, they will be paid on a fixed APC   
payment rate.  The Medicare Transmittal stated the payment amounts were in the November 27, 2007 Addendum 
B; however this addendum only contains the cost based Status Indicator.  The attached APC file contains the 
status changes but does not yet have the payment amounts.  Monitor payments for these items to determine if 
charges are appropriate. 
 
Therapeutic Radiopharmaceuticals 
Eight therapeutic radiopharmaceuticals have been added to the separately payable list effective 7/1/08.  Medicare 
will be monitoring the diagnostic use of therapeutic radiopharmaceuticals for diagnostic testing. 
 
Respiratory Therapy 
New HCPCS codes have been created for Home Sleep Study Testing (G0398, G0399, and G0400).  All are for 
unattended testing but require different equipment and monitoring channels. 
 
Category III CPT Codes 
New xxxxT codes have been included in the HOPPS.  Two codes for Videoconferencing of critical care are        
physician monitoring codes only and the three eye surgery codes have been assigned to APCs 0237 and 0234. 
 
Billing for Drugs, Biologicals and Radiopharmaceuticals 
Medicare reminds us again that the claim should be based on the quantities represented by the HCPCS codes, that 
all drugs should be reported under HOPPS using HCPCS codes, including packaged drugs. 
 
Clarification on the billing of mixed drugs is given.  Each drug should be reported using the appropriate HCPCS 
coded and quantity for that drug.  An unlisted code should not be submitted unless the drug was compounded and 
there is no HCPCS code for the compound. 
 
Six drugs have been granted pass-through status with four having new HCPCS codes assigned. 
 
Outpatient Therapeutic Services Incident to a Physician’s Service 
Effective 8/1/2000 such services must be performed under the direct supervision of a physician who is treating the 
patient.  It is also required that the treatment be reasonable and necessary.  The FI/MAC is responsible to deter-
mine the reasonable and necessary status of the service. 
 
OPPS and HCPCS Codes 
All CPT/HCPCS codes may be used under HOPPS unless there are separate codes for the professional and  
Technical components (See 93000-93010 as an example).  The use of the term “Physician” in a code does not 
automatically preclude the use of the code by a HOPPS hospital. 
 
Hospital Services for ESRD Patients 
Payment is limited to ESRD patients who receive dialysis in connection with a dialysis-related procedure such as a 
vascular access or blood transfusion procedure, dialysis performed following treatment for an unrelated medical 
emergency where dialysis can not be rescheduled by the dialysis center, and emergency dialysis to prevent  
admission to the hospital.  Code G0257 is to be used to report these procedures in the outpatient department of a 
hospital that is not a certified ESRD facility.  
 

To view Transmittal 1536 in its entirety, go to: 
http://www.cms.hhs.gov/transmittals/downloads/R1536CP.pdf 
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155 Franklin Road, Suite 190 
Brentwood, TN  37027 

Phone: (800) 659-5145 
Fax: (615) 661-5147 

http://www.hmi-corp.com/ 

The information contained 

herein is solely for the 

purpose of informing you 

the health care 

professional of current 

changes.  Every effort has 

been made to ensure the 

accuracy of the contents.  

However, this newsletter 

does not replace policies 

or guidelines set by your 

Medicare FI or replace 

the ICD-9-CM or CPT/

HCPCS coding manuals.  

It serves only as a 

resource. 

Since 1989 HMI Corporation, a Healthcare Management Company, has been assisting 

acute care, teaching, critical access, long term care, nursing home, home health, and 

skilled nursing facilities, as well as physician groups, with clinical reimbursement through 

accurate coding and billing for all financial classes as well as maintaining compliance 

with Federal payers. 

 

HMI’s consultant specialists perform compliance reviews, billing, and coding medical 

reviews, as well as other revenue improvement services, utilizing the provider’s 

chargemaster. HMI also provides physician education to strengthen the medical staff's   

E/M coding for compliance and to improve reimbursement. 

 

HMI offers a full-service program to assist providers in positioning themselves to meet 

federal compliance guidelines, with an emphasis on PPS reimbursement. This process also 

includes inpatient and outpatient record review, on-going chargemaster maintenance, 

and on-site education/training of clinical staff and physicians. Our fifteen-year success 

has been primarily founded on facilitating quality consulting service, on-going 

accountability through management plan objectives and guaranteed service based on 

our ability to deliver results.  

  

 

Do you have a specific coding question or topic that you would like to 

see addressed in our next newsletter?  You may fax your question to 

(615) 661-5147 or go to “contact us” on our website at www.hmi-

corp.com.  We would like to hear from you. 

Newsletter Prepared By:Newsletter Prepared By:Newsletter Prepared By:Newsletter Prepared By:    
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Q & A Corner 

 
Q.  May a hospital report and charge the Medicare program and a Medicare 
beneficiary for all brachytherapy sources that are ordered by the physician for a 
specific patient in those cases where some, but not all, of the prescribed 
brachytherapy sources are implanted in the patient? 
 
 
A. A hospital may report and charge Medicare and the Medicare beneficiary for all 
brachytherapy sources that are ordered by the physician for a specific patient, 
acquired by the hospital, and used in the care of the patient. Specifically, 
brachytherapy sources prescribed by the physician in accordance with high quality 
clinical care, acquired by the hospital, and actually implanted in the patient may be 
reported and charged. In the case where most, but not all, prescribed sources are 
implanted in the patient, we will consider the relatively few brachytherapy sources 
that were ordered but not implanted due to specific clinical considerations to be 
used in the care of the patient and billable to Medicare under the following 
circumstances. The hospital may charge for all sources if they were specifically 
acquired by the hospital for the particular patient according to a physician’s 
prescription for the sources that was consistent with standard clinical practice and 
high quality brachytherapy treatment, in order to ensure that the clinically 
appropriate number of sources was available for the implantation procedure, and 
they were not implanted in any other patient. Those sources that were not 
implanted must have been disposed of in accordance with all appropriate 
requirements for their handling. In general, the number of sources used in the care 
of the patient but not implanted would not be expected to constitute more than a 
small fraction of the sources actually implanted in the patient. Under these 
circumstances, the beneficiary is liable for the co-payment for all the sources billed 
to Medicare. 
 
Source: CMS Questions - ID 8380, Last Updated 02/28/08 

HMI would like to ex-
press our gratitude to 
those serving our coun-
try here and abroad.  
May all have a safe and 
enjoyable Holiday. 
 
Thank you! 


