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NASW MASSACHUSETTS CHAPTER MEDICARE B FACT SHEET

February 2007 UPDATE

Prepared as a membership service

by Erica Kirsners, LICSW, Volunteer Medicare Coordinator, 

Carol Trust, LICSW, Executive Director and
Gilbert Mason, Ph.D., US Department of Health and Human Services Centers for Medicare & Medicaid
About Medicare

Medicare is a program of the federal government.  CMS, the Centers for Medicare and Medicaid Services, establishes policies and procedures and contracts with local carriers to implement the program. National Heritage Insurance Company (NHIC) is the carrier for Massachusetts, Maine, Vermont and New Hampshire. 

LICSW Eligibility

LICSWs are eligible to receive reimbursement for outpatient psychotherapy, individual and group, to individuals with mental illness ICD-9-CM diagnoses.  National NASW's lobbying was a key factor in getting this national legislation passed.

Becoming a Provider

· LICSWs must fill out an enrollment application and obtain a National Provider Identifier (NPI) number in order to bill.  Having an LICSW is the only requirement.  To obtain an 855B enrollment form, go to www.cms.hhs.gov.  

· Groups of independently practicing LICSWs may obtain a group NPI number.  To do so, each LICSW in the group must be listed on the application and all services must be rendered personally by one of the LICSWs in the group.

· LICSWs with practices in more than one location or setting may use one billing number for all their claims if they are in the same state and have the same reimbursement rate.  There is a distinction between "Greater Boston" and "other than Boston" reimbursement rates (see Reimbursement Rates below).  LICSWs practicing in different carrier jurisdictions must become providers in each Medicare contractor locality by signing contracts with the carrier for each locality.

· You can register as a provider at any time.  If you do not bill Medicare for four consecutive quarters, you will have to re-enroll.

· If you are a Medicare provider, a Medicare recipient must agree to use his insurance.  However, the Balanced Budget Act of 1997 permits a practitioner to resign from Medicare and enter into private contracts with Medicare beneficiaries under certain conditions.  One cannot opt out for some clients and not for others, or for some covered services and not for others. Medigap will not pay the coinsurance if you resign, and other supplemental insurances may choose not to.  Once one enters into one private contract, one cannot bill Medicare for any services for any beneficiary for a period of two years.  The decision to terminate one's Medicare agreement and opt out must be made at the end of the calendar year, during the re-enrollment period.

Agreements You Make As a Provider

· As a social work provider, you must agree to "accept assignment" for all covered services provided to Medicare beneficiaries.  Accepting assignment means that you will accept the Medicare "allowance" for a given service as payment in full, and will not balance bill. Balance billing means charging the client the difference between the allowed amount and your standard fee.  If you have been found to balance bill, you may be assessed a $2000 penalty for each bill submitted to the beneficiary.

· All social workers who enroll must do so as participating providers. Medicare will then process any "crossover" claims to any secondary insurance plans directly.  You also benefit from having your name and practice location listed in the MedPard Directory as a Medicare B provider.

· Medicare recipients pay a $110 deductible per year.  Once this is paid, Medicare pays 50% of the allowed amount for each treatment session, and the client is responsible for the remaining 50% as a co-payment.  Evaluations are paid at 80% with a 20% co-payment.
· If the beneficiary has a secondary insurance, this policy may pay the deductible and the co-payment, or part of it, up to the annual limit of that policy.  Medigap policies exclude group plans offered by employers to current or former employees or by unions to current or former members; these are called supplemental policies.

· You can bill the client directly for any services which Medicare does not cover.  This includes most family therapy, and individual therapy for V codes.  You should have your client sign a statement indicating that s/he knows the service is not covered and that s/he will pay for it privately. Then submit a bill to Medicare, and include the modifier GA on line 24D.  Once you get a denial from Medicare, you can bill the client directly.

· You are not allowed to bill for paperwork, telephone calls, conferences or collateral work.  All codes used by social workers are for “face to face” work with a client.
· If you accept a Medicare beneficiary as a client, whether or not you have already become a Medicare provider, you must accept payment from Medicare if the client wishes to use it and you are then considered to be a provider. Once you are a Medicare provider, you are supposed to accept all Medicare clients.  

Getting the Claim Forms 

· As of April 1, 2007, you must use the new CMS 1500 (08-05) which includes a space for the NPI.  The form is so labeled in the lower right hand corner.  You may not file claims on Xerox copies of the CMS 1500.  Please note this date has been extended to June 1, 2007 for Medicare.
· CMS 1500 forms are not supplied to providers, and cannot be ordered from Medicare (this is a federal regulation).

· To get information on how to order updated CMS 1500 Forms, google HCFA 1500 or CMS 1500 – available options will appear.

· Some options include:

Concerned Women in Business

1-800-233-2942  

Staples 

Staples.com

Medforms

800-295-8786

Medical Arts Press

800-328-2179

medicalartspress.com

Mifax-Westwood 

(617) 329-4090

Mass. Medical Society

(617) 893-3800 x1259

    American Medical Association

    1-800-621-8335

· Medicare is recommending that you file your claims electronically if you have an IBM compatible computer. To find out about free Medicare billing software call the EDI support team at 781-749-7745 

Services Covered

The following services are covered by Medicare B, when medically indicated; they are listed here with their procedure codes (Current Procedure Terminology or CPT). Only services rendered face-to-face (no telephone interviews) and by a provider with a provider number may be billed.  Missed sessions cannot be billed to Medicare or the secondary insurance, but can be billed to the client directly as long as they are charged what other private paying clients are charged.  

There are no requirements for any physician referral or consultation, or any recent physical examination.

90801 - Psychiatric diagnostic interview examination, including history, mental status or 

disposition (may include communication with family or other sources).  This code may be used once, and is not subject to the Mental Health Outpatient Limitation.

90804 - Individual psychotherapy, including insight oriented, behavior modification or

   supportive psychotherapy, approximately 20-30 minutes.

90806 - Individual psychotherapy, as above, approximately 45-50 minutes. 

90808 - Individual psychotherapy, as above, approximately 75-80 minutes.  

90846 - Family therapy without patient NOT COVERED.

90847 - Conjoint therapy with patient, RESTRICTED COVERAGE; contact NHIC for specifics.

90849 - Multiple family group, RESTRICTED COVERAGE; contact NHIC for specifics.

90853 - Group psychotherapy, 90 minutes.  Use Modifier 52 (in Item 24D) for 45-50 minute session.

90810 - Interactive individual psychotherapy, 20-30 minutes. Therapy which uses physical aids, play equipment, and non-verbal communication with a client who has lost, or not yet developed, sufficient communication skills.  This code is used for play therapy.

90812 - Interactive individual psychotherapy, 45-50 minutes.

90814 - Interactive individual psychotherapy, 75-80 minutes 

90857 - Interactive group psychotherapy.

Services may be provided in private practice offices, in agencies, clinics or at home. For questions about providing services in skilled nursing facilities (SNFs), please see the attached addenda, or call Frank Baskin, 617-227-9635 x60.

· Ongoing family therapy services and case management services are not billable to Medicare B. 

· Any services to hospital inpatients or SNF level patients must be billed by the hospital to Medicare A.

· V codes are not covered.

· Collaborative phone calls and conferences are considered to be part of the covered session, and cannot be billed for separately. 

· Providers may bill the client directly and in any amount for services not covered by Medicare, if the arrangement is explained in writing before such service is provided, and the beneficiary signs a waiver.  

· In effect, this means that one might bill privately for couples or family therapy, for missed sessions, or for phone sessions.  

· It appears that one is allowed to bill a beneficiary directly if a second therapy session is provided on one day.  As noted above, one must have the beneficiary sign a waiver in advance of an extra session, explaining the arrangement in detail; i.e., that this service is not covered by Medicare and that the beneficiary will be held financially responsible by the provider for the charges incurred. 

· Providers may not waive co-pays without documented good cause.  This typically means low income vs. inducement and incentives.

Reimbursement Rates

· In 1991 HCFA instituted the Resource-Based Relative Value Scale (RBRVS).  In 1997, the payment system was again revised, and psychologists are now paid the same as psychiatrists for outpatient psychotherapy.  Social workers are paid 75% of the psychologists' rate - this resulted in a significant rise in our rate, but raised issues of parity. 

· The figures below indicate the 2007 Medicare allowance for social workers in Massachusetts. Medicare pays 50% of this amount, and the client or the client's secondary or supplemental insurance pays a co-payment or co-insurance of the other 50%.

· Medicare allowances differ in urban and suburban areas.  "Urban" refers to Norfolk, Suffolk and Middlesex Counties. The rest of the state is "suburban."

2005 MEDICARE ALLOWANCE FOR SOCIAL WORKERS IN MASSACHUSETTS

CPT CODE


GREATER BOSTON

OTHER THAN BOSTON
90801 (paid at 80%)
 $122.45



  $112.77
90804 (paid at 50%)
     51.89



      47.91
90806

 "           
     74.78



      69.45
90808 
 " 

   110.42



    102.74
90853 
 " 

     25.58



      23.57
· The way Medicare arrives at the 50% figure is: The original allowance for a service is reduced by a 62.5% limitation on outpatient mental health services, and Medicare then pays 80% of the reduced allowance (if you do the math you will see this equals 50% of the original allowance). The patient and/or the secondary insurer is responsible for the difference between the original allowance and the Medicare payment, or, 50% of the original allowance.

· Your reimbursement rate will appear on your Provider Remittance Advice (RA).  If it appears incorrect to you, contact Erica Kirsners (617) 566-2153.  Remember, you receive 50% of the amount listed above from Medicare, and 50% from secondary or supplemental insurance or from the client.

· There is no annual reimbursement maximum for Medicare B.  Annual maximums for Medicare supplements (provided by private insurance companies) vary from policy to policy. It appears that if the beneficiary has Medex Gold or is a non-group subscriber of Medex, the co-insurance benefits are unlimited. 

· There is a program variously named QMB (Qualified Medicare Beneficiary), SLMB (Specified Low-Income Medicare Beneficiary) or Medicare Buy-In, through which the state Medicaid program pays all Medicare premiums, deductibles and co-insurance costs for certain low-income Medicare recipients.  To find out the specific qualifications and get an application for a QMB Provider, call the Mass Health Provider enrollment and credentialing office (617-576-4424 or 1-800-322-2909).  

· Medicare beneficiaries may elect to receive their care through a private health plan. You must be a provider for that plan in order to be paid. In these cases, contact the plan for billing information, since Medicare B is no longer effective.

· You must submit your claim within the calendar year following the date of service or it will be denied.  Payment for claims submitted after a year from the service date will be reduced by 10%.

· Medicare will hold on to electronic claims for 13 days before paying, and to paper claims for 27 days before paying. Medicare will pay interest on its portion of an electronic claim if it fails to send a check by the 30th day after receiving a properly filled out form.

Reimbursement for LICSW Services in Institutions

Mental health services provided by LICSWs in agencies, clinics, mental health 

centers, outpatient departments, etc., may be billed through Medicare B, as 

long as the services are not covered in any way by Medicare A.  

· Out-patient departments of hospitals and facilities with Place of Service Code 22 (partial hospitals, rehabilitation centers and day care centers) should bill Medicare Part A directly for the services provided by an LICSW, rather than having the social worker bill under his/her individual National Provider Identifier number (NPI).  This ruling appears to include LICSWs who are doing fee-for-service work.  It is a requirement that psychiatrists supervise this work and countersign the notes.  

· LCSWs can provide services "incident to" an independently licensed psychologist or psychiatrist, if this professional has seen the patient first; is in the building at the time the service is rendered; is on the same floor and is immediately, physically available; supervises this work directly; and countersigns the notes. Again, this arrangement does not hold for supervision by an LICSW.  Skilled Nursing Facilities are not affected by these rulings.

· Medicare B allows payment for different services delivered in one day; that is, one individual and one group therapy can be provided each day.  However, Medicare B does not allow payment for more than one group therapy session delivered on any single day.  

· Services in agencies may also be provided through a separate group of independently practicing LICSWs, if this group obtains a Medicare group billing number; consists only of LICSWs, each of whom has an individual Medicare provider number; and bills only for services provided by LICSWs in the group. The LICSWs should be paid by the group rather than the parent organization, especially if the organization bills Medicare A for other services. The Medicare B billing procedures and codes are the same as for LICSWs in private practice.

Filling out the Form

· Claims must be submitted within 365 days of service date to avoid a 10% reduction in the allowance.  

· If filing a paper claim, use only upper case letters.

· Fill out all items as directed on the form.  Follow special directions below.

· Item 3:  Always use eight-digit numbers for dates (e.g.: 09011992 for September 1, 1992

· Item 4:   If there is insurance primary to Medicare (i.e., if the beneficiary has other insurance and Medicare is the secondary payor, paying the balance), list the name of the insured person here, or "SAME" if the insured and the patient are the same. Medicare may be the secondary insurance when the beneficiary or the spouse is working or is receiving Veteran's benefits; if the client is on Disability; if the condition for which the client is being treated is due to accident, a work-related illness or injury (receiving Worker's Compensation); or if the client has end stage renal disease or black lung disease. In general, however, Medicare will be the primary insurance.

· If Medicare is the secondary insurance and the primary insurance is through a managed care company, you must be on that managed care panel in order to receive payment from Medicare

· Item 5: The telephone number is not necessary.

· Item 7: Complete only when items 4 & 11 are completed.

· Item 9:  If the beneficiary wants to assign Medigap benefits to the provider (have the check go directly to you), this is called a mandated Medigap transfer.  ("Medigap" refers to an insurance supplemental to Medicare, offered by various private insurance companies to "fill in the gaps," i.e., to provide payment of deductibles and coinsurance.  It does not include plans offered by employers or unions.)  Make sure all subdivisions of item 9 are complete, so that claims will "crossover" (i.e., Medicare will forward the bill to the other insurance).  Enter the name of the Medigap enrollee (if different from item 2) or SAME on this line.  Leave blank if Medigap is not involved.  With Medex (BC/BS), leave 9b, c & d blank.

· 9a:  Enter MEDIGAP or MEDEX and the policy and/or group number of the enrollee.  If the client has Mass Health as the secondary insurance, put “Mass Health” and the client’s Mass Health number (generally the same as the Medicare number, but with a number instead of a letter in the last position).  The see 10d below.

· 9c:  Enter the claims processing address for the Medigap insurer.  Use an abbreviated street address, the two letter state postal code and the ZIP; e.g. 267 Main St MA 02044.  Do not include the city.

· 9d:  Enter the name of the Medigap company or the Medigap insurer's unique carrier code provided in the January 1995 Newsletter, Attachment H.  Do not use codes listed in previous newsletters.

· Item 10d:  This is blank, unless you want the claim to crossover to Mass Health.  If the client has Mass Health, put “MCD” and the Mass Health number in this box.

· Item 11 must be completed, indicating that a good faith effort has been made to determine if Medicare is the primary or secondary insurance.  If the client has health insurance primary to Medicare, list the policy number, complete 11a-c, and send Medicare a copy of the EOB from the other insurance. Be sure the claims processing address is on the EOB.  If the client has no other primary insurance, write "NONE" in item 11.  (For this item, it doesn't matter if the client has Medex, Medigap, Medicaid, or other insurance supplemental to Medicare). In any circumstance, leave 11d blank.

· Item 12:  The client should sign this the first time a claim is submitted. Also have them sign a blank form which you keep in your files. Then write “Signature on file" on all subsequent claims.  

· Item 13:  A signature or "Signature on file" authorizes payment of Medigap benefits to the provider.   

· Do not fill out Items 14, 15, 16, 19, 20, 22 or 23. Prior authorization is never needed for outpatient psychotherapy.

· Item 17:  Generally, write "self."  You may provide the name of the referring physician and his/her NPI (this does not imply supervision, but instead is used when the referring physician is requesting a consultation) but is not necessary.  

· Fill in Item 18 if therapy is furnished as a result of, or subsequent to, a related hospitalization.  This is particularly important if Medex is involved; there are some regulations about post-hospital visits.

· Item 21:  Diagnosis must be from the latest ICD-9-CM (updated annually in October). They must include 5 digits.  DSM-IV codes are not accepted.  If an invalid diagnosis code is used, the claim will be denied. If you do not have a listing of the pertinent codes, you can order one from Concerned Women in Business, above.  Narrative descriptions should not be used. 

· Item 24:  The new CMS 1500-08-05 has divided the six service lines horizontally.  Do not use the shaded areas at this time.

· 24A: Put a single date of service in the first column (put only one session on each line).

· 24B:  Generally, the Place of Service (POS) code will be:  Office: 11, or Home (client's home): 12.  Other options include:  school: 03; group home: 14;   medical hospital: 21; inpatient psychiatric hospital: 51; partial hospital:  52; psychiatric residential: 56.  A full listing was given in the Medicare B Newsletter of October/November 1997, and is in the CMS manual 100-04, pp.18 ff.

· 24C:  The Type of Service (TOS) code is not necessary.

· 24D:  The Procedure codes (Current Procedure Terminology or CPT) are listed under "Services Covered" in this Fact Sheet. 

· Generally, no modifier is used.  Use the modifier AJ if services were performed by an LICSW in a group clinic or a social worker or provider whom you employ but do not supervise.  The provider number of the person actually providing the service must be indicated in 24K.  Do not bill if anyone other than a provider with a number provides the service.

· 24E:  Do not write a code.  Use the number 1, referring back to diagnosis #1 in Item 21.

· 24F:  Always submit your usual and customary charges, although these probably will be higher than the allowed charge. Do not use the dollar sign

· Item 24G:  Put the number 1.

· 24H: Blank

· 24I:  Enter “1C” in shaded area.

· 24J: Prior to May 23, 2007, enter the PIN of the provider who actually rendered the service. The PIN will probably be the letter P followed by 5 numbers.  After May 23, 2007, do not use the shaded portion.  Enter the rendering provider’s NPI number in the lower portion.

· Item 25:  Be sure to include your Federal tax number (SSN or EIN).

· Item 26: If you include your own (internal) patient account number in this item, it will be included on the Medicare RA.

· Item 27:  You must accept assignment: therefore, indicate "yes."

· Item 30:  Leave blank.

· Item 32:  List name and address of facility where services were rendered if other than the client’s home (POS 12). Be sure to include ZIP code. 

· Item 32a:  Enter your NPI.

· Item 32b: Prior to May 23, 2007, enter “1C” followed by one blank space and then your PIN.  After May 23, 2007, leave blank.

· Item 33:  Provide your name, billing address, ZIP code and phone number.

· Item 33a:  Enter the NPI of the billing provider or group.

· Item 33b:  Prior to May 23, 2007, enter “1C” followed by one blank space and then the PIN of the billing provider or group.  After May 23, 2007, leave blank.

· Mail completed claim forms to Medicare B, PO Box 1212, Hingham, MA 02044.  After the initial claim has been processed (this often takes 6 weeks), providers who file electronic claims can expect to receive checks within three weeks, and providers who use paper claims can expect to receive checks after four weeks.

Inquiries

If you have any inquiry (status of claim, copy of check, or copy of EOMB), a request for a review (of payment or denial), or a request for a fair hearing (by telephone or in person), you should use a Physician/Supplier Inquiry Review Request Form, which is available from NHIC. Mail the completed form to NHIC, Medicare B, and PO Box 1000, Hingham, MA 02044.

Questions

· Becoming a provider: Provider Services: (877) 527-6594, 9:00 am to 4:00 pm.

· General questions about policy, problems with a specific claim: Provider Services (877) 567-3130 dial 0 to get transferred to a representative.

· Questions clients have about coverage: 1-800-Medicare (1-800-633-4227)
· The NHIC website is www.medicarenhic.com
· The official instructions for completing the claim form can be found at www.cms.hhs.gov/Manuals, publication 100-04, chapter 26.  The complete link is  http://www.cms.hhs.gov/Manuals/IOM/itemdetail.asp?filterType=none&filterByDID=99&sortByDID=1&sortOrder=ascending&itemID=CMS018912&intNumPerPage=10.  Scroll down to chapter 26.
· If you have questions or corrections relating to any of the above, or if you have been having problems with Medicare billing, please call Erica Kirsners, Massachusetts Chapter of NASW Volunteer Medicare Coordinator, at 617-566-2153 or send e-mail to ekirsners@aol.com.

· If interested in filing claims electronically, contact NHIC EDI Services (877) 567-3130.
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