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WCH Corner

March 1st
Important News for 

WCH Clients! 

Starting  two account representative's 

equally knowing all of the details of your account 

and other personal will be fully responsible for 

the account communication, reporting, updates, 

Dear Providers and Office Managers, collection, and other help that you might need.  

Supervisors and management are still available 

WCH is always dedicated to improve the quality and are willing to help with all of your concerns 

of our performance. We are focused on enforcing and questions. Your practice might see change of 

and continuing strong education, our staff your account representative which will not affect 

consists of certified professional coders, auditors your reimbursement level negatively.  We predict 

and other certified specialists. As we announced that it will increase your reimbursement level, 

previously, we have the first certified biller by ease communication between our offices, and 

AAPC in Brooklyn and only 8th in the whole state generally be mutually beneficial.  Names of newly 

of New York.  assigned account representatives, billers, 

supervisor and other personal responsible for 

Every six month, we perform evaluation of our your account will be provided to you accordingly. 

employees to determine their professional level. 

Those employees who do not show growth in We would like to ask you to allow time to 

their knowledge and good performance are become comfortable with your new account 

dismissed from our company. In order to better representatives and be confident in their 

serve your practice and further improve the performance. This transition will not take a long 

performance of our staff we are restructuring the time and we want to repeat that WCH is always 

work process in the billing and credentialing your trusted partner. 

departments. As you know there were at least 4 

to 5 people were responsible for your account Should you have any questions, please feel free 

including billers, account representatives to contact me directly at any time. 

supervisors, and IT personal, but only one 

account representative was assigned as the main 

person and communicator between our office Sincerely,

and your practice. We saw that current system Olga Khabinskay,

slows down the communication process and as COO

a result money flow and reimbursement. 
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You need this  and ! Fast  Easy 
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We Always Hear You, 

 

Here is the Brief Breakdown on 

the New Plans that went into Effect January.
Every medical provider is experiencing the effects Care at a doctor's office

of Obama Care: new plans, changes in benefits, Emergency services

new requirements and so much more. WCH Hospital care

explains some of the main changes that we see Pregnant mother and baby care

taking place. Mental health and addiction treatment

The changes include a core set of comprehensive Prescription drugs

benefits, more cost sharing choices and new Rehab and skill development services and 

premiums for members of insurance plans. devices

Lab services

All health insurance policies include a core set of Prevention & wellness services and long-

benefits called “essential health benefits” lasting disease management

These are the 10 key health services that must be Dental and vision care for children

covered by every health plan:

Ѓ
‚
ѓ
„
…
†
‡

BENEFIT CHANGES €
‰

Љ

Cost Sharing Choices
The ACA creates four different health insurance policies which provides with cost sharing option choices. 

The “Metal” levels are based on the average percentage of medical costs the health insurance company is 

expected to pay compared to the average percentage patients will pay. 

The polices will fit into one of four metal levels: 

џ Platinum -  90/10 %  

* highest level with an average of 90% of the medical costs paid by insurance company and an 

average of 10% paid by the patient 

џ Gold - 80/20%

џ Silver - 07/30%

џ Bronze - 60/40%

The premiums are higher or lower depending on the metal the patient chooses. A silver plan has lower 

premiums that a platinum plan because the patient is paying more out of pocket. 

For more information go to:  

џ

http://www.healthpocket.com/

For more information go to: 

http://www.healthbenefitexchange.ny.gov

WCH Corner
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Insurance Market Place: 
Nearly 2.2 million Americans selected plans in the 

Health Insurance Marketplace from October 

through December

Thirty percent of those who selected plans were 

under age 35.

Nearly 2.2 million people have selected plans from 

the state and federal marketplaces by December 

28, 2013 (the end of third reporting period for 

open enrollment), Health and Human Services 

Secretary Kathleen Sebelius announced. 

A new HHS report provides the first demographic 

information about enrollees. December alone 

accounted for nearly 1.8 million enrollees in state 

and federal marketplaces. Enrollment in the 

federal Marketplace in December was seven-fold 

greater than the combined total for October and 

November – and eight-fold greater for young 

adults ages 18 to 34.

“Americans are finding quality affordable coverage 

in the Marketplace, and best of all, because 

coverage began on New Year's Day, the promise 

and hope of the Affordable Care Act is now a 

reality,” Secretary Sebelius said. “Our outreach 

efforts have ramped up, so whether it's through 

public service announcements, events, our 

champions or other means, we are doing all we 

can to find, inform and enroll those who can 

benefit from the Marketplace.”

Key findings:

џ Nearly 2.2 million (2,153,421) people selected 

Marketplace plans from October 1 through 

December 28, 2013

џ These signups in the state and federal 

marketplaces represent a nearly five-fold 

increase from October-November, including 

nearly 1.8 million (1,788,739) people who 

selected a plan in December (compared with 

the previous two-month cumulative total of 

364,682 through November 30, 2013).

џ Of the almost 2.2. million:

o  54 percent are female and 46 percent are male;

o  30 percent are age 34 and under;

o  24 percent are between the ages of 18 and 34, 

    and;

o  60 percent selected a Silver plan, while 20 

     percent selected a Bronze plan; and

o  79 percent selected a plan with Financial  

     Assistance.

Source: www.hhs.gov

ICD-10 SAMPLER
047K3DZ
Dilation of right femoral 
artery with intraluminal 
device, percutaneous 
approach

WCH Corner
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QUICK UPDATE  

IMPLEMENTATION PLAN.

 

 

WCH ICD-10

WCH IS READY FOR ICD-10, ARE YOU?
WCH promotes awareness and share our WCH billing department staff went through 

resources for ICD-10 training with our clients so training for ICD-10 CM anatomy and physiology 

that everyone has the opportunity to evaluate the terminology. We have completed our internal 

different options and measures that need to be education about the systems and coding 

taken in order to be ready for the ICD-10. diagnosis. This coming spring our AAPC certified 

WCH continues to encourage and strongly professionals will complete the AAPC proficiency 

recommend that our clients begin using our assessment test. WCH billing clients will be 

E-superbill feature. Utilizing our free E-superbill provided with resources and be assisted in the 

will allow our client to be ready to begin the transition process from ICD-9 to ICD-10 codes to 

testing period and thus be trained and 
be ready by October 1, 2014. 

comfortable during and after the transition period. 
WCH It!

WCH Corner
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Medicaid eligible providers, Earn up to  in total 

incentive payments.

Medicare eligible providers,  get up to  in total 

incentive payments

Get the incentive payment while you still can to avoid a 

reduction in Medicare payments.

 is a cost leader in the industry! 

Save money and get  today to be eligible for 

incentive payments! 

WCH will work with you to get the incentive payment! 

WCH will:

џ Provide access to a certified EHR system

џ Provide information on the EHR incentive program

џ Provide necessary documents for attestation

џ Assist in attestation and 

registration process

$63,750

$24,000

Beware! CMS Penalties will apply in 2015 for not adapting, 

implementing or upgrading to a certified EHR technology.  

iSmart EHR

iSmart EHR

Get Your EHR Incentive Payment

WCH Corner
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Olga Khabinskay has been invited by HCCA (Health Care Compliance 

Association) to speak at a National Web Conference. 

Our goal is to provide insight and educate the healthcare community 

because we understand that knowledge is the key to success. 

Guidelines to successful insurance  enrollment and the importance 

of credentialing process for medical practices.

Tips on general rules that are applicable during the credentialing 

process and credentialing facts 

Key points demonstrating the strict requirements and regulations 

of the provider enrollment application process

 
џ

џ

џ

to register, go to www.hcca-info.org

HCCA and WCH Web Conference

CREDENTIAL WITH CONFIDENCE
| |  February 25, 2014 12:00 pm Ct (90 min.) earn 1.2 CCB CEUs*

12:00 pm Central / 1:00 pm Eastern / 11:00 am Mountain / 10:00 am Pacific / 9:00 am Alaska / 
8:00 am Hawaii-Aleutian

WCH Corner
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http://panaceahealthsolutions.com/compliance-question/206-radiology-august-12-2013.html


Call Kenneth Music at 1.855.318.4146, or e-mail 

kenneth.music@bankofamerica.com
You can also visit us online at 

www.bankofamerica.com/practicesolutions



Credentialing News 

Health Care Reform Laws Took Effect in January 

2014.
Beginning January 23, 2014, you will have the option to bulk your electronic funds transfer (EFT), or 

direct deposit, payments the way you want them. 

џBy Taxpayer Identification Number (TIN) and payment address

џBy your billing provider National Provider Identifier (NPI)

If you are already enrolled for EFT with Cigna, 

you're receiving your payments for patients 

covered through our PPO, OAP and HMO plans* 

bulked by TIN. To receive your payments bulked 

by NPI: 

1. Log in to the Cigna for Health Care 

Professionals website (CignaforHCP.com)

2. Click on Working with Cigna

3. Select Manage EFT Settings to update your 

payment preference

Enroll in EFT directly with Cigna: 

1. Log in to CignaforHCP.com

2. Click on Working with Cigna

3. Select Enroll in Electronic Funds Transfer (EFT) 

Options

Enroll in EFT with multiple payers (including 

Cigna) at the Council for Affordable Quality Health 

Care (CAQH) website (http://solutions.CAQH.org)

If you are not currently enrolled for EFT with 

Cigna, use one of these options to enroll and 

choose your payment bulking preference:

Important tips when bulking by NPI
џ The electronic remittance advice (ERA) or direct deposit activity report (DDAR) will be bulked by TIN or 

NPI, depending on your payment bulking preference.

џ If you are enrolled in ERA, you should contact your EDI vendor to update them of your change in bulking 

preference.

џ You can elect a separate bank account for each “billing provider” NPI.

џ A primary or default bank account must be identified for any payments where the submitted claim does 

not include an NPI tied to a bank account.

Why stay with your current Cigna plan?

Source: www.cigna.com
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Source: www.cigna.com

EFT is Required for NY Medicaid  
Medicaid Now Requires All Billing Providers to Register for Electronic Funds 

Transfer (EFT) Payments and either Electronic Remittance Advice (ERA) or PDF 

Remittances

Billing providers who have not registered for EFT and ERA or PDF remittances will not be allowed to re- certify 

their Electronic Transmitter ID Number (ETIN). When the ETIN expires a provider's claims will be rejected by 

eMedNY and providers' ePACES accounts will be disabled. It is therefore very important that providers who 

have not registered for EFT and/or ERA/PDF remittances do so right away. Waiting for your ETIN to approach 

the next expiration date will jeopardize your Medicaid payments.

Contact   

complete your Medicaid EFT 

and ERA Forms.

Credentialing Department Supervisor

doram@wchsb.com

WCH Credentialing Department

Today to 

Dora Mirkhasilova,

(718) 934-6714 x 1310

Credentialing News
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џ If you don't know your effective date, check the 

PCRI website. The Physician's List spreadsheet 

includes the effective date of each physician, 

labeled as “PCRI Begin Date”. Most physicians 

already have an effective date of January 1, 

2013. If your effective date is January 1, 2013, 

you do not need to do anything. 

џ Physicians who are attesting for the first time 

will continue to use the Primary Care Rate 

Increase Attestation form and will specify an 

effective date of their qualification.

џ eMedNY will retroactively re-process your 

applicable Medicaid fee for service claims with 

the increased payment on a quarterly basis for 

you. Medicaid managed care plans will also 

incorporate retroactive payment to physicians 

who have attested to a new effective date.

џ If you want to withdraw your qualification from 

the Primary Care Rate Increase program, you 

must submit the PCRI Change/Update 

Attestation and Qualification form. If your original 

attestation also qualified Nurse Practitioner(s)/ 

Nurse Midwives, they will be withdrawn from the 

program. They may re-attest under another 

supervising physician.

Healthcare News

Empire Blue Cross Blue Shiled 
Effective March 14, 2014, online Eligibility, Benefits and Claim Status 

Inquiry will be available only at .

Please register and begin to access this information using Availity.

www.availity.com

Extension of the Medicaid 

Primary Care Rate Increase 

Attestation Deadline 
With the rollout of the PCRI, New York had 

established a three month attestation window from 

May 1, 2013 to August 1, 2013 for the retroactive 

payment of the Medicaid PCRI from January 1, 

2013 forward. After consultation and approval from 

CMS, New York is implementing an updated 

attestation and re-attestation process to permit 

otherwise eligible physicians who missed the 

attestation deadline to retroactively begin or 

change their effective date in the program. 

џ Physicians who missed the August 1, 2013 

attestation deadline for retroactive qualification 

may now re-attest and change their qualifying 

effective date for the Primary Care Rate Increase 

program. The effective date must be between 

January 1, 2013 and December 31, 2014. Submit 

the form as soon as possible so that retroactive 

payment adjustments can be processed. If the 

original attestation included Nurse Practitioners/ 

Nurse Midwives, they also need to complete and 

sign the form with an effective date within their 

supervising physician's qualification period. Source: www.emedny.org
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A new data brief demonstrating providers progression with participation in the 

Medicare and Medicaid EHR Incentive Programs was released this month . 

Click here for some fascinating statistics about the EHR incentive program as of 

December 2013 

Registration

Since 2011, more than 436,000 eligible Health care providers  are actively 

registered in the Medicare and Medicaid EHR Incentive Programs and receiving 

payments of for participating in the Medicare and Medicaid Electronic Health 

Record (EHR) Incentive Programs.  In May 2013, CMS announced that more than 

half of all eligible health care providers had been paid under the Medicare and 

Medicaid EHR Incentive Programs

 of all eligible hospitals have registered to participate in the 

EHR Incentive Programs.

 of all eligible professionals have registered to participate in 

the EHR Incentive Programs.

Meaningful Use

Providers aren't just registering for the EHR Incentive Programs, they are meeting, 

and often far exceeding, the requirements for meaningful use.

Payments

More than 334,000 providers have received payment for participating in the 

Medicare and Medicaid EHR Incentive Programs. Thousands of providers were 

paid for their successful participation since 2011: 

џ More than 107,000 Medicaid eligible professionals received an EHR incentive payment.

џ More than 221,000 Medicare eligible professionals received an EHR incentive payment.

џ More than $11.9 billion in Medicare EHR Incentive Program payments have been 

made between May 2011 and December 2013.

џ More than $6.9 billion in Medicaid EHR Incentive Program payments have been made 

between January 2011 (when the first set of states launched their programs) and 

December 2013.

Finally it is important to note that  of the more than 215,288 Medicare eligible 

professionals that had attested at the in 2013, 215,075 were successful— a 99.9% 

success rate.

http://www.cms.gov/

SUMMARY: 

џ Approximately 93%

џ Approximately 82%

EHR Participation

Objective Required Threshold Actual Average Performance

Medication List 80% 97%

Medication Allergy List 80% 97%

Medication Reconciliation 50% 90%

Source: www.cms.gov

Sing up with 

WCH iSmart EHR

Sing up with 

WCH iSmart EHR
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Medical Record Reporting 

at Cigna 
Importance of documentation

Medical records review

To ensure Cigna and CMS receive accurate 

information, you should always document and 

report treatment associated with the management 

of all medical conditions within the medical 

record. This will help ensure accurate diagnostic 

information is reported to the CMS. Code all 

conditions that exist at the time of the visit. All 

active chronic conditions should be documented 

in your patient's medical record as active at least 

once annually.

Reviewing medical chart documentation helps 

identify conditions that may have been evaluated 

and included in the patient's progress notes, but 

were not included on the claim at the time of the 

visit. To help ensure we are meeting the new 

PPACA requirements, we have asked Altegra Health  

to assist us in conducting medical record 

reviews on an as-needed basis so we can report 

all diagnostic information to CMS as required.   

Health care professionals contacted by Altegra 

Health will be asked to submit specific patient 

medical records to ensure the services and 

treatments provided were fully documented 

within the medical record. 

Details on how to submit the medical records 

will be provided by Altegra Health.

Source: www.cigna.com

Provider Outreach for ADA Attestations — Prompt 

Response is Required 
In the coming months, EmblemHealth may request that you re-attest to your office's compliance with the 

Americans with Disabilities Act (ADA), as required by the Centers for Medicare & Medicaid Services for 

participation in EmblemHealth, GuildNet and ArchCare, as applicable. Please respond promptly. Failure to 

respond requires EmblemHealth to suppress your entry in our Fully Insured Dual Access (FIDA) provider 

directory. For your convenience, you will receive instructions on how to complete this attestation 

electronically.
Source: www.emblemhealth.com

WCH Auditors can help you with the 

review of the records before your 

submission to Cigna

Elizaveta Bannova,

Vice Manager of 

Billing Department 

CMRS, CFPC

(718) 934-6714 ext 1103

lizab@wchsb.com

Healthcare News
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HIPPA Rule
If you're running Windows XP on your machine, you won't be HIPAA-

compliant after April 8th, 2014. That is the date that Microsoft will stop 

supporting Windows XP, an operating system that's been around since 

200 There won't be any more security patches or support options after 

the above date, leaving any system open to new exploits. Here is an 

article that will help you determine your risks is you have 

devices/systems that depend on Windows XP.

 

 

http://www.techrepublic.com/blog

1. 

E-Prescribing Code G8553
Procedure code G8553 which was used for E-prescribing for Medicare claims is INACTIVE 

Last date for which HCPCS G8553 may be used by Medicare providers: Tuesday, December 31, 2013. 

On Wednesday, January 01, 2014, HCPCS G8553 changed to: Discontinue procedure or modifier 

code.

Providers, it is not required to report the use of E-prescribing effective 01/01/2014. Although providers 

may continue to electronically prescribe medication, the reporting of the code is not required anymore. 

Claims that contained code G8553 will be rejected.

ь

ь

ICD-10 SAMPLER
M79.609
Pain in unspecified limb

Healthcare News
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OIG Activities for 2014

The U.S. Department of Health and Human 

Services (HHS) Office of Inspector General 

(OIG) Work Plan for fiscal year (FY) 2014 џ Chiropractic services—Part B payments for 

(Work Plan) summarizes new and ongoing noncovered services 

reviews and activities that OIG plans to џ Chiropractic services—Questionable billing 

pursue with respect to HHS programs and and maintenance therapy

operations during the current fiscal year (FY) џ Diagnostic radiology—Medical necessity of 

and beyond. high-cost tests 

The OIG Work Plan outlines our current focus џ Evaluation and management 

areas and states the primary objectives of services—Inappropriate payments 

each project. џ Physicians—Place-of-service coding errors 

The word “new” after a project title indicates џ Physical therapists—High utilization of 

the project did not appear in the previous outpatient physical therapy services 

Work Plan. At the end of each project џ Sleep disorder clinics—High utilization of 

description, we provide the internal sleep-testing procedures 

identification code for the review (if a number џ Mental health providers—Medicare 

has been assigned), the year in which we enrollment and credentialing (new) 

expect one or more reports to be issued as a џ Lower limb prosthetics—Supplier 

result of the review, and whether the work compliance with payment requirements 

was in progress at the start of the fiscal year 

or is planned as a new start. Typically, a For full OIG plan description please go to: 

review designated as “work in progress” will 

result in reports issued in FY 2014, but a 

review designated as “new start,” meaning it 

is slated to begin in FY 2014, could result in 

an FY 2014 or FY 2015 report, depending 

upon the time when the assignments are 

initiated during the year and the complexity 

and scope of the examinations.

Check out these Selected OIG planned 

activities:

http://oig.hhs.gov/reports-and-

publications/archives/workplan/2014/Work-

Plan-2014.pdf

ICD-10 SAMPLER
T82.311A 
Breakdown (mechanical) of 
carotid arterial graft 
(bypass), initial encounter

Healthcare News
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News by Specialty

Cardiologist
Changes to the Cardiology Prior Authorization Program- Effective April, 2014

Oxford Health Plan is updating the Prior Authorization requirements for Cardiology services. 

On April, 2014, the existing Cardiology Prior Authorization Program will change to include a prior 

authorization requirement for transthoracic echocardiograms and stress echocardiograms. As a result, 

these services will now be subject to prior authorization and a review for medical necessity.

Providers may obtain prior authorization for transthoracic echocardiograms and stress echocardiograms 

for commercial members by contacting CareCore National at 877-773-2884 or CareCoreNational.com.

The Current Procedural Terminology (CPT®) codes subject to this protocol include:

- 93303, 93304, 93306, 93307 and 93308

- 93350 and 93351

џ To see a complete listing of CPT codes that will require prior authorization, please go to 

 > Medical and Administrative Policies > Cardiology Procedures Requiring 

Precertification.

џ Please note that prior authorization is not required for transthoracic echocardiograms and stress 

echocardiograms rendered in an emergency room, observation unit, urgent care facility or during an 

inpatient stay.

џ It is the rendering provider's responsibility to confirm the prior authorization process has been 

completed before providing the service.

џ Please see the Provider Reference Manual at OxfordHealthPlans.com for details about urgent requests 

and the retrospective notification process.

Cardiology Prior Authorization Requirements

Transthoracic Echocardiograms

Stress Echocardiograms

OxfordHealthPlans.com

Source: www.unitedhealthgroup.com
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Physical Therapists

The statutory Medicare Part B outpatient therapy 

cap for Occupational Therapy (OT) is $1,920 for 

2014, and the combined cap for Physical Therapy 

(PT) and Speech-Language Pathology Services 

(SLP) is $1,920 for 2014. This is an annual per 

beneficiary therapy cap amount determined for 

each calendar year. Per beneficiary, services 

above $3,700 for PT and SLP services combined 

and/or $3,700 for OT services are subject to 

manual medical review. Effective April 1, 2013, the 

Recovery Auditors conducts review for all claims 

processed on or after April 1, 2013. Recovery 

Auditors will complete two types of review.

џ Claims submitted in the Recovery Audit 

Prepayment Review Demonstration states will 

be reviewed on a prepayment basis. These 

states are: Florida, California, Michigan, Texas, 

New York, Louisiana, Illinois, Pennsylvania, Ohio, 

North Carolina, and Missouri.

џ In these states, the MAC will send an ADR to 

the provider requesting the additional 

documentation be sent to the Recovery Auditor.

џ The Recovery Auditor will conduct manual 

medical review within 10 business days of 

matching the provider's claim to the medical 

documentation and will notify the MAC of the 

payment decision.

Prepayment Review:

Postpayment Review:

In the remaining states, CMS will grant an 

exception for all claims with a KX modifier and 

pay the claim upon receipt. The Recovery Auditors 

will then conduct postpayment manual medical 

review on the claim. In these states, the Recovery 

Auditor will request additional documentation and 

conduct postpayment review and will notify the 

MAC of the payment decision

Source: www.cms.gov

WCH Certified Auditors can help you 

with the review of the records 

you will submit them to the payer. 

BEFORE 

Elizaveta Bannova, 
Vice Manager of 

Billing Department 

CMRS, CFPC

(718) 934-6714 ext 1103

lizab@wchsb.com

News by Specialty
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Mental Health and 

Substance Abuse
PROVIDER ALERT

Important information for providers currently 

treating New York State Empire Plan Enrollees

As of January 1, 2014, the New York State Health 

Insurance Program's Empire Plan Mental Health 

and Substance Abuse Program will be 

administered by ValueOptions.

If you are currently treating an Empire Plan 

enrollee and submitted an Outpatient Treatment

Benefit Administration

Outpatient Service Authorizations

Report (OTR) or an online request for services for 

2014 to Optum, please redirect that request to 

ValueOptions at 1-877-7-NYSHIP option 3.  

For all other levels of care or if you have 

questions regarding the authorization process, 

please contact ValueOptions by calling 1-877-7-

NYSHIP option 3.

Other LOC Authorizations

Source: www.valueoptions.com

News by Specialty
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Question:

Answer:
The Medicare Claims Processing Manual (Pub. 

100-04, Ch. 10  § 40.2) states that the home 

health agency "enters the name and provider 

identifier of the attending physician that has 

signed the plan of care" when submitting the final 

claim for the episode. Please see the Medicare 

Learning Network (MLN) Matters Article SE1305, 

"Full Implementation of Edits on the Ordering/ 

Referring Providers in Medicare Part B, DME, and 

Part A Home Health Agency (HHA) Claims 

(Change Request 6417, 6421, 6696, and 6856)" to 

avoid claim denials for the attending physician 

information submitted on home health claims.

Question:

Answer:
Generally, payment under Fee-For-Service (FFS) 

Medicare, which includes Part B benefits such as 

flu and pneumonia vaccines, cannot be made for 

dates of service falling within a beneficiary's 

enrollment in an MA plan. The Medicare Managed 

Care benefits are administered under Medicare 

Part C by MA plans. Beneficiaries receiving Part C

If the certification and plan of care are signed by 

two separate physicians, which one should be the 

physician submitted on the claim?

Will Medicare Part B reimburse flu or pneumonia 

(PPV) shots for a beneficiary who is enrolled in a 

Medicare Advantage (MA) plan?

,

 benefits should contact their MA plan in order to 

determine their coverage for influenza virus and 

PPV vaccines and which providers are within the 

MA plan's provider network. HHAs should be 

aware that effective October 1, 2013, a beneficiary 

who is receiving hospice care must receive 

preventive vaccines from their hospice provider.

Question:

Answer:
Your understanding is correct. When a beneficiary 

enrolled in an MA plan elects the Medicare 

hospice benefit, services are billed to the 

provider's intermediary or Medicare Administrative 

Contractor (MAC). This includes services not 

related to the beneficiary's terminal diagnosis that 

are provided by home health agencies or other 

Medicare providers. Services furnished after the 

beneficiary revokes or is discharged from hospice 

care will continue to be paid by the intermediary 

or MAC until the first day of the month after the 

hospice election ends, at which time the MA plan 

resumes payment responsibility for the 

beneficiary.

It's our understanding that if a beneficiary elects 

the hospice benefit, and they are enrolled in a 

Medicare Advantage (MA) plan all Medicare 

services are billed to the intermediary. Is this 

correct? Also, if the hospice election is revoked, 

when does the MA plan begin to pay for services?

Questions & Answers

Source: www.cgsmedicare.com
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Question:

Answer:
Its a new year and its time for new signs!  Each 

State has its own labor laws, in addition to certain 

federal requirements. NYS requires certain 

posters be in view of employees, and sets forth 

which are required on the Department of Labor 

Website. Notably, NYS has raised (as of 

December 31, 2013) its minimum wage to $8, so 

everyone needs a new sign - and to adjust to the 

new minimum wage!! Employers across the board 

are also required to post Criminal Convictions 

Records statute.

Jennifer Kirschenbaum, Esq.

Do I need to post a NYS Labor Law poster at my 

practice?

 

Question:

Answer:
This year Medicare made $1920 capitation for 

2014, after if it's necessary need to bill with KX; 

How much Medicare pays before the use of KX 

modifier?

Question:

Answer:
If patient continues to go this year, it's not 

necessary to make re-evaluation, only if it's not 

required according to the treatment plan. And the 

same for referral and signed POC, it should be the 

same, if patient continues coming for the illness 

which started to be treated past year. Only if it's a 

new condition and new case, a new referral and 

POC are required. All this means, that the 

beginning of a new year doesn't play role when you 

continue treating patient who firstly 

came last year. 

Fateme Bekirova

Account Representative

If patients are being treated before the limit is 

reached last year, for example they had 4 visits in 

December 2013 and they still have to continue the 

following year, do they need to be re-evaluated since 

they are going to the new year? or it doesn't matter? 

Also, new referral and signed POC since it's a new 

year?

fatemeb@wchsb.com 

Question:

Answer:
Providers no longer need to report e-Rx code 

G8553 on Medicare claims on/after DOS 01.01.14. 

As 2014 is the last year Provider is able to receive 

the incentive, but it is based on 2013 DOSs claims 

reporting, the G8553 code is inactive as of 

01.01.14, and all claims with DOSs after 01.01.14 

will be rejected by Medicare if 

submitted with G8553. 

Zukhra Kasimova,

Billing Department Supervisor

Do we still need to report G8553 for electronic 

prescriptions for 2014? 

zukhrak@wchsb.com

 

Q&A
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Question:

Answer:
Based on our understanding of both the CPT and 

HCPCS level II codes for unattended studies, we 

suggest the following. Codes 95800, 95801, and 

95806 may be reported for the sleep study that 

occurs within the hospital but is unattended by 

the therapist. Three G codes—G0398, G0399 and 

G0400—represent the unattended study that 

takes place in the home setting. Medicare does 

recognize the six different codes that represent 

unattended sleep studies for separate payment 

with the code selection being based on the place 

of service. Non-Medicare payers may also 

recognize the G-codes for billing of home sleep 

studies while others may require billing of the 

CPT for this study. Final determination of billing 

practice for Non-Medicare payers must be based 

on the payment criteria published in the insurers' 

policies

We are beginning to provide home sleep tests 

(HSTs), and they are accurately described by 

G0399 (HST with type III portable monitor, 

unattended; minimum of 4 channels: 2 respiratory 

movement/airflow, 1 ECG/heart rate and 1 

oxygen saturation). Initially, we planned to use 

95806 for these studies, but these G codes have 

recently come up in our discussion, and we are 

now unclear about how to proceed. One thought 

is to use 95806 for commercial payers but flip to 

G0399 for Medicare patients. Your advice?

Question:

Answer:
Since there is no code specific to whole body 

computed tomography (CT) scans, then you would 

assign 76497—unlisted CT procedure (e.g., diagnostic, 

interventional) would be the appropriate code.

We are having troubles with insurance companies 

willing to authorize CPT 76497 for whole body 

skeletal surveys for CT. Do you have any ideas on 

what else we could code or is this still the code to 

use?

Source: www.panaceahealthsolutions.com

Source: www.panaceahealthsolutions.com

Question:

Answer:
No, WCH does not require clients to submit a 1099 

for tax purposes.  

Its tax Season, I have been paying WCH for service 

all year, Do i have to submit a 1099 form to WCH?

Q&A
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FEEDBACK
Your feedback is very important to us! In our continued dedication to

improve, we want your feedback, opinions, ideas, news and comments. Please

send us your feedback today. Let us know what you want to see in upcoming

issues or changes to the format that you would like to see.

You can simply E-mail your comments to us at

ilanak@wchsb.com 

Message:

E-mail:

Name:


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18
	Page 19
	Page 20
	Page 21
	Page 22
	Page 23
	Page 24
	Page 25
	Page 26
	Page 27
	Page 28
	Page 29

