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Dear Providers and Office Administrators, 
Welcome to our November 2011 Bulletin edition!
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WCH Service Bureau is a proud member of the following professional organizations: 

Medicare Reimburses 
for Telepsychiatry

HIPAA Audit Tests Start 
This Month

Once again WCH expresses sincerely appreciation for your 
continuing business and your trust in our services. We hope 

you will enjoy this issue. 
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Dear Providers and Office Administrators, 
Welcome to our November 2011 Bulletin edition!

OIG Compliance



November is the month of diabetes. 

Diabetes is a common disease, in which every 

individual needs unique care.  

Always keep in mind to use your medicine 

exactly as your doctor prescribes, make smart 

food choices and always be physically active. 

Have a happy, healthy and a safe November!
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WCH is proud to announce that we have transitioned to the version 5010 before the January 1, 2012 
deadline! 

As you are aware all insurance carriers, software vendors, billing services and clearinghouses are required to 
submit claims and any other claims related data using the Version 5010 format beginning of 2012. The 
transition to Version 5010 involves important business and system changes throughout the healthcare 
industry. 

WCH has begun implementing changes of the new electronic format in early fall of 2011. After completing 
all stages of testing, and updating our software, we have than passed necessary requirements by Medicare, 
Medicaid and most of the third party payers to be accepted as a compliant 5010 vendor. 

We are happy to announce that we are compliant to submit claims using the version 5010 to Medicare, 
Medicaid carriers as well those insurance companies that have transitioned to the new format. Many large 
healthcare insurance companies has successfully switched over to the new version in early Fall. Other 
smaller carriers are finalizing their switch by the end of December. 

For all other vendors and billing services that are not complaint by the due date, these companies will be 
unable to submit claims or any other electronic data to insurance carriers starting Friday December 30, 
2011. 

                                                     Your claims are always in good hands!

Keeping Compliant with HIPAA Security 

This month, your account representatives by email had informed you that The Department of Health 
and Human Service's Office for Civil Rights has posted official summary of expected audit program that 
is currently taking place. This audit program targets the compliance of HIPAA (Health Insurance 
Portability and Accountability Act's) which covers privacy, security, and breach notification rules 
mandated by HITECH Act.  The audit program focuses on HIPAA covered entities, such as hospitals, 
clinics and health plans, with business associates to be included in a future audits.  The audit team will 
focus on review of secure data, confidentiality of information in the office and storage of the electronic 
data. 
    
The organize audit team will be visiting facilities, speaking with staff and reviewing the set up of the 
office structure, specifically concentrating on patient data and confidentiality.   Each site will be given 
opportunities for improvement and later these offices will be revisited. Those offices that will ignore to 
make the requested changes by the audit team, they will be financially penalized. 

3047 Avenue U, Brooklyn NY 11229 Phone: 888-WCHEXPERTS Fax: (718) 504-6072 www.wchsb.com
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WCH also falls under the audit process, consequently we have restructured and strengthen our HIPPA 
security compliance manual to meet all of the necessary requirements. 

We have updated:

                                 Physical Security for the System
                                 Backup Procedures (SQL Server, File Server, Exchange Server, Active Directory)
                                 Account Management and Access Review
                                 Email Security
                                 System Security Management Practices
                                 Auto Logoff

“Being compliant is our top priority!”
                                      
Please feel free to contact 
Ilya Mirolyubov, Manager of IT Department 
with any of your questions at 
ilyam@wchsb.com 

http://twitter.com/#!/wchsb

http://www.facebook.com/pages/
WCH-Service-Bureau-
INC/184161778305225

3047 Avenue U, Brooklyn NY 11229 Phone: 888-WCHEXPERTS Fax: (718) 504-6072 www.wchsb.com

http://credentialingsite.com/
http://insuranceenrollment.net/
http://medicalbilling.wchsb.com/



Page 5
VOLUME 2 ISSUE 4

ACCOUNTABLE CARE ORGANIZATIONS

“This new law recognizes that Medicare isn't just something that you're 
entitled to when you reach 65; it's something that you've earned. It's 
something that you've worked a lifetime for, having the security of knowing 
that Medicare will be there when you need it. It's a sacred and inviolable trust 
between you and your country. And those of us in elected office have a 
commitment to uphold that trust – and as long as I'm President, I will. 
And that's why this new law gives seniors and their families greater savings, 
better benefits and higher-quality health care. That's why it ensures 
accountability throughout the system so that seniors have greater control over 
the care that they receive. And that's why it keeps Medicare strong and 
solvent – today and tomorrow.” 

- President Barack Obama, June 8, 2010 

Section 3022 of the Affordable Care Act requires the Centers for Medicare & Medicaid Services (CMS) to 
establish a shared savings program to facilitate coordination and cooperation among providers to improve 
the quality of care for Medicare Fee-For-Service (FFS) beneficiaries and reduce unnecessary costs.  The 
Shared Savings Program is designed to improve beneficiary outcomes and increase value of care by:

·  Promoting accountability for the care of Medicare FFS beneficiaries
·  Requiring coordinated care for all services provided under Medicare FFS
·  Encouraging investment in infrastructure and redesigned care processes

Eligible providers, hospitals, and suppliers may participate in the Shared Savings Program by creating or 
joining an Accountable Care Organization, also called an ACO.

People with Medicare who receive care from a provider participating in an Accountable Care 
Organization will retain their rights to see any physician or hospital that participates in the Medicare 
program.  In other words, an Accountable Care Organization cannot restrict care or limit a Medicare 
beneficiary's access to a physician or other health care professional. Medical decision making remains 
the responsibility of the patient and his or her doctor.

All Medicare providers can participate in an Accountable Care Organization to coordinate care, but only 
certain types of providers are able to sponsor one.  Those providers include physicians in group practice 
arrangements, networks of individual practitioners, and hospitals that are partnering with or employ 
eligible physicians, nurse practitioners, physician assistants, and specialists.  To help providers serving 
rural and other underserved areas, the final rule allows Rural Health Clinics (RHCs) and Federally 
Qualified Health Centers to work together to coordinate care for patients.  In addition, in the final rule, 
certain critical access hospitals are also eligible. 

https://www.cms.gov/sharedsavingsprogram/

http://www.cms.gov/apps/docs/ACA-Update-Implementing-Medicare-Costs-Savings.pdf

https://www.cms.gov/apps/media/press/factsheet.asp?Counter=4133&intNumPerPage=10&checkDate=&checkKey=&srchType
=1&numDays=3500&srchOpt=0&srchData=&keywordType=All&chkNewsType=6&intPage=&showAll=&pYear=&year=&desc=&c
boOrder=date

3047 Avenue U, Brooklyn NY 11229 Phone: 888-WCHEXPERTS Fax: (718) 504-6072 www.wchsb.com
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Medicare Reimburses for Telepsychiatry
Medicare reimburses for telesychiatry at the same rate as face to face. Medicare also reimburses $18 
per session for the staff person presenting with the client (Telehealth originating site facility fee – CPT 
code (Q3014). Medicare imposes three restrictions on the use of Telepsychiatry/Telehealth:

1.   Geographic – the consumer must be located in a non-metropolitan statistical area).
2.   Facility – The consumer must be located in a qualified staff person.
3.   Procedure – Must be an approved procedure for Telehealth.

Services conducted via Telehealth and reimbursed by Medicaid and Medicare include:
1.     Consultations (CPT codes 99241-99275)
2.     Office or other outpatient visits (CPT codes 99201 - 99215)
3.     Individual psychotherapy (CPT codes 90804 - 90809)
4.     Pharmacologic management (CPT code 90862)
5.     Psychiatric diagnostic interview examination (CPT code 90801)
6.     Neurobehavioral status exam (HCPCS code 96116) 
7.     Initial Assessment (96150)
8.     Intervention - Individual (96152)
9.     Problem Focused (G0425)
10.   G0426 (Detailed): HCPCS G0427 (Comprehensive):
11.   G0406: Follow-up inpatient telehealth consultation, limited, physicians typically spend 15 minutes 
communicating with the patient via telehealth;
12.   G0407: Follow-up inpatient telehealth consultation, intermediate, physicians typically spend 25 
minutes communicating with the patient via telehealth; and
13.   G0408: Follow-up inpatient telehealth consultation, complex, physicians typically spend 35 minutes 
or more communicating with the patient via telehealth.

Medicare Health Insurance 

There have always been rules in order to regulate 
and require the best of the best service in which 
everyone should have according to their 
profession or practice in order to ensure the 
quality of work provided by Federal and State for 
the people. In order to decrease the effect of fraud 
and abuse of Medicare, Medicaid & Children's 
Health Insurance Programs, a New Rule has been 
issued regarding performance, practices, including 
physical therapy on March 25, 2011. Performance 
and practices will be held in private and will be 
unannounced before enrolling in the Medicare 
Program. Unannounced site visits will ensure that 
providers are meeting the standards which then 
will be organized on a level of risk (limited, 
moderate, & high).
Not only do the providers have to undergo 
practices and special services, contractors have to 
report any of the many following criteria due to

observations made at the facility such as furniture 
and documents based on what is available in the 
providers file and determine whether the criteria's 
are met due to the following process in order to 
service:

-The facility is open
-Personnel is at the facility
-Customers are at the facility 

(If applicable to that provider or supplier type)
-The facility appears operational

These 4 requirements must be reviewed in order 
having the enrollment to have Medicare billing 
privileges otherwise the enrollment application 
may be denied and privileges will be revoked. This 
New Rule makes sure you will get the best possible 
service that you have applied for and ensure that 
there will not be any frauds or will be abused.

https://www.cms.gov/healthplansgeninfo/
http://www.cms.gov/transmittals/downloads/R371PI.pdf
http://www.apta.org/PTinMotion/NewsNow/2011/3/30/SiteVisits/

3047 Avenue U, Brooklyn NY 11229 Phone: 888-WCHEXPERTS Fax: (718) 504-6072 www.wchsb.com
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Six More States Launch Medicaid EHR 
Programs
This month, the Medicaid Electronic Health Record (EHR) Incentive 
Program launched in Arkansas, Delaware, Montana, New Jersey, New 
York, and North Dakota. As of November 7th, 39 states have launched 
Medicaid EHR Incentive Programs and through October, 23 states have 
issued incentive payments to Medicaid EPs and eligible hospitals who 
have adopted, implemented, or upgraded certified EHR technology. 
More information about the Medicaid EHR Incentive Program can be 
found on the Medicare and Medicaid EHR Incentive Program section of 
the CMS website.

BALANCE BILLING REMINDER

Within the New York State Department of Health prohibits billing Fidelis 
Care who has coverage through Medicaid Managed Care, Family Health 
Plus & Child Health Plus for covered services. Members who are covered 
should not be billed for any part of the claim for which is covered nor 
should be referred to a collections agency for payment of provided 
services. The provider is responsible to verify of the coverage through 
programs former to these services. 
Members can be billed through documentation where the member has 
been advised prior to services provided; if not then they will not be 
covered. If this information is not spoken of to the member, the provider is 
failed to collect payments for non- covered services.  Otherwise members 
can be billed for any co-payments that apply.

CARDSWIPE PROVIDERS
The card swipe provider is a plastic identification card that withstands 
repeated use, used by the MA program throughout the state. Just like any 
ordinary credit card this as well has a magnetic strip to transfer any 
information of the recipient which is read by the MET as you swipe to the 
computer.
Usually you'd enter any information of a recipient manually by typing in all 
there information if the card swipe capability doesn't work. The provider 
must type in all information into the MET or use an alternate verification 
procedure provided for in conjunction with EMEVS for eligibility. 

“ If a provider who is required to use a MET does not use the card swipe capability of the MET in a significant 
number of its weekly MA transactions, the department may withhold payment of claims equivalent in dollar 
value to the percentage of claims in such weekly transaction period with respect to which the provider failed 
to use the card swipe capability pending an audit or review of the claims submitted and the provider's service 
and claiming practices. If the department finds a significant number of unjustified failures by the provider to 
use the card swipe capability, the department may treat such provider failures as an unacceptable practice 
under Part 515 of this Title.”

3047 Avenue U, Brooklyn NY 11229 Phone: 888-WCHEXPERTS Fax: (718) 504-6072 www.wchsb.com
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Providers are chosen based on 
· Referrals from other agencies and OMIG Bureaus
· Providers who generate large numbers of orders or bill for a high volume of patients are routinely 
reviewed. According to state law, a provider may be required to post/swipe if "the dollar value of claims 
submitted or care, services or supplies ordered by the provider for the prior 12-month period exceeds 
$75,000." Providers whose orderings and/or billings exceed $500,000 are generally considered high 
orderers /billers.
· Providers who suddenly demonstrate a large surge in orders or billings are reviewed and may be 
required to participate in the program.
This program helps to protect this individual because he/ she is filed under there license/ provider ID # and 
also protects the Medicaid program because the system will not reimburse for orders the provider did not 
request.

http://www.omig.ny.gov/data/images/stories/card_swipe/thermal_paper.pdf

http://www.omig.ny.gov/data/images/stories/card_swipe/quick_reference_cards_verifone_vx570_for_
practitioners.pdf

http://www.omig.ny.gov/data/images/stories/card_swipe/quick_reference_cards_verifone_vx570_for_
pharmacy.pdf

http://www.omig.ny.gov/data/images/stories/card_swipe/gis_cbic_randomization_of_sequence_numb
ers.pdfhttp://www.omig.ny.gov/data/images/stories/card_swipe/swiping_faqs.pdf

http://www.omig.ny.gov/data/content/view/188/293/

OIG Compliance
The HHS Office of Inspector General (OIG) has some big plans for next 
year for reviewing Part B claims, and they span the whole spectrum of 
issues, according to the OIG's 2012 Work Plan, released on OCT. 5. Get 
to know these hot buttons before you press them.

1.   Incident to services: The OIG intends to determine whether 
payment for incident to services showed a higher error rate than non-
incident to services. “Incident-to services represent a program 
vulnerable to overutilization and expose Medicare beneficiaries to care 
that does not meet professional standards of quality.”

2.   Best practice: Don't bill incident to unless you're sure you've met 
the requirements. To qualify for incident to, the physician must have 
seen the Medicare patient during a prior visit and established a clear 
plan of care. If the non-physician practitioner (NNP) is treating a new 
problem for the patient, or if the physician has not established plan of 
care, if the physician does not directly supervise the NNP, the incident-
to rules do not apply. Direct supervision means a supervising physician 
must be immediately available in the office suite. The supervising 
physician, however, does not necessarily need to be the same 
physician who established the patient's care plan. 

Source obtained: The Coding Institute – Specialty Alerts 2011

3047 Avenue U, Brooklyn NY 11229 Phone: 888-WCHEXPERTS Fax: (718) 504-6072 www.wchsb.com
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KPMG Breach

As reported earlier, OCR's major health information breach tally shows KPMG, as a business associate, was 
involved in two related breach incidents last year, affecting a total of about 4,600 individuals. The incidents, 
stemming from the loss of a portable electronic device, occurred May 10, 2010, and affected patients at 
Saint Barnabas Medical Center and Newark Beth Israel Medical Center. The two New Jersey hospitals are 
part of Barnabas Health, formerly known as Saint Barnabas Health Care System. 

In August, McAndrew said about the auditor selection process, declining to comment on the breach 
incidents involving KPMG: 

“This process involved the posting of a solicitation describing the work to be conducted and required 
qualifications. PSC organized a panel to review and rank all technical proposals received and offer or 
qualifications by predetermined evaluation criteria. Evaluation criteria in the solicitation included 
responsiveness to the audit design requirements in the HHS statement of work, as well as past performance 
on other compliance audit programs. Negotiations were conducted, and an offer was made."

http://www.healthcareinfosecurity.com/articles.php?art_id=4231

"The award of the HIPAA audit contract was the result of HHS' usual 
rigorous, competitive process. Specific questions regarding the contract 
award are procurement-sensitive. OCR worked with the HHS Program 
Support Center through a GSA [General Services Administration] 
competitive procurement process to select KPMG to conduct the pilot 
HIPAA privacy and security audits on behalf of HHS.

HIPAA - General Information can be found at
http://www.cms.gov/HIPAAGenInfo/

HIPAA Audit Tests Start This Month
The HIPAA compliance audit program gets under way this month with a handful of test audits to gauge 
the effectiveness of the protocols. 

The Department of Health and Human Services' Office for Civil Rights has posted a fact sheet about the audit 
program that summarizes the details. The program to audit compliance with the Health Insurance 
Portability and Accountability Act's privacy, security and breach notification rules was mandated by the 
HITECH Act. OCR hired the consulting firm KPMG to conduct up to 150 audits by December 2012. The fact 
sheet confirms many details already revealed by OCR officials. 
In an earlier interview, Susan McAndrew, a deputy director at OCR, estimated that about 20 test audits 
would be conducted in the first round. 

Focus on Covered Entities

The audit program for 2012 will focus on HIPAA 
covered entities, such as hospitals, clinics and 
health plans, with business associates to be 
included in future audits. "Selections in the initial 
round will be designed to provide a broad 
assessment of a complex and diverse healthcare 
industry," according to the fact sheet. "OCR will 
audit as wide a range of types and sizes of covered 
entities as possible." 

OCR stresses that the audits are "primarily a compliance improvement activity." Nevertheless, its fact sheet 
notes that an audit that indicates a serious compliance issue could trigger a compliance review, which could 
lead to sanctions.

3047 Avenue U, Brooklyn NY 11229 Phone: 888-WCHEXPERTS Fax: (718) 504-6072 www.wchsb.com
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MEDICAL PRACTICE NEWS

Leon Rodriguez, the new OCR director, said in an earlier interview: "Our first objective is not to go out there 
and start banging [organizations] with penalties; it's really to take a good look at them, find out where their 
opportunities for improvement are and help them improve. Having said that, I think we know that there are 
cases where we're going to find some significant vulnerabilities and weaknesses. And in those cases, we may 
be pursuing significant corrective action." 

The fact sheet notes: "The aggregated results of the audits will enable OCR to better understand compliance 
efforts with particular aspect of the HIPPA rules. Generally, OCR will use the audit reports to determine what 
types of technical assistance should be developed, and what types of corrective action are most effective.”

OCR will not post a list of audited organizations nor the findings of an individual audit that clearly identifies 
the audited entity. But it plans to "share best practices gleaned through the audit process" as well as offer 
guidance tied to "observed compliance challenges."  

Every audit will involve an onsite visit. OCR expects to give organizations 30 to 90 days advance written 
notice of an auditor's visit. The visits will take three to 10 business days. Those selected for an audit will be 
asked to provide documentation of their privacy and security compliance visits. 

Auditors will share a draft report describing their findings. "Prior to finalizing the report, the covered 
entity will have the opportunity to discuss concerns and describe corrective actions implemented to 
address concerns identified," the fact sheet states. "The final report submitted to OCR will incorporate 
the steps the entity has taken to resolve any compliance issues identified by the audit, as well as 
describe any best practices of the entity." 

According to the March 2011 physicians practice article, “Arm Yourself 
Against Malpractice,” by Keith L. Martin, “If you're looking to stop a 
malpractice suit in its tracks,” start by doing the following:
1.   “A sympathetic—or, when appropriate, apologetic—gesture to a patient 
and his family following a bad outcome will most likely help rather than hurt.

2.    Patients and their families are often looking for answers—especially 
from you; take the time to talk with them despite busy schedules or 
discomfort about an outcome.

3.   Document fully today because if a lawsuit comes somewhere down the 
line, you may not remember the treatment or even that patient

4.    EHR's are great just don't copy and paste from patient to patient; unique 
notes are good lawsuit eliminators.

5.    Don't alter your chart; it is the record of what happened at the moment. 
If you have a thought after the fact, use dated addendum.

6.   Don't blame colleagues, insurance companies, or the patient. This will 
look bad to the jury.

www.aapcps.com

Stop a Malpractice Lawsuit

3047 Avenue U, Brooklyn NY 11229 Phone: 888-WCHEXPERTS Fax: (718) 504-6072 www.wchsb.com
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ARNOT HEALTH JOINS PROVIDER NETWORK
Income Guidelines

To qualify for Fidelis Care Family Health Plus, you must meet certain income guidelines. The chart below 
shows maximum income levels to qualify for Fidelis Care Family Health Plus.

Family 
Size 

Adults without Children Under 21 in Their 
Household, and Children 19-20 yrs NOT 

Residing with Their Parents 

Parents WITH Children Under 21 in 
Their Household and 19-20 Year Olds 

Residing With Their Parents 
  

 1  $908  $1,362 

Maximum 
Monthly 
Income 
Levels* 

 2  $1,226  $1,839 

 3     $2,317 

 4     $2,794 

 5     $3,272 

 6     $3,749 

 Each 
Add'l 
Person 

    $478 

 *This chart is effective 4/1/2011 and is subject to income updates by New York State.

Fedelis Care 
·    Rates will be validated and used to evaluate the quality of care & services our members receive as 
well as the provider.
·    Medical records are needed to reinforce claims for certain circumstances.
·    This year, quality Management Department solicited more than 16,600 medical records & had an 
overall retrieval rate over 99%
·    Fedelis Care has seven measures at the 75 percentile and one measure at the 90 percentile.

http://readme.readmedia.com/Arnot-Health-Joins-Fidelis-Care-Network/2737148
http://www.fideliscare.org/members/fhp/index.aspx?view=art&cid=102&aid=2239&parent=2239

LEGAL CORNER: INDEPENDENT CONTRACTORS

Health care providers may NOT bill No-Fault insurers for services provided through independent 
contractors. Even though using independent contractors may be permissible under other reimbursement 
programs, the Superintendent of Insurance and the Appellate Courts of State of New York prohibit such 
billing for services provided to automobile accident victims.
Using independent contractors creates a number of problems. First, it will jeopardize your ability to get paid. 
Second, it creates future liability that can prove expensive years from now. More and more lawsuits are 
being filed where insurance companies sue providers seeking a return of paid claims. These suits often 
allege, without any real basis, that independent contractors provided the services. Insurance companies 
love this approach because there is often no simple answer as to who is, and who is not, an employee or 
independent contractor.
Proper classification of employees and independent contractors can be difficult. Courts consider many 
factors in deciding whether a worker is an independent contractor or an employee. These factors fall into 
three categories: behavioral control, financial control and relationship of the parties. In any particular case, 
all the factors must be considered. No one fact is controlling. How you refer to your workers is only one 
factor and may not be determinative!  In other words, issuing a 1099 and putting the label “independent 
contractor” on a person that functions as an employee does not necessarily mean that the person truly is an 
independent contractor. Similarly, merely paying someone as an employee may not automatically mean 
that the person is actually an employee.

THE PROBLEM

3047 Avenue U, Brooklyn NY 11229 Phone: 888-WCHEXPERTS Fax: (718) 504-6072 www.wchsb.com
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ICD-10 WILL CHANGE EVERYTHING 
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Moreover, employers are required to pay payroll tax, to without certain taxes, to provide unemployment 
and workers compensation insurance for employees. Misclassification may make the employer liable for 
past taxes, additional insurance contributions, penalties and interest.

THE SOLUTION

First, review your payroll records and make certain that workers that 
provide billable services to automobile accident victims are treated as 
employees of the billing provider, that the proper taxes are paid.

Second, schedule an appointment with Stuart Israel or William Purdy to 
review your office procedures to ascertain that those workers designated 
as employees actually meet the court established standards of behavioral 
control, financial control, and relationship of the parties.

Third, if you have mistakenly classified an employee as an independent 
contractor, you may be able to take corrective action. On September 21, 2011, the IRS announced a 
Voluntary Compliance Settlement Program (VCSP) for employers to reduce penalties for worker 
misclassification. Qualifying employers that are accepted in the VCSP pay a reduced amount equal to 
just over one percent of the wages paid to the reclassified workers for the past year. There will be no 
interest or penalties and the employers will not be examined on payroll taxes related to these workers 
for prior years. Please contact a qualified accountant or tax attorney for advice on whether you should 
consider participating in the VCSP.

Act now! Now, before you close your books at the end of year, is a perfect time to closely examine the 
relationship with your workers to ensure they are properly classified as employees. If you have any 
concerns, or would like to discuss how these issues may impact your business, please call Stuart Israel 
or William Purdy at (516) 829-0363.

The Future of ICD 10

3047 Avenue U, Brooklyn NY 11229 Phone: 888-WCHEXPERTS Fax: (718) 504-6072 www.wchsb.com
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QUESTIONS AND ANSWERS

2. Q: What type of procedure codes can an internal medicine provider use in a hospital setting?

99221

99222

99223

99231

1

2

3

4

Initial hospital care, per day, for the evaluation and management of a patient, which requires these 3 key components: A detailed
or comprehensive history; A detailed or comprehensive examination; and Medical decision making that is straightforward or of
low complexity. Counseling and/or coordination of care with other providers or agencies are provided consistent with the nature
of the problem(s) and the patient's and/or family's needs. Usually, the problem(s) requiring admission are of low severity.
Physicians typically spend 30 minutes at the bedside and on the patient's hospital floor or unit.

Initial hospital care, per day, for the evaluation and management of a patient, which requires these 3 key components: A
comprehensive history; A comprehensive examination; and Medical decision making of moderate complexity. Counseling and/or
coordination of care with other providers or agencies are provided consistent with the nature of the problem(s) and the patient's
and/or family's needs. Usually, the problem(s) requiring admission are of moderate severity. Physicians typically spend 50 minutes
at the bedside and on the patient's hospital floor or unit

Initial hospital care, per day, for the evaluation and management of a patient, which requires these 3 key components: A
comprehensive history; A comprehensive examination; and Medical decision making of high complexity. Counseling and/or
coordination of care with other providers or agencies are provided consistent with the nature of the problem(s) and the patient's
and/or family's needs. Usually, the problem(s) requiring admission are of high severity. Physicians typically spend 70 minutes at
the bedside and on the patient's hospital floor or unit.

Initial hospital care, per day, for the evaluation and management of a patient, which requires these 3 key components: A
comprehensive history; A comprehensive examination; and Medical decision making of high complexity. Counseling and/or
coordination of care with other providers or agencies are provided consistent with the nature of the problem(s) and the patient's
and/or family's needs. Usually, the problem(s) requiring admission are of high severity. Physicians typically spend 70 minutes at
the bedside and on the patient's hospital floor or unit.

3047 Avenue U, Brooklyn NY 11229 Phone: 888-WCHEXPERTS Fax: (718) 504-6072 www.wchsb.com

1. Q: I often provide Pre-Operative clearance to my patients. 

Can I bill this code as a Consultation, or should I report it as 
regular Evaluation and Management.

A: You can bill Pre-Op Clearance as a consultation in case if all 

of the consultation requirements are met:

1) A request for a consultation from an appropriate source 
and the need for consultation (i.e., the reason for a 
consultation service, specific medical condition/reason 
requires consultation) should be documented by the 
consultant in the patient's medical record and included in the 
requesting physician or qualified NPP's plan of care in the 
patient's medical record; routine screening preoperative tests 
are not going to be considered as consultation, and are not covered.

2) After the consultation is provided, the consultant should prepare a written report of his/her findings 
and recommendations, which must be provided to the referring physician.

So if the reason is the person is having cataract surgery and they want clearance that is not enough. 
However if physician is being asked by the requestor for pre-op clearance due to the patients HTN, it is 
the situation when we can bill consultation.
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99232

99233

99291

99238

99239

99234

99235

99236

Subsequent hospital care, per day, for the evaluation and management of a patient, which requires at least 2 of these 3 key
components: An expanded problem focused interval history; An expanded problem focused examination; Medical decision making
of moderate complexity. Counseling and/or coordination of care with other providers or agencies are provided consistent with the
nature of the problem(s) and the patient's and/or family's needs. Usually, the patient is responding inadequately to therapy or has
developed a minor complication. Physicians typically spend 25 minutes at the bedside and on the patient's hospital floor or unit.

Subsequent hospital care, per day, for the evaluation and management of a patient, which requires at least 2 of these 3 key
components: A detailed interval history; A detailed examination; Medical decision making of high complexity. Counseling and/or
coordination of care with other providers or agencies are provided consistent with the nature of the problem(s) and the patient's
and/or family's needs. Usually, the patient is unstable or has developed a significant complication or a significant new problem.
Physicians typically spend 35 minutes at the bedside and on the patient's hospital floor or unit.

Critical care, evaluation and management of the critically ill or critically injured patient; first 30-74 minutes

Hospital discharge day management; 30 minutes or less

Hospital discharge day management; more than 30 minutes

Observation or inpatient hospital care, for the evaluation and management of a patient including admission and discharge on the
same date, which requires these 3 key components: A detailed or comprehensive history; A detailed or comprehensive
examination; and Medical decision making that is straightforward or of low complexity. Counseling and/or coordination of care
with other providers or agencies are provided consistent with the nature of the problem(s) and the patient's and/or family's
needs. Usually the presenting problem(s) requiring admission are of low severity.

Observation or inpatient hospital care, for the evaluation and management of a patient including admission and discharge on the
same date, which requires these 3 key components: A comprehensive history; A comprehensive examination; and Medical
decision making of moderate complexity. Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually the presenting problem(s) requiring
admission are of moderate severity.

Observation or inpatient hospital care, for the evaluation and management of a patient including admission and discharge on the
same date, which requires these 3 key components: A comprehensive history; A comprehensive examination; and Medical
decision making of high complexity. Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually the presenting problem(s) requiring
admission are of high severity.
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olesya.wch@gmail.com
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WCH Service Bureau, INC

3047 Avenue U, Brooklyn NY 1122

Phones: (718) 934-6714, 
(718) 934-6728, 
888-WCHEXPERTS

Fax: (718) 504-6072

Time Management  "Human Resources Management Software”

Buy our product on Amazon at 
http://www.amazon.com/Time-Management-Human-Resources-
Software/dp/B005AKPJA6/ref=sr_1_3?ie=UTF8&qid=1322604473&sr=8-3

3047 Avenue U, Brooklyn NY 11229 Phone: 888-WCHEXPERTS Fax: (718) 504-6072 www.wchsb.com

http://www.amazon.com/Time-Management-Human-Resources-Software/dp/B005AKPJA6/ref=sr_1_3?ie=UTF8&qid=1322604473&sr=8-3
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________________________________________________

Name_________________________________

E-Mail_________________________________

Thank you for your support! 

Please feel free to contact 
Olga Khabynskaya, General  Manager
with any of your questions at
 olgak@wchsb.com 
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