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WCH CORNER
WCH INTRODUCES NEW BRAND
IMAGE
Aleksandr Romanychev,
CEO
“I am proud to introduce our
new logo and image for our
company.”

As we have grown to become a leader in the tristate area we wanted to re-emphasize what
makes our company successful, which is
providing a variety services with extremely high
quality that helps physician's and provider's
daily operations.
Our new logo and brand image represents many
aspects of what our company has become over
the years. It symbolizes the key characteristics of
our company which are strength, care, warmth
and professionalism with expert knowledge in
our business. Also, it stands for shield,
protection and support we provide to our clients
on a daily basis. Further, it represents our wide
variety of supporting and complementing
products and services which were developed
with our client's needs in mind. Our new brand
image is designed to re-emphasis that WE CAN
HELP at every step of the way, that is what we are
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here for. WCH continues to innovate its products
and services to help your practice run more
efficiently and profitably. As we think of more
ways we can help, we innovate to develop new
services that would benefit our clients. This
month I am also pleased to announce a new
service and product, the ICode. The new WCH
ICode service is a faster, easier way to keep more
detailed and compliant medical records and
treatment notes, without spending the extra
time during an exam or those few free hours in
the evening filling in the information into the
system. Instead of spending countless hours to
create progress notes and medical records, our
providers are now able to devote more time to
patient care during the day, and devote more
time to their family, children and loved ones
during the night. ICode takes the complex
industry documentation requirements from the
hands of our clients, placing it in the hands of
experienced, certified professionals. Refer to
page 11 for more details about ICode.
WCH Service Bureau, Inc is a global service
provider and an industry leader that offers an
array of billing and healthcare management
services for large and small medical groups and
practitioners.
Headquartered in Brooklyn, New York, WCH
provides medical billing, credentialing, coding,
chart auditing and customized medical software
solutions as well as receptionist
services, and Continuing Education
Unit (CEU) credits.
www.wchsb.com WCH Times Summer 2013
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WCH CORNER
Since 2001, we have proudly served private
clinics, hospitals, laboratories, imaging centers,
pharmacies and supply companies and have
hundreds of healthcare provider groups as
clients.
WCH is recognized as a vendor by Medicare,
Medicaid and top commercial insurance carriers
in the tri-state area and around the country.
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WCH is a proud member of AAPC, AMBA, AHIMA
and other professional organizations. Our
professional affiliations, quality of service and
customer care are what differentiate us from
other companies and as a result, we are a
trusted advisor focused on the success of our
clients.

www.wchsb.com WCH Times Summer 2013
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WCH STAFF ATTEND AAPC IN ORLANDO, FL
Congratulations to Veronika!
The WCH family would like to congratulate Veronika Mukhamedieva for
passing the AAPC's CPFC (Certified Professional Family Coder) Examination
this April. She is now one of many APPC certified staff members who has
great billing and collection specialist skills.
Veronika joined WCH as a biller and collection specialist several years ago
and was soon promoted to professional account representative.
Veronika will now be able to review charts and consult with healthcare
providers to ensure that their claims are in order and that they receive
maximum reimbursement. Once again, we congratulate Veronika on her
accomplishment.
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“Veronika happy
about her passing
CPFC score”
www.wchsb.com WCH Times Summer 2013
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WCH SERVICE BUREAU APPOINTS
OLGA KHABINSKAY AS CHIEF
OPERATING OFFICER
Olga Khabinskay has been
named as Chief Operating
Officer of WCH Service
Bureau. In her new role as
COO, Olga will extend her
knowledge and experience
to move the company in a
new direction while
continuing her management responsibility for
many of the company's divisions including
medical office billing, coding, physician
credentialing and marketing globally. With
Olga's extensive industry knowledge,
professional network and enthusiasm she will be
moving WCH towards acquiring a political
representation for the worked preformed in the
sphere of the healthcare community. As we all
know the sensitive, evermore changing and
increasing laws and regulation on the healthcare
industry in the past years made it more difficult
for providers to operate, Olga understands that
and will work to achieve results on the behave of
the healthcare provider community to establish
a voice and support the work of healthcare
providers. With Olga's contributions WCH will
r e a c h n e w h e i g h t s a n d m a ny g r e a t
achievements. “Since Olga joined WCH in 2003,
our company has experienced exponential
growth without sacrificing the personal touch,
professionalism and quality control that can get
lost as businesses expand,” explains WCH CEO
Aleksandr Romanychev. “We are so pleased to
honor her with this new position and look
forward to her continued success in the industry,
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helping our clients and introducing new
products and services for providers.” Olga will
also be focused on ensuring superior customer
service nationwide as well as design
personalized solutions for clients who often turn
to WCH, plagued by reimbursement issues,
faulty practice management and other revenue
management problems. With the recent
crackdown on practices by Medicare, WCH is
working with its clients to ensure they are
conforming to regulations. Olga joined WCH in
2003, shortly after the company was founded, as
a credentialing specialist. She became manager
of the credentialing department and gained
experience in billing and auditing, rising to her
most recent position as GM. Prior to joining
WCH, Olga was an assistant manager at a
medical office for five years, where she handled
patient care, reimbursement needs and contract
issues. As a result, she is highly trained and
experienced in HIPPA regulations, insurance
networking, client relations and legal practice
issues. Through the Company, Olga is a member
of many industry organizations including the
American Health Information Management
Association (AHIMA); the American Medical
Billing Association (AMBA); American
Association of Professional Coders (AAPC),
Professional Association of Healthcare
Management (PAHCOM) and the Health Care
Compliance Association (HCCA). Olga is an avid
marathon runner and has participated in several
cancer charity races including the Susan B.
Komen Race for the Cure on the WCH Panthers
team. She graduated with a B.A. in
Communication Sciences and Disorders from
Adelphi University and is currently working on
her masters in healthcare management. Olga
lives with her family in Brooklyn, NY.
www.wchsb.com WCH Times Summer 2013
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WCH NOW OFFERING E-SUPERBILL

WCH is now offering the E-Superbill, a EMR/EHR
from WCH PMBOS which is designed to save
time, money and labor. The E-Superbill is a free
feature, part of PMBOS that replaces the bulky
forms used for the old paper superbill and
replaced it with efficient, electronic, fast and
easy E-Superbill It will document patient
encounters in the “real time” mode.
E-Superbill provides the healthcare provider
with very few clickable defaults directly into the
entry screen, where the most commonly used
procedures and diagnosis codes are readily
available. Upon the completion of the visit, with
a click of a button, the provider chooses the
appropriate CPT codes, diagnosis code and the
E-Superbill is ready to be seen by the biller.
Eliminating several unnecessary steps in the
process provides for fewer potential pitfalls
which is crucial in this highly regulated industry.

eliminates the guesswork of which CPT codes
were circled on a bad copy of a paper superbill
which results in incorrect billing. Further, it
eliminates the frequently seen problems of
medical billing which include missing a code
when billing, or billing the wrong code, writing
the wrong date, or having a hard time reading
the date. Overall WCH
E-Superbill is an effective and efficient way to
transmit accurate data from the provider's office
directly to your biller in the most precise and
rapid way possible. It provides for a slighter
chance of submitting the incorrect data to
insurance companies and having to adjust
claims for incorrect claim submission, raising
fewer red flags and thus protecting the
providers from future audits. It also, eliminates
unnecessary work of personal and saves
enormous amount of money spent for extra
data entry job.

Using the E-Superbill is more accurate and

Providers still provide all the same information
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with far fewer steps, only few clicks are required
to create the E-Superbill directly from the
appointment list, ensuring that no
appointment is ever unbilled, missed and not
reimbursed.
E-Superbill contains the complete record of the
services performed, contains complete
insurance information, and its ready to proceed
to the billing side for the next step.
As mentioned above, the benefits for using
WCH E-Superbill:
џ Reduces time for internal office operation :
no more writing, scanning, mailing, printing
out paper suberbills
џ Saves money by reducing paper and cartridge
cost and save the printer drummer from
being so overused.
џ Ensures accuracy as information is never lost;
there is always method of control for users
with dates and proof submission.

4
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џ Introduces simplicity providing an easy,

secure and quick to share billing and other
related data between WCH and our clients.
џ Connects instantly Connected with our
program directly, reducing paper requests
back and forth.
џ Provides reimbursement sooner the billing
get to us faster, our clients get their
insurance payments faster, and everybody
wins.

To get the many benefits of using our
FREE E-Superbill contact your billing
account representative at WCH TODAY!!!

www.wchsb.com WCH Times Summer 2013

9

WCH IS CONTRACTED WITH
EXPERIAN
WCH now utilizes Experian Credit Bureau to
improve our practice's operations.
Experian produces a credit report that
measures as well as records a company's
and its clients' scores to ensure that
revenue and work processes are up to date.
Credit monitoring results in better practice management and improved cash flow.
In order to ensure a constant cash flow and timely invoice payments all accounts will now be recorded by
Experian. Payments that are outstanding will be Flagged by Experian.
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WCH INTRODUCES ICode FOR MORE
EFFICIENT PRACTICE TIME
Practitioners that are using EMR/EHR systems
are well aware that inputting diagnostic and
procedure codes as well as treatment notes “the
new way” is taking more time than “the old way”.
Are you a provider that is spending more time
entering data during a visit, leaving you less time
during office hours to see patients and taking
time out of your personal life? Whether or not
you have a digital records system, time is too
valuable to be spending for entering data.
WE CAN HELP. With you in mind, WCH has
developed a new service, ICode, enabling you to
spend less time entering data during or right
after an exam, leaving more time to see patients
during working hours and spend your leisure
time as you wish. At the same time, it will ensure
correct procedure and diagnostic coding and
accurate treatment notes that are compliant
with industry regulations on documenting
medical records.
Doctors still want to take notes, but they also
need to function in a practice that is or will soon
be electronically based.
How ICode works:
WCH has developed a series of practice-specific
templates that the doctor can more quickly
complete, in minutes and let WCH do the rest at
far less cost than doctor's time. The provider fills
in the templates that are usually used in practice
during the visits, submits it by email to WCH for

10 WCH Times Summer 2013 www.wchsb.com

processing and then the provider just simply
reviews and approves or adjusts the information
at a more convenient time, after WCH has
checked it to ensure it complies with the heavy
regulations on proper medical documentation.
WCH's professional staff of Medical Doctors,
nurses, certified professional coders and
certified professional medical auditors will
process the templates that doctors sent to create
a medical record in a form of an electronic
progress note based on the filled out template
from the visit.
Benefits of using ICode services:
џSaves enormous amount of time freeing up
healthcare providers to make better use of their
time
џReduced the risks associated with improper
medical documentation
џEnsures that the work will get done and not lost
in the process
џ Provides professionals work force to write
documentation
џBrings more income to the practice as a result
of saved time to see more patients
ICode can be used by a small office that hasn't
yet upgraded their system, or within a larger
practice that wants to maximize their provider's
efficiency and comply with medical record
requirements and EHR practice requirements.
For more information, call Ilana Kozak, Services
Specialist, tel: (718) 934-6714 ext. 1214.

www.wchsb.com WCH Times Summer 2013
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WCH IN THE NEWS

Source: For The Record

SEVEN TIPS TO ENSURE A SMOOTH
ICD-10 PRACTICE TRANSITION
By Aleksandr Romanychev
Death, taxes, and ICD-10: They’re all inevitable.
But in the short term, many medical practices
that are unprepared or moving at the last minute
may end up with chaos, claim denials, and
unhappy patients.
The changes for Health Care Providers regarding
ICD-10 are significant and, for some,
overwhelming. Perhaps that’s why 65% of
providers are consulting a third party to help
them successfully migrate to the new coding
system, according a recent study by medical
research firm KLAS.
However, even with outside consultants, this
process is not an undertaking that medical
practitioners can simply delegate. It must
involve the entire office and many office
processes, and likely needs the involvement of a
qualified third party to facilitate the transition,
update software systems, train, and test to
ensure that the level of billing reimbursement is
as high as or higher than before.
A qualified consultant is someone who can
provide a detailed road map, support and
program internal software systems, and

demonstrate a track record of strong customer
service while maintaining 99% reimbursement
rates or higher. It’s too risky and costly to cut
corners in this process.
Here are seven points related to people,
processes, and professionalism to consider
during the ICD-10 transition:
1. Establish a realistic budget and costs for ICD10 implementation. Seek professional advice on
all hard and soft costs, such as system changes
(software and upgrades), resource materials,
and training needs.
2. Identify potential changes to workflow and
business processes. The conversion to ICD-10
will affect many physician practice business
processes and systems functions. In particular it
will be necessary to consider updates in the
following business processes:
Patients
џ Referrals, authorization/precertification
џ Patient practice intake
џ Patient clinic encounter (including entry,
clinical, and exit)
џ Patient hospital encounter and hospital
admission scheduling
џ Physician orders
Financial
џ Financial operations
џ Risk management
џ Compliance management
џ Clearinghouse/billing entity relationship
management
џ Payer relationship management

Other
• Research participation
• Public health reporting
• IT (software) operations (readiness)
3. Know the code. Detailed, exhaustive
documentation related to code changes is
critical, and a strong working knowledge of
those codes, particularly ones used frequently in
a practice, will raise claim-approval levels.
Consider that the number of diagnosis and
procedural codes is expanding from 17,000 to
155,000. Moreover, the principles of coding
have changed as well. The good news is there
will be many more procedures for which to
receive reimbursement, provided practitioners
are aware of structure and the specific codes.
We advise choosing the top 30 diagnoses used in
a particular practice and concentrate on
knowing how to code them properly with the
corresponding ICD-10 codes.
4. Use EMR ICD-10 compliant software.
Practices will now need a robust EMR system if
t h ey d o n ’ t a l re a d y h ave o n e . D o n ’ t
automatically assume that the provider will
handle ICD-10 upgrades immediately to
accommodate the new codes. Check with the
developer.
5. Test. After all the changes in training people,
implementing processes, and making
professional enhancements for ICD-10, don’t
expect to just flip a switch and have it all work
smoothly. A testing period of several months will
enable practices to complete several types of
transaction tests using ICD-10 codes with payers
and clearinghouses. Testing—the process of
proving that a system or process meets
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requirements and produces consistent and
correct results—is critical to successful
implementation of ICD-10. A capable billing
provider that develops and supports its software
solutions, which minimizes additional
programming costs, can implement the testing
and quality control.
6. Maintain 99% reimbursement following ICD10. The goal is to implement these changes with
consistent or improved reimbursement levels.
Consider switching to an experienced billing
provider who is ahead of the curve on
technology, provides a level of assurance that
reimbursement levels won’t dip because of the
changes, and has trained its staff on the ICD-10
coding structure.
7. Transition partnerships. Ensure that the
practice addresses its internal needs but at the
same time is in sync with its clearinghouses,
billing services, and payers to facilitate a smooth
transition. Systems must be able to talk to each
o t h e r. A l s o , d e t e r m i n e h o w I C D - 1 0
implementation may affect provider contracts.
It doesn’t matter how much time, money, and
other resources are put into the ICD-10
implementation if each party, practitioner, staff
member, and outside consultant doesn’t do
what is needed to accomplish a smooth
transition. However, lining up the right resources
now will minimize disruption, enable the
training to proceed at an orderly pace, and
provide enough time to do adequate testing.
— Aleksandr Romanychev is CEO of WCH
Service Bureau, a global provider of health care
practice services headquartered in New York
City.
www.wchsb.com WCH Times Summer 2013
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Source: About.com

CREDENTIALING AND THE NEW
GRADUATE
With Guest Author Olga Khabinskay, General
Manager, WCH Service Bureau Inc.
By Joy Hicks, About.com Guide
As new medical school graduates begin
preparing for their new career as physicians, it is
of the utmost importance to begin focusing on
the area of credentialing as soon as possible.
Most medical graduates are woefully
unprepared for many of the financial aspects of
being a doctor because they have intentionally
been focused on the technical and humanist
aspects of the medical profession. This is why it
may be necessary to find someone they can trust
to guide them through this process.
Credentialing is the process by which insurance
networks, healthcare organizations and
hospitals obtain and evaluate documentation
regarding a medical provider's education,
training, work history, licensure, regulatory
compliance record and malpractice history
before allowing that provider to participate in a
network or treat patients at a hospital or medical
facility. Patients come to a doctor with a private
and government insurance plans, such as
Medicare and Medicaid, that covers part or all of
their medical visits, procedures, prescriptions
and hospitalization costs. If a doctor is not
"credentialed" by the patient's insurance
company, Medicare, or Medicaid plans, they will
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not be paid for their service and cannot submit
their medical bills. It is a common misperception
that credentialing and contracting are the same
thing. In some cases, the two processes occur
concurrently but they are independent of one
another. Contracting is the initial step in the
relationship between provider and network. At
most major healthcare networks, "contracting"
and "credentialing" responsibilities are
performed by separate departments.
Contracting addresses the specific business
relationship between the network and the
provider or group. This includes services to be
provided, reimbursement rates for these
services and the terms by which govern those
processes and their overall relationship.
Once a contract has been established, the
process of credentialing a provider or providers
will begin. When a provider is added to an
existing group contract, only the credentialing
portion must be performed unless the new
provider offers medical services outside the
existing group contract. New practitioners in
most mainstream medical fields and even some
alternative medical areas need to be "approved"
by each insurance company including Medicare
and Medicaid. A new medical graduate has loans
and other financial obligations to consider. In
order to begin meeting these obligations, they
need to start practicing immediately and be
ready to receive reimbursements from 5-10
insurances. Whether the physician plans to
start-up a medical practice or join an existing
practice, the physician will need to be in the
position to begin generating income as soon as
possible. Most doctors today are focused on
large patient populations, so there’s intensive
competition.
www.wchsb.com WCH Times Summer 2013
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It is becoming increasingly difficult to get
credentials because there are many doctors all
trying to practice in the same areas, competing
for spaces on an insurance company panel. A
panel is a list of approved credentialed doctors,
but if there are too many names on the list, the
insurance company may deny admission and
credentials. Sometimes, there are people on the
list who have retired, or moved but they're still
on the list and that can only be determined by an
onsite visit or simple phone call which the
insurance company doesn't have time to do.
Another way around this closed panel issue is to
position technical skills or the equipment used
as more innovative and therefore, necessary.

insurance. While the added expense at a difficult
financial time is hard to swallow, consider that
seeing 3 patients and receiving reimbursement
at $150 per visit basically pays for that. The fact is
that doctor's start too late in the credentialing
process, so if they have an advocate who can
ensure the process goes smoothly, it means they
will be making more money sooner.

Just what the doctor ordered!

Credentialing is part science and part sales. The
initial process is lengthy and typical recredentialing occurs every two to three years.
Credentialing involves accurately completing
forms that can be as long as 30 pages, for each
insurance application. Typically it can take 2-3
months per insurance. If they fill out their forms
completely accurately, are practicing in a rural
area or are in a practice that is highly in demand,
it is likely a straightforward process. However,
that isn’t the reality for most physicians. If there
is a glitch in the form, they may not be notified
until weeks later adding extra time unless
they're constantly following up. For these
reasons, it is best to start 120 days before
graduation.
New graduates do not have to tackle this process
alone. Using a credentialing specialist with the
knowledge, expertise and connections that can
help position a doctor ahead of time to ensure
acceptance, is as they say, "priceless."
Credentialing costs shouldn't exceed $500 per
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HEALTHCARE NEWS
MEDICARE PROGRAM; PART B
INPATIENT BILLING IN HOSPITALS
PROPOSED RULE (CMS-1455-P) AND
ADMINISTRATOR RULING (CMS1455-R)
On March 13, CMS released a proposed rule that
would allow Medicare to pay for additional
hospital inpatient services under Medicare Part
B. Specifically, the proposed rule would allow
additional Part B payment when a Medicare Part
A claim is denied because the beneficiary should
have been treated as an outpatient, rather than
being admitted to the hospital as an inpatient.

the significant number of pending appeals of
Part A hospital inpatient reasonable and
necessary denials. The Ruling establishes a
standard process for handling pending appeals
and billing for the additional Part B inpatient
services while the proposed new policy goes
through notice and comment rulemaking.
To learn more, click here CMS Administrator
Ruling.

The proposed rule, Medicare Program; Part B
Inpatient Billing in Hospitals, proposes that if the
beneficiary is enrolled in Part B, Medicare would
pay for all reasonable and necessary Part B
hospital inpatient services. When a Part A
inpatient admission is denied as not reasonable
and necessary, instead of just the limited list,
Part B inpatient services is then allowed under
these circumstances. The “reasonable and
necessary” standard is a prerequisite for
Medicare coverage under the Social Security
Act. The statutory timely filing deadline, under
which claims must be filed within 12 months of
the date of service, would continue to apply to
the Part B inpatient claims.
In addition, on March 13, CMS issued an
Administrator's Ruling (CMS-1455-R) to address
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IMAGING SERIES DENIALS ON THE
TECHNICAL AND PROFESSIONAL
COMPONENT OF IMAGING SERVICES

that providers and suppliers bill the global claims
separately to prevent a denial for the
professional component.

Consistent with the Affordable Care Act and 42
CFR § 424.507, suppliers submitting claims for
imaging services must identify the ordering and
referring physician or practitioner. Imaging
suppliers covered by this requirement include
the following: independent diagnostic testing
facilities (IDTFs), mammography centers,
portable x-ray facilities and radiation therapy
centers. The rule applies to the technical
component of imaging services but the
professional component will be excluded from
the edits.
However, if billing globally, both components
will be impacted by the edits and the entire claim
will be denied if it does not meet the ordering
and referring requirements. It is recommended

THE NUCC WILL BE RELEASING
NEW CMS 1500 FORM
The NUCC will be releasing the new CMS
1500 form later this year. It will be an update to accommodate the changes in 5010, 837P and
5010A1 as well as to prepare for the implementation of ICD-10.
WCH is currently using the 08/05 CMS 1500 form and beginning June 1 you can begin using the
02/12 version, which will replace the current version on October 1, 2013. After that, the current
version will no longer be accepted by insurance carriers.
The new form is awaiting approval. You can learn more about the 02/12 claim form on the NUCC.org
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UNITED HEALTHCARE TO
REQUIRE PRIOR AUTHORIZATION
FOR OUTPATIENT RADIOLOGY
SERVICES
As of July 1, 2013, United Healthcare commercial members will require prior authorization for
Outpatient Radiology Services including CT, MRI, MRA, PET scan, Nuclear Medicine and Nuclear
Cardiology. Members must notify United Healthcare of a planned service that is subjected to their
Outpatient Radiology or Cardiology Notification Protocol.
United Healthcare will then conduct a clinical coverage review to determine whether the service is
medically necessary and the member will be informed of the decision.

STEPS FOR PARTICIPATION IN THE
2013 ELECTRONIC PRESCRIBING
(ERX) INCENTIVE PROGRAM
The Electronic Prescribing (eRx) Incentive
Program is a reporting program that uses a
combination of incentive payments and
payment adjustments to encourage electronic
prescribing by eligible professionals.
A web page dedicated to providing all the latest
news on the eRx Incentive Program is available
at CMS.
Becoming Incentive Eligible
Below are some guidelines for an individual
eligible professional or group practice
participating in the eRx Group Practice
Reporting Option (GPRO) to follow in order to
become incentive eligible.
Individual Eligible Professional
џ Each visit must be accompanied by the eRx G-
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code indicating at least one prescription was
e l e c t ro n i c a l l y p re s c r i b e d ( e l e c t ro n i c
prescriptions not associated with a code in the
denominator of the eRx measure specification
do not count toward the minimum eRx events
for incentive payment purposes).
џ Electronically generated refills not associated
with a face-to-face visit do not qualify as an eRx
event.
џFaxes do not qualify as an eRx event.
џ Submit a minimum of 25 denominator-eligible
eRx events between January 1 and December
31, 2013.
eRx GPRO
џEach visit must be accompanied by the eRx Gcode indicating at least one prescription was
e l e c t ro n i c a l l y p re s c r i b e d ( e l e c t ro n i c
prescriptions not associated with a code in the
denominator of the eRx measure specification
do not count toward the minimum eRx events
for incentive payment purposes).
џElectronically generated refills not associated
www.wchsb.com WCH Times Summer 2013
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with a face-to-face visit do not qualify as an
eRx event.
џ Faxes do not qualify as an eRx event.
џ Submit a minimum of 75 denominator-

eligible eRx events between January 1 and
December 31, 2013 for Small eRx GPRO
participants (2-24 individual eligible
professionals).
џ Submit a minimum of 625 denominatoreligible eRx events between January 1 and
December 31, 2013 for Medium eRx GPRO
participants (25-99 individual eligible
professionals).
џ Submit a minimum of 2,500 denominatoreligible eRx events between January 1 and
December 31, 2013 for Large eRx GPRO
participants (100 or more individual eligible
professionals).
Detailed information regarding participating in
the 2013 eRx Incentive Program for incentive
payment can be found in the 2013 eRx Incentive
Program Measure Specification document,
available on the eRx website eRx website.
Avoiding Billing Pitfalls – Tips for Success
џBelow are some quick tips to help you and your
office staff bill appropriately while participating
in the eRx Incentive Program.
џIf all billable services on the claim are denied
for payment by the Carrier or A/B Medicare
Administrative Contractor (MAC), the eRx Gcode will not be included in eRx Incentive
Program analysis.
o If the denied claim is subsequently corrected
and paid through an adjustment, re-opening, or
the appeals process by the Carrier or A/B MAC,
with accurate codes that also correspond to the
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measure's denominator, then the eRx G-code
should also be included on the corrected claim.
o Claims may not be resubmitted only to add or
correct the eRx G-code, and claims with only the
eRx G-code on them with a zero total dollar
amount may not be resubmitted to the Carrier
or A/B MAC.
џ The Remittance Advice (RA)/Explanation of
Benefits (EOB) denial code N365 indicates that
the eRx G-code was received by CMS and
processed into the National Claims History
(NCH) file.
o The N365 denial code is just an indicator that
the eRx G-code was received. It does not
guarantee the reporting thresholds were met.
However, when an eRx G-code is reported
satisfactorily (by the individual eligible
provider), the N365 can indicate that the claim
will be used in calculating incentive eligibility.
џAll claims adjustments, re-openings, or appeals
processed by the Carrier or A/B MAC must reach
the national Medicare claims system data
warehouse (NCH file) by February 28, 2014 to be
included in the 2013 eRx Incentive Program
analysis.
Complete information for claims-based
reporting for the eRx Incentive Program is
available on the CMS website. For specific
instructions on how to bill appropriately, contact
your Carrier or A/B MAC.
џ Click to here for more information on

participating in the eRx Incentive Program
through GPRO, and requirements for submission
of the eRx measure data under the GPRO
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MEDICARE PROVIDER EMERGENCY
ACTION AND RELOCATION
Provider Relocation: If a provider, who has been
adversely impacted by a declared public health
emergency, is unable to restart full operations,
can they maintain their existing Medicare or
Medicaid provider agreement while the facility is
closed? Can a provider relocate, and what are
the procedures for program certification if
relocation is necessary?
Each Medicare and Medicaid certified provider
in the declared emergency area(s) should
contact their State Survey Agency (SA) regarding
their status and future plans. CMS recognizes
that there are times when a public health
emergency may result in consequences beyond
the provider's control. Some providers may
never be able to reopen at their original location
and others may reopen at their original location
after some period of time. Some providers may
not be able to reopen unless they relocate to a
new site.
Participation as a Medicare and/or Medicaid
certified provider is based on the ability of the
provider to demonstrate they can furnish
services in a manner that protects the health
and safety of beneficiaries according to the
specific regulations for each provider type.
However, CMS will exercise discretion and
flexibility on a case-by-case basis, when
determining to deactivate a provider's Medicare
or Medicaid provider agreement and number,
when the cessation of business is due to a
declared public health emergency.
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If the provider/supplier plans to reopen in a new
location, CMS will need to determine if this will
be a relocation of the current provider under its
existing Medicare certification or a cessation of
business at the original location and subsequent
establishment of a new business at another
location, which would require another Medicare
certification.
To retain the current provider certification, the
entity must demonstrate to the RO that it is
functioning as essentially the same provider
serving the same community. CMS will consider
each request for relocation on a case-by-case
basis and will typically use the following type of
criteria:
џ The provider remains in the same State and

complies with the same State licensure
requirements.
џ The provider remains the same type of

Medicare provider after relocation.
џ The provider maintains at least 75 percent of

the same medical staff, nursing staff and other
employees, and contracted personnel
(contracted personnel who regularly work 20 or
more hours a week at the provider).
џThe provider retains the same governing body

or person(s) legally responsible for the provider
after the relocation.
џ The provider maintains essentially the same

Medical Staff bylaws, policies and procedures, as
applicable.
џAt least 75 percent of the services offered by
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the provider during the last year at the original
location continue to be offered at the new
location.
џ The distance the provider moves from the

original site.
џ The provider continues to serve at least 75

џThe provider maintains essentially the same

policies and procedures such as nursing,
infection control, pharmacy, patient care, etc.
CMS may use any other necessary information
to determine if a provider/supplier continues to
be essentially the same provider, under the
same provider agreement, after relocation.

percent of the original community at its new
location.
CMS.gov
џ The provider complies with all Federal

requirements, including CMS requirements and
regulations at the new location.
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Medicaid Managed Care Plan and
later recouped due to retroactive
disenrollment from the plan. Must
be submitted within 60 days of
date of notification.

E D I T 0 2 1 6 6 ' D E L AY R E A S O N
11(OTHER DELAY) INVALID' WILL
DENY CLAIMS BEGINNING APRIL 25
New York State Medicaid continues to work to
increase provider compliance with delay reason
reporting on claims aged more than 90 days. As
published in the March 2012 Medicaid Update,
eMedNY editing will verify the validity of Delay
Reason Codes reported on claims.
As of April 25, 2013, claims with dates of service
over 90 days old may be denied with edit 02166 Delay Reason Code 11 (Other Delay) Invalid. The
associated HIPAA reason code will be 29-THE
TIME LIMIT FOR FILING HAS EXPIRED and for
Pharmacy claims NCPDP Reject code NV-M/I
DELAY REASON CODE.
Delay reason 11, “Other Delay,” applies only
to the following limited situations:
A. Paid claim requiring correction or
resubmission through adjustment or void of
original claim for a delay reason not listed
above. This includes claims previously paid by a
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B. An audit agency directed the
provider to void an original claim
and to resubmit a new
replacement claim for the same
beneficiary and related service. If
the date of service is aged over 90
days when the replacement claim
is submitted, this reason applies. The
replacement claim must be submitted within
60 days from the time of notification.
C. The provider, as part of their internal control
and compliance plan, discovers an original
claim which was submitted within 90 days of
the date of service that has to be voided due to
an incorrect beneficiary or provider
identification (ID) number. Such claims cannot
be corrected by an adjustment and must be
voided. The replacement claim with the
corrected ID must be submitted within 60 days
from the time of discovery of the incorrect ID,
but no later than two years from the date of
service. Because the voided claim is not agency
error, the replacement claim will not qualify for
a waiver of the two-year regulation.
D. Interrupted maternity care, use this reason
for prenatal care claims delayed over 90 days
due to a delivery that was performed by a
physician unaffiliated with the practitioner or
group who gave the prenatal care.
E. IPRO (Island Peer Review Organization)
www.wchsb.com WCH Times Summer 2013
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previously denied the claim, but the denial was
reversed on appeal. The claim must be
submitted within 30 days from the time of
notification from IPRO.

Section for more details about delayed claim
submission at:
https://www.emedny.org

Remember, it is the provider's responsibility to
determine and report the appropriate delay
reason code. Refer to your provider manual's
Information for All Providers General Billing

Frequently Asked Questions (FAQs) about the
proper use of delay reason codes are at here

NYS SUSPENDS ENROLLMENT IN
ADULT CARE PLAN AMID FRAUD
CONCERNS

“Any managed care plan found to be either
directly or indirectly encouraging this behavior,
or looking the other way, will see their new
enrollment immediately suspended,” the office
said. State officials have suspended enrollment
i n N e w Yo r k ' s l a rg e st
managed long-term care
plan for frail elderly and
disabled people.
Investigators have begun
examining the relationships
between such plans, which
are financed by Medicaid
and the social adult day care
centers that send them new
customers. The suspension
of new enrollment at VNS
Choice, as well as other plans
operated by the Visiting
Nurse Service of New York,
signals the state's new
scrutiny of the managed care
companies and the centers
under contract to them.

After The New York Times
raised questions about adult
day care centers, the
Medicaid inspector generals
office said in a statement on
April 22 that its investigators
were “actively looking at adult
day care services and will
aggressively investigate any
credible allegation.”
“Due to the recent issues, we
have decided to hold off on
approving new social day
contracts,” said Lisa DeRosa,
m a r ke t i n g m a n a g e r a t
Homefirst, a product of
Elderplan, when contacted by
WCH regarding ASDC enrollment.
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MEDICAID PRIMARY RATE TO
INCREASE IN NEW YORK
Background
The Affordable Care Act established a Medicaid
Primary Care Rate Increase (PCRI) for specific
primary care services furnished by certain
qualified primary care providers. The increase
will result in payment of primary care services at
the Medicare rate to qualified Medicaid
providers from January 1, 2013 through
December 31, 2014. The final rule implementing
the Medicaid PCRI was released in November
2012 by CMS (see 42 CFR Parts 438, 441, and
447).
Qualified Providers
The qualified providers defined as eligible to
receive payment under the PCRI are:
·
1. Physicians holding board certification
from the American Board of Medical Specialties,
the American Board of Physician Specialties or
the American Osteopathic Association in
pediatrics, internal medicine, family medicine
and associated subspecialties, or
·
2. Physicians who have furnished primary
care services (see procedure on page 3) that
equal at least 60 percent to the Medicaid codes
paid during the most recently completed
calendar year, or for newly eligible providers, the
prior month, or
·
3. Nurse Practitioners and Nurse
Midwives practicing under the professional
oversight and supervision of a qualified
physician (#1 or #2 above).
Implementation
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New York is pursuing CMS approval to
implement the PCRI in the Medicaid fee-forservice and managed care programs. It is
expected that the required system and
procedural changes that apply to the PCRI will be
in place for fee-for-service and managed care
programs beginning in the second quarter of CY
2013. Qualified providers will receive
retroactive reimbursement for procedure codes
subject to the PCRI, effective for dates of service
on and after January 1, 2013. Further details
regarding payment amounts, timing and
instructions for providers interested in
qualifying for the PCRI will be released in the
upcoming months. Sign up for the eMedNY
listserv to obtain immediate updates for your
provider type at here.
Primary Care Services & Procedure Codes
The PCRI is applicable to evaluation and
management (99201-99499) and vaccine
administration procedure codes (90460, 90471,
90472, 90473 and 90474) covered by Medicaid
fee-for-service or managed care plans and paid
to qualified providers.
Effective for dates of service on and after
January 1, 2013, billing instructions for vaccine
administration for practitioner and ordered
ambulatory providers have changed as follows,
but does not apply to clinic APG billing:
џVaccines for Children Program (VFC) - Vaccine

Administration
For administration of vaccines supplied by VFC,
including influenza and pneumococcal
administration, providers will be required to bill
vaccine administration code 90460. Providers
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vaccine administration code 90460. Providers
must continue to bill the specific vaccine code
with the "SL" modifier on the claim; payment for
"SL" will be $0.00. If an administration code is
billed without a vaccine code with "SL," the
claim will be denied. For reimbursement
purposes, the administration of the components
of a combination vaccine will continue to be
considered as one vaccine administration. More
than one vaccine administration is reimbursable
under 90460 on a single date of service.
90460

(IMMUNIZATION ADMINISTRATION $17.85
THROUGH 18 YEARS OF AGE VIA
ANY ROUTE OF
ADMINISTRATION, WITH
COUNSELING BY PHYSICIAN OR
OTHER QUALIFIED HEALTH
CARE PROFESSIONAL; FIRST OR
ONLY COMPONENT OF EACH
VACCINE OR TOXOID
ADMINISTERED)

џ Adult and non-VFC Vaccine Administration

Billing Changes
For administration of vaccines to individuals
ages 19 and over, including influenza and
pneumococcal, and children's vaccines not
covered by VFC, providers will be required to bill
under the procedure codes below (new codes
are bold). Providers must continue to bill the
specific vaccine code at acquisition cost, but
should no longer add $2.00 for vaccine
administration to the charge for the vaccine as
previously instructed. G0008 & G0009 will no
longer be reimbursed, use the appropriate
codes below.

20 WCH Times Summer 2013 www.wchsb.com

90471

IMMUNIZATION ADMINISTRATION $13.23
(INCLUDES PERCUTANEOUS,
INTRADERMAL,
SUBCUTANEOUS, OR
INTRAMUSCULAR INJECTIONS); 1
VACCINE (SINGLE OR
COMBINATION VACCINE/TOXOID)

90472

IMMUNIZATION ADMINISTRATION $2.00
(INCLUDES PERCUTANEOUS,
INTRADERMAL,
SUBCUTANEOUS, OR
INTRAMUSCULAR INJECTIONS);
EACH ADDITIONAL VACCINE
(SINGLE OR COMBINATION
VACCINE/TOXOID) (LIST
SEPARATELY IN ADDITION TO
CODE FOR PRIMARY PROCEDURE))

90473

IMMUNIZATION ADMINISTRATION $8.57
BY INTRANASAL OR ORAL ROUTE;
ONE VACCINE(SINGLE OR
COMBINATION VACCINE/TOXOID)

90474

IMMUNIZATION ADMINISTRATION $2.00
BY INTRANASAL OR ORAL ROUTE;
EACH
ADDITIONAL VACCINE (SINGLE OR
COMBINATION VACCINE/TOXOID)
(LIST
SEPARATELY IN ADDITION TO CODE
FOR PRIMARY PROCEDURE))

Resources
џ Fee-for-service Medicaid billing assistance:
CSC, (800) 343-9000.
џFee-for-service coding, reimbursement: OHIP
Operations, dprum@health.state.ny.us or (800)
342-3005, option 8.
џVFC Program: (800) 543-7468.
Information for a Healthy New York
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providing Medicaid, Family Health Plus and Child
Health Plus programs to over 217,000 members.
If you're a Neighborhood member whose
recertification date is approaching, you will still
need to recertify with Neighborhood. The
merging process will be complete by June 1.

HEALTHFIRST AND NEIGHBORHOOD
MERGE
Neighborhood Health Providers
(“Neighborhood”) recently merged with
Healthfirst. Neighborhood is a leader in
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For now, Healthfirst and Neighborhood will
operate as separate companies along with
separate member and provider networks.
Healthfirst members will continue to use their
Healthfirst network doctors; Neighborhood
m e m b e rs w i l l co nt i n u e to u s e t h e i r
Neighborhood network doctors.
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INSIGHT FROM OUR PARTNER
WHAT DO YOU DO WHEN A BANK WILL NOT GIVE YOUR BUSINESS
A LOAN? WHO DO YOU TURN TO GET THE NEEDED FUNDING FOR
YOUR BUSINESS?
As founder and CEO of All Eyes On You Corporation, I am committed to helping your
business. All Eyes On You Corporation is a community-based company that provides
financial solutions as well as marketing, bookkeeping and strategic consulting to
entrepreneurs and small businesses. We understand that every business is unique and
our goal is to provide our clients with financial growth, a sense of community and peace
of mind.
With thirteen years of banking experience, I am here to ensure that your business has
the capital to run effectively and smoothly.

For more information, contact:
Nandanie Appana,
All Eyes On You Corporation,
93 Irving Place, 4 FL,
Brooklyn, NY 11238,
347-450-5206,
alleyesonyoucorp@aol.com
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QUESTIONS AND ANSWERS
Answer:

Question:
l Does a portable IDTF provider need to list all
service locations where their services are
rendered? If yes, which format should they be
listed in?

Answer:
l An IDTF can only have one location per
enrollment record and application. If they are
mobile, then they can have multiple locations.
The list consists of a base of operations and
indicates where the mobile services are
performed. It is easier to list counties in section 4F
and 4G. The base of operations, location and
mobile areas should be on the next page. You do
not need specify the address unless they are a
fixed site.

Olga Khabinskay
COO
olgak@wchsb.com

Question:

l Only Medicare-enrolled individual physicians
and NPPs of a certain specialty type may
order/refer for Medicare Part B and DMEPOS
beneficiary services. These individuals include:
џ Certified Nurse Midwives,
џClinical Nurse Specialists,
џClinical Psychologists,
џClinical Social Workers,
џInterns, Residents, and Fellows,
џNurse Practitioners,
џ Optometrists may only order and refer
laboratory and X-Ray services payable under
Medicare Part B and
џDMEPOS products/services,
џPhysician Assistants, and
џ Physicians (Doctors of Medicine or Osteopathy,
Doctors of Dental Medicine, Doctors of Dental
Surgery, Doctors of Podiatric Medicine, or Doctors
of Optometry).
This includes providers and suppliers (including
residents, fellows, and those who are employed by
the Department of Veterans Affairs (DVA),
Department of Defense (DoD),or the Public Health
Service (PHS)) who order or refer items or services
for Medicare beneficiaries. For more information,
refer to this link on the CMS website.
Ilana Kozak
Receptionist Services Specialist
ilanak@wchsb.com

l According to Medicare guidelines, can
Chiropractor refer patient for Physical Therapy?
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Question:
l What documentation must be in a patient's
file to support a pulmonary function test?

Answer:
l Documentation supporting the medical
necessity of these tests, such as ICD-9-CM
diagnosis codes, must be submitted on all claims.
Claims submitted without this information will be
denied as not medically necessary. In addition:
џ All providers of pulmonary function tests
should have on file a referral, a prescription,
with clinical diagnoses and requested tests.
Indications for the studies should be clearly
described in the clinical records and available
for review.
џ All equipment and studies should meet
minimum standards outlined by the American
Thoracic Society.
џ Spirometry studies, in particular, require a
minimum of three attempts that must meet
minimum acceptability criteria.
џ All studies require an interpretation, with a
written report. Computerized reports must
have a physician's signature, attesting to its
accuracy.
Oksana Pokoyeva
Billing Department Manager
CPC, CPMA
oksanap@wchsb.com

Question:
l How do Medicare auditors decipher if an
improper payment has been made?

Answer:
l According to CMS, payments will be deemed
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improper when:
џ They are made for services that were medically
unnecessary or did not meet the Medicare
medical necessity criteria.
џ Services are incorrectly coded, for instance, the
provider submits a claim for a certain procedure,
but the medical record indicates that a different
procedure was actually performed.
џ Providers fail to submit documentation to
support the services provided when requested or
fail to submit enough documentation to support
the claim.
џ The provider is paid twice because duplicate
claims were submitted.
џ Other errors are made, i.e. the payer reimburses
the claim according to an outdated fee schedule.
џ Medicare pays a claim that should have been
paid by a different health insurance company, i.e.
the beneficiary is employed and gets health
benefits through his or her job, an health
insurance company, not Medicare, that may be
the primary payer of the beneficiary's health care
services.

Question:
l When will RACs begin to audit respiratory
claims?

Answer:
l Recovery audit contractors already have begun
their reviews. The best way to find out the issues
for your region is to visit the CMS website
and check under “Downloads” for “Recovery Audit
Contact Information-Dec 2012”:
Zukhra Kasimova
CPC
Supervisor
zukhrak@wchsb.com
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FEEDBACK
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.
Give us your feedback and receive a free
glass name plate.
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
Name_________________________________
E-Mail_________________________________

Thank you for your support!

You can simply E-mail your comments to us at mariannash@wchsb.com

