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Welcome back readers! 

 

D ear Doctors and office Managers, welcome to our first issue of 

2011! WCH is proud to mention that our WCH Bulletin is now in 

its second year.  

As we embark on this new year, we hope that you, our valued clients 

and readers, will continue to look to WCH not just for your billing and/

or credentialing needs, but as a trusted source of medical/health infor-

mation in our community.WCH extends our greatest gratitude for 

your support in the past year and look forward to a mutually success-

ful relationship with you in the proceeding year.  

This particular issue  focuses chart compliance and auditing, offered by 

WCH CPC professionals. Turn to page two for more information! 

 

Feeling overwhelmed? 

Can’t keep track of employees’ time schedules? 

Let WCH’s Time Management software work for you! 

Economical, Efficient, Effective! 

Call us today and stay organized forever. 
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WE CARE ABOUT YOUR CHARTS! 

Let WCH Relieve Your Next Audit Headache  

Chart auditing is an important tool used to help maintain accurate 
record keeping and coding. It keeps the medical office honest and 
minimizes costly errors.  

With the recent rise in various audits by  (Safeguard Services) and 
other insurance companies it is an excellent idea to target  these 
problem areas now before The Investigator sends you a frighten-
ing letter or worse yet, shows up at your office doors. To protect 
yourself and the future of your practice, WCH Certified Profes-
sional Coder and Certified Professional Medical Auditor , will 
review and address any possible issues concerning medical neces-
sity and documentation presented in your charts. Neglecting to 
take our services, or believing that your charts are in order has 
proven to be a costly mistake to medical practices.  

If your practice is audited, immediately contact WCH professionals and prepare to submit all necessary docu-
mentation, as requested, to our specialists.    

15%  
Discount! 

 

                                                                                     

                                                             WCH SERVICE BUREAU, INC 

      

                                      AUDITING SERVICES 

Selecting the appropriate code and level of care requirements 

can be challenging. With the implementation of Medicare  

and other payer audit projects, these problems, if not addressed,  

could cost medical professionals excessive charge-back and penalties.  

It can be very stressful, but we know you will do whatever it takes to  

ensure your business is on the right track. 

Contact our Audit Specialist at (718) 934-6714, ext 1215 

 

 

 

 

 

Marcia B. Smith, Esq. 

This  firm has handled a 
number of Medicare, OMIG 
and private payer audits. A 
knowledgeable legal coun-
sel can be indispensible, 
particularly when the 
amounts that the payers are 
trying to recover are signifi-
cant. WCH highly recom-
mends the services of this 
firm. Contact them at (518) 
462-3000 or via email at 
MSmith@ICRH.com 
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• Accurate adjudicate medical cod-
ing for diagnoses, procedures and ser-
vices in physician-based settings 

 

• Proficiency across a wide range of 
services, which include evaluation and 
management, anesthesia, surgical ser-
vices, radiology, pathology, and medicine 

 

• Handle issues such as medical ne-
cessity, claims denials, bundling issues, 
and charge captures. 

 

• Knowing how to integrate medical 
coding and reimbursement rule changes 
into a practice’s reimbursement process. 

 

• Knowledge of anatomy, physiology 
and medical terminology necessary to 
correctly code provider diagnosis and 
services. 

Change in Policy Related to Change Request 7079, Annual Wellness Visit 

Effective January 1, 2011, teaching physicians providing evaluation and management (E/M) services with a gradu-
ate medical education (GME) program granted a primary care exception may bill Medicare for lower- and mid-level 
E/M services provided by residents. Please refer to Centers for Medicare & Medicaid Services (CMS) Change Re-
quest (CR) 7079 and the Internet Only Manual, Pub. 100-04, Chapter 12, for further details for teaching physicians 
submitting claims for services furnished by residents in the absence of a teaching physician. The 
following codes are included under the primary care exception: HCPCS code G0438 – An-
nual wellness visit, includes a personalized prevention plan of service (PPPS), first visit, 
and HCPCS code G0439 – Annual wellness visit, includes a personalized prevention 
plan of service, subsequent visit, and are effective January 1, 2011. 

Source: NGSmedicare.com 
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When Medicare says, "Let's see your records"... 

Prepayment review can be financially devastating to any provider or supplier, and swift action should be taken 
upon receipt of notice that the provider or supplier has been placed on prepayment review.  The first thing to 
determine is what entity has placed the provider or supplier on prepayment review.  CMS contracts with three 
types of contractors to achieve the goal of reducing improper payments: Medicare Administrative Contractors 
(MACs), Comprehensive Error Rate Testing (CERT) contractors, and Recovery Audit Contractors (RACs). CMS 
also contracts with Program Safeguard Contractors (PSCs), now being converted to Zone Program Integrity 
Contractors (ZPICs), to identify and stop potential fraud. 

Generally, an HME supplier becomes subject to a pre-payment review either because it provides an item that 
has been selected for pre-payment edit, or it has caught the attention of the DME MAC or ZPIC due to: the re-
sults of a prior audit; data analysis indicating that the supplier is outside the norm; or, complaints filed against 
the supplier. 

The steps in the pre-payment review process are the following: The supplier submits the claim to the DME 
MAC; an Additional Documentation Request (ADR) letter is sent to the supplier; the supplier sends the addi-
tional documentation to the reviewer within 30 days (the claim will automatically deny if documentation is not 
received within 45 days); the claim is reviewed by the medical review nurse and a determination on whether to 
pay or not is made; and an Explanation of Benefits (EOB) is provided to the supplier. Each claim is normally re-
viewed within 60 days from the receipt of additional documentation by the DME MAC. It may take longer for 
claims reviewed by the ZPIC or PSC. 

If you are subject to a pre-payment review due to specific items being placed on a pre-payment edit and your 
company provides a high volume of such items, you can sometimes work with the reviewer to limit the number 
of claims subjected to pre-payment review. Normally a supplier will remain on pre-payment review until its 
charge denial rate (CDR) is less than or equal to 20 percent. When the CDR drops below 75 percent, a targeted 
review (a review of a portion of claims submitted based on the CDR) is normally initiated. 

In preparing for a pre-payment review, the first step is to verify that each patient file contains the documenta-
tion required by Medicare regulations and applicable LCDs. These items include a written order from the physi-
cian, an intake form, proof of delivery and any specifically required additional documents. If you are prudent, 
you will develop a checklist of the documents required for various types of equipment. 

Frequently, suppliers are missing medical records from other providers that support medical necessity. Exam-
ples include hospital records, hospital discharge summaries, treating physician's progress notes, notes arising 
from consultation by a specialist physician and a home health agency plan of care. Begin gathering the addi-
tional documentation now, and verify that it demonstrates that the Medicare coverage criteria have been met. 

You should also conduct regular self-audits to review: denials; accounts receivable history; OIG's annual work 
plan; reports published by carriers and the OIG; CMNs; results of Medicare appeals, hearings, and reviews; us-
age of KX modifiers; items requiring written orders prior to delivery; the size and age of your credit balances; 
and the OIG's Corporate Compliance Program Guidance for DME Suppliers. 

                                                                                … CALL WCH For All Your Auditing Needs! 

Source:  http://homecaremag.com/hcexperts/law/pre-payment-review-preparation-201008/  
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Medicare Prepayment Review? Here’s What to Do 

Physicians being reviewed or audited by Medicare may want to take the following items into consideration: 

• Physicians selected for medical review are done so after consideration of the presenting problem, data 
analysis, peer comparison, and/or receipt of reported information on possible fraud and abuse to the pro-
gram. The majority of prepayment reviews result from a comprehensive data analysis that demonstrates ir-
regular or inappropriate billing. 

• Medicare will send an official certified letter notifying a physician when and why the physician is being 
placed on review. The letter will give all the pertinent information. The physician should read the letter very 
carefully and follow all instructions for submitting claims and medical records. 

• It is recommended that the physician, after being placed on review by Medicare, request a meeting with the 
Medicare medical director and the Medicare Integrity Program (MIP) provider education specialist who is 
assigned to the case. The MIP provider education specialist usually is the physician's contact person for any 
questions regarding prepayment review. This meeting will allow the physician to ask questions regarding the 
review and to obtain a better understanding of the situation and medical review process. 

• Keep in mind that the medical records must speak for themselves. The records must appropriately docu-
ment all services and clearly support the medical necessity of the services. Do not attempt to alter any medical 
records. 

• Be sure to refer to the Medicare Documentation Guidelines for Evaluation and Management Services for 
proper documenting of services. 

• For specific items or services being questioned in a review, locate the complete Medicare policy for those 
items or services. Medicare Part B newsletters clearly explain billing and coverage policies. 

• Physicians may want to initiate an outside audit of their own medical records for an unbiased opinion of 
proper documentation and coding of the services billed to Medicare. Reputable health care consultants should 
perform such an audit.  

• Medicare encourages self-disclosure of any identified billing errors. True billing errors are not considered 
"fraud" under the Medicare definition. 

• Should Medicare find the physician's documentation and billing patterns are correct; the medical review 
process should be short-lived. 

• Should Medicare find billing errors and insufficient documentation, the review process may be 
lengthy. 

• It is recommended that the physician be willing to accept and implement necessary changes in 
billing patterns and/or documentation habits if needed. 

• The physician maintains full appeal rights on all claims audited by Medicare 

Source: http://www.texmed.org/Template.aspx?id=1717  



Page 6       WCH Bulletin 

WCH’s  Online  Provider Credentialing Application 

Our Simplified approach, “Fill out once—Use always and everywhere” 

With our clients’ time consuming and busy schedules in  mind, WCH has devel-
oped and implemented a smooth and efficient way to initiate the credentialing 
process—An online provider Credentialing Application.  

Simply log onto our website at www.WCHSB.com, and follow these three easy 
steps to access the application:  

• Select the SERVICES option at the top of the page,  

• Select Provider Credentialing, and lastly  

• Select Credentialing Application at the middle of the page. After you have done this, complete the application 
with the required information. 

Completing the online application is easy and convenient, and saves you the hassle of travelling to our offices when 
you can easily provide us with all your  information online from the comfort of your home or office.   

Visit our website today, and access the simplest application there is!        

Question: Can a dentist and a physician form a business together in the state of New Jersey? 

Answer: Yes, as long as both providers are licensed in the state of New Jersey,  they can form a business together. 
{Source: Representative from the State of New Jersey Business Action Center, http://www.nj.gov/njbusiness/
licenses/  (866) 534-7789} 

 

A special thank you to   

Dr. Inna Inoyatova, MD. In these 

slow economic times its good to 

know that our clients think of us as 

family, and place their trust in us. 

WCH appreciates your trust. 
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Health Reform Law in 2011 

Although the bulk of the major portions of the health reform law don't occur until 2014, a number of physi-
cian-related provisions take effect this year. They include: 

ª 10% Medicare pay bonuses for select primary care services provided by certain types of primary care physi-
cians. The bonuses will be paid automatically on a quarterly basis and last through 2015. 

ª 10% Medicare pay bonuses for major surgical procedures performed by general surgeons who practice in des-
ignated health professionals shortage areas. The bonuses will be paid automatically on a quarterly basis and last 
through 2016. 

ª 50% reduction in pay for the second and following ultrasound, CT, or MRI imaging service(s) provided on a 
single date of service for the same patient. 

ª 50% discount on brand-name prescription drugs for Medicare beneficiaries who reach the Part D coverage 
gap. 

ª Medicare coverage of an annual physician visit so beneficiaries can develop a personal preventive care plan. 

ª The elimination of co-payments, coinsurance and deductibles for most Medicare-covered preventive services. 

The first redistribution of unused Medicare residency slots since 2003. The redistribution is scheduled to take ef-
fect on July 1 and could affect up to 1,000 slots. 

Why A WCH Chart Audit? 

Doctors, nurses, therapists etc tend to focus more on their patients and their medical care, as it should be, rather than 
the “business of medicine”. As a result their charts are often neglected as not sufficient time is spent on accurate cod-
ing/billing, which is why WCH Service Bureau has been dedicating our resources to minimize this avoidable occur-
rences that not only saves our clients money, but time and energy. 

But how can a Chart Audit save you money as well as time and energy? Easy! By allowing WCH’s experienced and 
efficient Certified Professional Coder review a small sample of your charts we can effortlessly detect any incorrect 
coding and billing errors and suggest more effective ways to organize your charts and submit claims. Addressing 
these areas as soon as possible means that your medical practice won’t be forced to pay Medicare or any other insur-
ance company a huge amount of cash due to simple billing and coding errors that could have been avoided. The 
benefits? A worry free-stress free system where your staff can focus more on patient care, and your time will be 
spent taking care of the more important matters instead of constantly re-doing or fixing coding errors.  

So why wait for Medicare to audit your charts? Let WCH get to them first, and we’ll secure an organized chart sys-
tem, accurate billing & coding and higher reimbursements on claims. Call WCH today, you won’t be disappointed. 
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Radiology Management Program  for Fee-for-Service Medicaid 

New York State Medicaid will soon implement a radiology management program to ensure that 

beneficiaries receive the most clinically appropriate imaging studies. The program will be applied to outpatient non-
emergency advanced imaging procedures, for fee-for-service beneficiaries. 

Beneficiaries who are eligible for both Medicaid and Medicare (dual eligible) or beneficiaries who are enrolled in a 
managed care plan are not included. 

RadConsult,™ administered by HealthHelp, is a consultative, educational program that improves 

quality and reduces the cost of care by providing expert peer consultation and the latest evidence based medical cri-
teria for diagnostic imaging. It provides access to consultations with subspecialists affiliated with academic radiol-
ogy departments. 

Once the program is implemented, practitioners who order CT, CTA, MRI, MRA, cardiac, nuclear and PET proce-
dures will be required to obtain prior authorization. 

Educational materials and program implementation information will be featured in future issues of the Medicaid 
Update and will also be posted on www.eMedNY.org. 

 

The Healthcare Truth and Transparency Act of 2011 

The Healthcare Truth and Transparency Act of 2011 was introduced on January 26, 2011, and if passed would pro-
hibit Scam artists from misleading and deceptive advertising to  the public. This bill would potentially require any-
one advertising medical/healthcare services to indicate in the ad the license that authorizes them to provide such 
services. 

This Act becomes even more necessary as an estimated 32 million Americans will gain health coverage under the 
new Health System reform Law. 

So far four states; California, Arizona, Illinois and Pennsylvania, have passed laws requiring Healthcare profession-
als to inform patients about their credentials. 

 

Atlantis Completes Recapitalization  

New York, NY - Atlantis Health Plan (“Atlantis”) is pleased to announce that its recapitalization plan has been 
completed. Atlantis emerges from its financial difficulties as a properly capitalized and compliant New York 
State HMO.  
The completion of the recapitalization allows Atlantis to move forward in its mission to provide affordable 
health insurance to the New York City market. Atlantis plans to accept new members for February 1, 2011 effec-
tive dates and forward.  
Atlantis wishes to thank the network providers, brokerage community, employees and, most of all, clients for 
supporting Atlantis through a difficult transition.  

For more information please call 212-747-8276 or refer to www.atlantishp.com.  

http://www.atlantishp.com/ 



Page 9 Volume 1, Issue 1 

 

Patient’s Billing  Questions and Answers 

 1) May a physician charge for missed appointments?  

There is no general restriction that prohibits physicians from charging for missed appointments. It is advisable, how-
ever, to provide patients with prior notice concerning billing arrangements and procedures.  
Note: The physician should be aware of any restrictions on this prohibition imposed by a patient's managed care 
program.  
 
2) What restrictions on billing apply to physicians?  
A. Physicians should be aware that there are statutory restrictions that affect the ability of physicians to charge such 
fees:  
 
1. The Insurance Law prohibits physicians from charging fees in excess of the charges permissible under the Work-
ers’ Compensation Board Fee Schedule for services rendered as a result of an injury and for service which are in ex-
cess of basic economic loss as defined in by Insurance Law 5102.  

(Insurance Law § 5108 (a))  
3) Is a physician required to maintain copies of billing records? 

Although there is no requirement to maintain copies of billing records, a physician should maintain records of bill-
ing and reimbursement transactions for a minimum of six years from the date of receipt of payment in the event of 
an insurance audit. Pursuant to the statute of limitations on contract claims, insurance companies may evaluate 
claims as old as six years. 

Physicians who render services to beneficiaries of Medicare and certain to private insurance companies should re-
tain financial records for at least ten years. Government programs and some private insurance companies require 
providers to maintain records for longer periods of time. Also, under the False Claims Act, the Center for Medicare 
and Medicaid Services can pursue a claim against a medical provider for the filing of a false or fraudulent claim as 
long as 10 years after a claim for medical benefits has been filed. For all of these reasons, medical records should be 
maintained as long as recommended to protect the physician’s interests. 

(C.P.L.R. § 213(2); 31 U.S.C. § 3731 (b)(2)) 

 4) What Factors which may be considered in determining whether a fee is excessive?  

A. The time and effort required;  

B. The novelty and difficulty of the procedure or treatment; 

C. The skill required to perform the procedure or treatment properly;  

D. Any requirements or conditions imposed by the patient or by the circumstances;  

E. The nature and length of the professional relationship with the patient;  

F. The experience, reputation and ability of the licensee performing the services;         

G. The nature and circumstances under which services are provided. Unless services are provided during an 
emergency or other circumstances where opportunity, custom and practice will preclude discussion prior to 
the rendition of such services, the licensee shall, in advance of providing services, specify or discuss and agree 
with the patient, the fee or basis for determination of the fee to be charged.  

SOURCE: The Physician's Desk.; Guide to law and Medicine. New York Billing Issues, Kern Augustine Conroy & Schoppman, P.C. 
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2011 Guidelines For 93922 

 
Question: I’m confused by the 2011 guidelines for 93922-93923. When should I report 93922-52? 

Answer: You should report 93922-52 (Limited bilateral noninvasive physiologic studies of upper or lower extremity arteries 
… 1-2 levels; Reduced services) when the patient has only one limb available for study and the physician records only 
one or two levels. 

Example: A patient has had his right leg amputated. The physician performs the study on two levels on the patient’s 
left leg. You should report this unilateral, limited service using 93922-52. 

The source of the confusion may be that CPT guidelines for 93922 and for 93923 (Complete bilateral noninvasive physiol-
ogic studies of upper or lower extremity arteries, 3 or more levels …) instruct you to report limited code 93922 when the 
physician performs a unilateral exam for three or more levels, or using provocative functional maneuvers, on a pa-
tient with only one arm or leg available for study. 

In other words: That means 93922 (without modifier 52) is appropriate for: 

• A bilateral exam on one or two levels 

• A unilateral exam on three or more levels (that is, lower and/or upper extremity amputee) 

A unilateral exam when performing provocative functional maneuvers. 

Experts recommend the following list to help you count levels: 

Upper Extremity levels: 1) Arm, 2) Forearm, 3) Wrist and 4) Digits; Lower Extremity levels: 1) High thigh, 2) Low 
thigh, 3) Calf, 4) Ankle, 5) Metatarsal  and 6) Toes. 

Source: http://codingnews.inhealthcare.com/coding-challenge/2011-guidelines-for-93922/ 

Independent Practice Association (or IPA)  

- An association of independent physicians, or other organization that contracts with independent physicians, and 
provides services to managed care organizations on a negotiated per capita rate, flat retainer fee, or negotiated fee-for
-service basis. 

An HMO or other managed care plan may contract with an IPA which in turn contracts with independent physicians 
to treat members at discounted fees or on a capitation basis. The typical IPA encompasses all specialties, but an IPA 
can be solely for primary care or may be single specialty. 

IPAs are typically formed as an LLC, S Corp, C Corp, or other stock entity. Their purpose is not to generate a profit 
for the shareholders although this can be done. The IPA assembles physicians in self-directed groups within a geo-
graphic region to invent and implement healthcare solutions, form collaborative efforts among physicians to imple-
ment these programs, and to exert political influence upward within the medical community to effect positive  
change. 

While there is a perception that IPAs have been formed to negotiate as a group with insurance companies in an at-
tempt to improve rates of compensation, under the Federal Trade Commission Act they cannot do this for the physi-
cian's other insurance reimbursement. The IPA can only negotiate for the IPA members those services which are con-
tracted on capitated members. "Messengers", specialists who are selected to represent individual practices, can be 
used by IPA members to review and discuss coding and compensation with health insurance companies. These pro-
fessionals do not collectively bargain and can only do so if the doctors have reorganized under a single tax ID num-
ber which is not an IPA model. 
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1199/MedFocus Prior Authorizations for CT, MRI and PET Scan 

The 1199SEIU Benefit Fund implemented new radiology requirements effective January 1, 2011 to ensure 
that 1199SEIU patients are receiving the tests they need in the most appropriate setting. Please refer to the 
questions below for answers to some of the most commonly asked questions about this program. 

What is changing on January 1, 2011?  
The 1199SEIU Benefit Funds have entered into an agreement with Care to Care (CtC), a radiology benefit 
management company, to administer the 1199SEIU Benefit Funds’ Radiology Review program for prior 
authorization of elective outpatient MRA/MRI, CT/CTA and PET imaging studies. MedFocus Radiology 
will no longer administer the program. MedFocus will remain the preferred radiology provider network. 

Which providers are impacted by the program?  

·  All freestanding diagnostic imaging facilities, hospital outpatient diagnostic facilities and any physician 
office providing MRI/MRA, CT/CTA and PET studies.  

·  All providers who order these studies will be required to obtain authorization before any of these 
services are rendered in an elective outpatient setting.  

·  All providers who render these services should verify with the 1199SEIU Benefit Funds’ Radiology 
Review program that a prior authorization has been obtained. 

What information is required for a prior authorization?  
a. Patient’s name, date of birth and member ID number  
b. Ordering physician’s information (name, provider number, telephone number and fax number)  
c. Rendering provider’s name (facility name, telephone number and fax number)  
d. Requested tests (CPT code or description)  
e. The clinical indications for the study, including:  

Working diagnosis, if available  

Signs and symptoms  

Results of relevant tests, relevant medications or other therapies, and results thereof  

• How long will the non-urgent prior authorization process take? 

• By phone: If all necessary information is available at the time of the telephone call and the request 
meets criteria, approval can be made, on average, within 10 minutes. 

By fax: Determinations will be turned around within 24 hours of receipt of all necessary information. 
How long is an approved authorization number valid for? 
An approved authorization number is valid for 60 days from the date the approval was issued. 

What is the prior authorization telephone number and fax number?  

∙Telephone number: (888) 910-1199  

∙Fax number: (877) 601-1199 

Source: http://www.1199nbf.org/forproviders/
Frequently_Asked_Questions_br_about_the_Fund_s_Radiology_Program.aspx#quest1 



This time limit policy for claims submission became effective for services furnished on or after 
January 1, 2010.  
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Medicare Has Changed the Time Limits For Filing Fee-For-Service (FFS) Claims 

Section 6404 of the Affordable Care Act reduced the maximum period for submission of all Medicare FFS claims to 
no more than 12 months or one calendar year after the date of service. As a result of the passage of this legislation, 
the  Centers for Medicare & Medicaid Services (CMS) is updating the Medicare Claims Processing manual (Chapter 
1) pertaining to the time limits for filing Medicare claims. 

 

 

 

To view the official instruction, CR 7270 please visit www.cms.gov/transmittals/downloads/R2140CP.pdf on the 
CMS Web Site. If you have further question please contact the toll-free j1 provider Contact center, For Part A please 
call (866) 932-3906, and for Part B please call (866) 3901-3901. 

Some changes for Sleep Studies in  2011 

There are two new codes for unattended sleep studies for 2011 that pay  

significantly more than attended sleep studies by CMS.   

According to the AMA’s 2011 CPT Code Handbook  the full narrative for the new CPT Codes are: 

95800: Sleep Study, unattended simultaneous recording, heart rate, oxygen saturation, respiratory analysis (e.g. by 
airflow or peripheral arterial tone), and sleep time. 

95801: Sleep study unattended minimum of heart rate, oxygen saturation and respiratory analysis (e.g. by airflow or 
peripheral arterial tone). 

The codes differ slightly.  For example, 95800 includes recording sleep time.  95801 captures a minimum heart rate. 

The National CMS rates for these codes is high.  Currently 95800 allows $1,000 and 95801 allows $1,700.  Professional 
societies, including the AMA, are questioning these reimbursement rates and have asked for clarification.  Expect a 
correction. 

Beware before using these codes with private insurers.  Many Blue Cross carriers, for example, have already an-
nounced the will not pay these codes and will consider these codes to be excluded by contract. 

We still only have temporary code for home study tests.  The codes remain: 

G0398:  Home sleep study test (HST) with type II portable monitor, unattended; minimum of 7 channels: EEG, EOG, 
EMG/heart rate, airflow, respiratory effort and oxygen saturation.  Approximate 2011 Reimbursement:  $115. 
 
G0399:  Home sleep study test (HST) with type II portable monitor, unattended; minimum of 4 channels: 2 respira-
tory movement/airflow, 1 ECG/heart rate and 1 oxygen saturation.  Approximate 2011 Reimbursement:  $115. 

G0400:  Home sleep test (HST) with type IV portable monitor, unattended; minimum of 3 channels.  Approximate 
2011 Reimbursement:  $115. 

As for the traditional sleep lab codes, some will increase. Others, decrease.  There is decrease in the physician value 
of sleep studies and an increase in the malpractice component.  The technical component went up in some cases and 
down in others.  

Following are the additional sleep lab codes for 2011 and their 2011 “national” reimbursement amount and the 
change from 2010 to 2011.  

Continued on next page 
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                                                                                2011 National Rate/Change 

95803   Actigraphy testing    $176.25, +$55.68 

95803-TC  Actigraphy testing   $125.74, +$55.31 

95803-26  Actigraphy testing   $  50.52, +$ 0.37 

95805   Multiple sleep latency test  $ 446.90, +$51.25 

95805-TC  Multiple sleep latency test  $379.79,  +$77.06 

95805-26  Multiple sleep latency test  $ 67.11,  -$25.81 

95806   Sleep study unattend & resp effort                  $198.38,  -$ 5.90 

95806-TC  Sleep study unattend & resp effort $130.16, +$ 8.11 

95806-26  Sleep study unattend & resp effort      $68.21, -$14.02 

95807   Sleep study attended   $511.80, +$32.45 

95807-TC  Sleep study attended   $443.21, +$45.35 

95807-26  Sleep study attended   $ 68.58,  -$12.91 

95808   Polysomn 1-3 channels                $707.59, +$38.72 

95808-TC  Polysomn 1-3 channels                        $609.88, +$71.90 

95808-26                      Polysomn 1-3 channels   $ 97.71, -$33.19 

95810                           Polysomnograph 4 or more  $756.26, -$12.91 

95810-TC                    Polysomnograph 4 or more  $619.83, +$23.23 

95810-26                     Polysomnograph 4 or more  $136.43, -$36.14 

95811                          Polysomnography w/cpap  $816.00, -$32.08 

95811-TC                   Polysomnography w/cpap  $673.67, +$10.70 

95811-26                     Polysomnography w/cpap  $142.33, -$42.77 

 

Sleep studies, particularly hospital based sleep studies, have become a push-button topic for the Office of Inspector 
General (OIG). So far during 2010, the OIG has issued three advisories regarding sleep studies.  These deal primarily 
with the relationship between the provider of sleep studies and the hospital. 

Also RAC auditors have been charged with identifying improper place of service and improperly billed ser-
vices.  Thus, knowing which code properly represents the sleep study you perform is important.  

Source: http://www.klahealthcare.com/blog/a-little-new-more-old-for-sleep-studies-for-2011/  

WCH Credentialing Depart-
ment specializes in  

• IDTF (Mobile) 

• Sleep Centers 

• Multispecialty group enroll-

ment 

• Labs 

• Group/Facility Contracting 

• Fee Schedule negotiation 

Contact our department at 

(718) 934-6714, ext 1201 



WCH Service Bureau, Inc 
3047 Avenue U 
Brooklyn, NY 11229 
Phone: 718-934-6714 
Fax: 718-504-6072 
E-mail: WCH@wchsb.com 

Visit us on the web: 
WWW.WCHSB.COM 

Comments, Feedback, or requests for future bulletins? Please e-mail them to LynnW@wchsb.com  

 

 

 

 

 

 

 

Our Services 

 

• Medical Billing 

 

• Credentialing  

 

• Software & 
Website Devel-
opment 

 

• Chart Auditing 

 

• Real Time Eligi-
bility 

 

• Transcription 

 

• Remote Recep-
tionist  

WCH Service Bureau inc.au, Inc 

Join us as we celebrate ten years of quality service in the healthcare industry! 
WCH also wishes to thank our loyal clients for their continued support, and 

hope for another ten years of  successful  business relationships! 

9/11 Healthcare Bill Signed into Law 

Congress passed the $4.3 Billion Bill on December 22, 2010  
that would potentially cover the medical care for rescue 
workers after the 9/11 attacks. After some opposition from 
republicans, the much anticipated bill was signed into law on 
January 2, 2011 by President Barack Obama. 

The Health Bill, formally known as the James Zadroga 9/11 
Health and Compensation Act, after a New York police De-
tective  who passed away in 2006 after suffering from  com-
plications as a result  of being exposed to toxic plume 
Ground Zero,  will provide: 

•  “$1.8 Billion over the next five years to monitor and treat injuries stemming from exposure to 
toxic dust debris at Ground Zero” 

• “2.5 Billion to re-open the September 11th Victim Compensation Fund for five years to pro-
vide payment for job and economic losses” 

In New York, judge Alvin K. Hellerstein of the  United States District Court in  Manhattan, who is 
presiding over a lawsuit of more  than 10, 000 cleanup and rescue workers developed a payment 
schedule with the lawyers involved so that the settlement terms would have been met by the end 
of January 2011. 

     

 
 

                                                     For all your 

                                 construction 

                & building needs  

                Call Serge today for quality 

                                         work at reasonable prices 

 

   Remodeling                          Home and office Repairs               New Office Construction 

                                                (917) 531-5719 


