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Using a certified EHR technology is clearly becoming an 
obligation as government efforts to enforce compliance 
toughen. 

So far, the Government’s efforts to enforce the adoption of certified EHR technology in ev-
ery practice has been driven by the Meaningful Use mandated in law to receive government 
incentive. However, the next step of regulations is being imposed to encourage providers to 
adapt certified EHR technologies in a form of penalties and regulatory requirements. The only 
choice is left to retire. But, WCH has a solution for you offered in a form of service. Unlike 
other EHR companies that offer product, we are offering full service from creating your own 
practice template to helping you with reporting meaningful use. 
As of 2015, providers who have not adopted EHR technologies start to see Payment Adjust-
ments in their Medicare fee schedule -1% penalties of Medicare payments in 2015  -2% in 
2016, -3% in 2017.
The penalties are expected to grow incrementally up to 5% in the coming years. Other efforts 
to drive medical providers to use certified EHR are being made by enforcing regulations on 
controlled substance prescribing. In the state of New York, providers that prescribe controlled 
substances are being backed into a corner unless they use electronic proscribing. Effective 
March 27, 2015, electronic prescribing is mandatory when prescribing even for controlled 
substances. 

Using an EHR is no longer
a choice, it is an obligation!

Our EHR in collaboration of DRFIRST 
provides full electronic prescribing and 
control substances for our users. 
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Clearly, more and more efforts are being made to shift the requirement of adopting and im-
plementing the use of a Certified EHR system into a mandate. Medical providers nationwide 
are realizing that government’s efforts to enforce the use of a certified EHR will soon become 
a requirement, as in the case of some states such as Minnesota and Massachusetts 
The state of Minnesota will provide the rest of the states with and interesting example to fol-
low.   According to the Minnesota 2015 Interoperable EHR Mandate, the government is trying 
to achieve the following Potential benefits of compliance: increased efficiency and quality out-
comes, improved ability to avoid adverse events; and timely access to information from your 
patients’ EHR providers. Other states are said to be watching the state of Minnesota closely, 
to study the impact of the mandate and its results and potentially following the lead of the 
state to create a government mandated EHR use.    
The state of Massachusetts, took it one step furfure to strongly encourage the use of EHR. 
In the state of Massachusetts, a state EHR mandate requires physicians to show they know 
how to use an EHR by 2015; otherwise they are at a risk of losing of their license to practice in 
Massachusetts. Similarly, hospitals could lose their state operating certificates. 
After studying the trend of government efforts to strongly “encourage” the use of EHR tech-
nologies on providers, it seems that soon enough every provider will be obligated to use a 
certified EHR system. Although adapting and implementing a certified EHR system in your 
practice might seem like a lot of work, WCH will make your process simple and comfortable. 
You already trust WCH with the most essential part of your business- your billing, trust WCH 
now with your EHR. 
WCH iSmart EHR is a certified product Stage 1 & 2 that will provide your practice with less 
hassle, no additional cost for features and consistency throughout your busy day. 

Join our happy clients, become WCH EHR user today!
Simply contact olga at olgak@wchsb.com or directly at 718-934-6714 ezt 1201. 

mailto://olgak@wchsb.com
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Meaningful Use Penalties
Beginning January 5th, 2015 about 257,000 Medicare eligible professionals (EPs) started to 
face meaningful use penalties for 2013 reporting period. According to CMS officials. EPs must 
have successfully attested for Meaningful Use on or before Oct. 1, 2014 in order to avoid a 
penalty in 2016.  Since 2013, WCH has been informing our clients on numerous occasions 
about the upcoming penalties. Account representatives have been in touch with every client 
explaining the importance of obtaining our EHR and using it correctly to avoid penalties in 
2015. Some clients listened while others decided to delay their decision for too long. Those 
clients that had obtained the services of WCH EHR have been receiving help from our staff 
with reporting meaningful use and PQRS measures. 

If your practice is still operating without a trusted EHR 
vendor, let WCH help you with this important service.

CMS officials are mailing letters out to those EPs affected by the penalty in 2015 containing 
instructions for the EPs to apply for possible considerations. EPs must send their response 
back to CMS through the end of February 2015. Time is running out, contact WCH to get our 
EHR product and service. 
Medicare and Medicaid EHR Incentive Programs include three stages with increasing require-
ments for participation. All providers begin participation by meeting the Stage 1 requirements 
for a 90-day period in their first year of meaningful use and a full year in their second year 
of meaningful use. After meeting the Stage 1 requirements, providers will then have to meet 
Stage 2 requirements for two full years. Eligible professionals participate in the program on 
calendar year, while eligible hospitals and CAHs participate according to the Federal fiscal 
year.
Visit the CMS Meaningful Use page for more information and to read CMS meaningful use 
regulations.

http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Meaningful_Use.html
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• Meaningful Use Stage 1 only lasts one year.

No, for EPs that started in 2012 or later, you must be Meaningful Use Stage 1 for two 
years, and receive incentive payments for each year. See our Meaningful Use Timeline for 
a thorough explanation of the stages.

Not quite sure what’s involved in Meaningful Use Stages?

Review Meaningful Use summary of the common misconceptions about both
Stage 1 and Stage 2.

• Not attesting for Meaningful Use will have no impact on my income other than missing out 
on the incentive payment.

Unfortunately, it will have an impact. 2014 meaningful use performance will be the  basis 
for 2016 Medicare payment adjustments. For EPs, this could mean a 2% reduction in 
Medicare payments, which equates to thousands of dollars for the average practice.



7    WCH Corner Winter 2015 WCH Bulletin
www.wchsb.com

• I don’t have to attest for Meaningful Use Stage 2 if I’ve al-
ready attested for Stage 1.

At this time there is no guidance from CMS that states that 
the Meaningful Use program has an end and it certainly 
does not end at Stage 1 or even Stage 2. Based on what 
we know today, not participating in new stages of Mean-
ingful Use will result in progressively increasing payment 
adjustments (penalties) that begin in 2015 and loss of any 
incentive payments.

• If I’m attesting for both PQRS and MU, I have to manage 
each program separately.

No, you can attest to the same Clinical Quality Measures 
(CQMs) for both PQRS and MU simultaneously via a CMS 
compliant file submitted in early 2015.

Core and Menu Objectives for MU 
Stage 1 vs Stage 2
Stage 1 established a core and menu 
structure for objectives that providers had to 
achieve in order to demonstrate meaningful 
use. Core objectives are objectives that 
all providers must meet. There are also a 
predetermined number of menu objectives 
that providers must select from a list and 
meet in order to demonstrate meaningful 
use.

Stage 2 retains this core and menu structure 
for meaningful use objectives. Although some 
Stage 1 objectives were either combined or 
eliminated, most of the Stage 1 objectives 
are now core objectives under the Stage 2 
criteria. For many of these Stage 2 objectives, 
the threshold that providers must meet for 
the objective has been raised. 

List of core and menu objectives for both 
stages, and CQMs can be found here:

• Stage 1 vs Stage 2 Comparison Table for 
Eligible Professionals

• Stage 2 Overview Tipsheet

• Clinical Quality Measures

Bizarre ICD -10 Code

V97.33XD -  Sucked 
into jet engine, sub-
sequent encounter

https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/Stage1vsStage2CompTablesforEP.pdf
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/Stage1vsStage2CompTablesforEP.pdf
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/Stage2Overview_Tipsheet.pdf
http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/ClinicalQualityMeasures.html
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Avoiding the Meaningful Use Penalty: 
Register and Attest CMS for MU
You must register with CMS to state your intention to satisfy the MU requirements and attest 
to avoid MU penalty. Registration allows CMS to verify your identity and provide you the 
ability to attest.  To register and attest, log into the CMS Meaningful Use Attestation webpage.

Start achieving Meaningful Use NOW!

By successfully completing Stage 1 Meaningful Use requirements in 2015
reporting period, you’ll avoid a 2% Medicare penalty in 2017.

Payment Adjustments penalties are expected to grow incrementally up to 5% in the coming 
years, Get a certified EHR today and not lose your Medicare revenue.

WCH can help you start your reporting period with an EHR 
that’s Certified for Meaningful Use Stage 1 and Stage 2.

Easy access to medical charts

High level of security

Up to 50% efficiency growth

https://ehrincentives.cms.gov/hitech/login.action
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Don’t lose your Medicare
Billing Privileges

Providers that fail to update their service location addresses within 30 days of 
starting to see patients at the new location, face the potentially more costly 
penalty of being unable to bill the Medicare program at all for up to two years. 
Don’t wait for Medicare to send you revalidation notice, upate your practice on 
your own. WCH credentialing services can take over this important process.

Medicare conducting unexpected on-site inspections, if it is determined the 
provider of service is no longer in that practice location, then Medicare may 
revoke privileges altogether. Medicare providers must alert contractors of a 
change in practice location within 30 days, or risk revocation from Medicare for 
up to two years. We Can Help! 

WCH Credentialing specialist understands that medical providers are trying to 
keep pace with a lot, and often it is not of intent that they didn’t update what 
seems to be an insignificant detail such as a service location. This “insignificant 
“detail could potentially mean losing money by getting their Medicare revenue 
taken away simply for not updating information on time. 

We Can Help make the processes easy and pain free. While providers focus on 
attending to patient’s needs, WCH takes care of the necessary paper work to 
ensure providers files are error free. Providers need to just pick up the phone 
and call a WCH designated Credentialing specialist to request to initiate a 
change of address form. WCH specialist will work with any type of provider and 
assist in submitting the appropriate forms and see to it that it processes in a 
timely manner with the correct and update information. 

If you have not updated your service locations in a while, contact WCH 
credentialing specialist to avoid the risk of having your Medicare number 
revoked and losing revenue. 

Missing one update of your practice location could mean 
that you could be at risk to lose your Medicare billing 
privileges which means losing Medicare revenue.

Bizarre ICD -10 Code

W51.XXXA -  Accidental strik-
ing against or bumped into by 
another person, sequela. 
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Urgent Care the business model
of today!
Driven by patient demand, 
Urgent care seeks to provide 
a convenient, accessible 
and affordable yet very 
high quality service patient 
care. As the United States 
suffers from a primary care 
physician shortage that 
cannot meet the demand 
for healthcare, Urgent Care 
Centers are the new business 
model that serves the need 
of the patients and makes 
the payers happy.  
According to the Urgent 
Care Association of America 
(UCAOA), 85 percent of 
urgent care centers expected 
an increase in the number of 
patient visits in 2012, while 
nearly 40 percent of such 
centers sought to either 
expand current facilities or 
add additional locations. 
Oliver Wyman conducted 
a national online survey of 
2,019 individuals spanning 
all demographic and 
health segments. He found 
significant interest in new, 
retail-oriented forms of care.

Among his findings, he 
concluded that Consumers 
are willing to receive a wide 
array of services at walk-in 
clinics or urgent care centers.
Urgent care is a consumer-
driven phenomenon that fits 
well in the 21st century with 
its emphasis on delivering 
greater convenience, 
accessibility, hours and 
service at a lower cost than 
emergency rooms and other 
health care options.
Urgent Care Center 
business model has been a 
successful entity; WCH has 
had the privilege to assist in 
developing many urgent care 
centers from the emergence 
of the business model. 
Therefore, WCH has a great 
experience establishing tens 
of successful Urgent Care 
Centers. WCH has helped 
many of its Urgent Care 
clients take the necessary 
steps to start and grow 
successful and thriving 
Urgent Care Centers that 
cater to patients need with 
high quality care and easily 
assessable service.

WCH urgent care team has 
the knowledge and exper-
tise in applying for Urgent 
Care contracts, obtaining 
the required certifications, 
negotiating rates and pre-
paring for site visits and 
later can help with taking 
over the billing process to 
deliver maximum  eligible 
reimbursement.  

According to an Outlook 
Model report, Hospitals, 
health systems, corporate 
chains, franchises and 
independent entrepreneurs 
will continue to seek 
growth and partnership 
opportunities. If you are 
interested in unlimited 
business opportunities, 
contact WCH experts today to 
get a consultation on opening 
up an Urgent Care Center. 

Contact our dedicated team
at olgak@wchsb.com

mailto://olgak@wchsb.com
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WCH speaking at the upcoming 
Urgent Care Conference in Chicago 
on April 2015. 
Olga Khabinskay COO has been contributing 
to the success of WCH in terms of sharing the 
expertise gained by her extensive experience 
in medical billing and credentialing. Over the 
past five years, Olga has been representing 
WCH Service Bureau’s excellence in the 
field of Healthcare. She has been invited to 
speak at many healthcare related events 
in relation to credentialing and billing on 
a verity of topics, specialties and business 
models. Olga is always available to speak at 
workshops, conferences, or provide insight to 
the most common issues that are going on in 
healthcare as well as provide consultations. 

Urgent care association of America has 
invited Olga to present at their annual 
urgent care conference in April. Olga will 
be presenting information about starting 
up Urgent Care Centers, in addition she will 
share billing tips for facilities that want to 
increase their reimbursement. 

Interested in attending?

See the details.

http://www.eventscribe.com/2015/UCAOA/aaSearchByDay.asp?h=Full%20Schedule&BCFO=P|G|PChttp://www.eventscribe.com/2015/UCAOA/aaSearchByDay.asp?h=Full%20Schedule&BCFO=P|G|PC
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Mandatory Electronic Prescribing 
 Effective
March 27, 2015

Electronic prescribing is a paperless process.
A prescription generated on an electronic system that is printed out to the Official New York 
State Prescription form or faxed is NOT an electronic prescription.
Beginning March 27, 2015, all prescriptions, including all controlled substances, must be 
transmitted electronically – paper prescriptions will no longer be acceptable (there are ex-
tremely rare exceptions not generally applicable for most dentists).

Three New Requirements for  Prescription Drugs In Effect.

Electronic Prescribing of Controlled Substances.

CMS Will Fingerprint Medicare 
 Contractor Owners

The Centers for Medicare and Medicaid Services will start conducting fingerprint-based 
background checks on owners of durable medical equipment, home health and hospice 
contractors who submit claims to Medicare.
The initiative, authorized under enhanced enrollment screening provisions in the Affordable 
Care Act, is designed to better fight fraud. Background checks will be required for all 
individuals with five percent ownership or more “in a provider or supplier that falls under the 
high risk category,” according to CMS.
CMS will apply the high risk category to newly enrolling providers and suppliers who are 
handling DME, prosthetics, orthotics and related supplies, as well as existing providers and 
suppliers elevated to high risk based on screening regulations. The background checks will 
aid in detecting “bad actors” attempting to enroll in the Medicare program and to remove 
those currently enrolled, according to the agency.
Medicare Administrative Contractors will send notification letters to applicable providers 
and suppliers that list the owners that must be fingerprinted within 30 days, along with 
information on a contractor who can take the prints. Individuals will pay the cost of 
fingerprinting.
Fingerprints will be passed on to the FBI to compile background histories. More information 
is available here.

Joseph Goedert
JAN 20, 2015

http://www.4thdds.org/files/3013/6491/0341/I-STOP_Announcements__Update.pdf
https://www.health.ny.gov/professionals/narcotic/electronic_prescribing/
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/SE1417.pdf
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DID YOU KNOW?
Medicare Penalties Starting 
to Take a Toll on Hospitals. 

More than three dozen hospitals across the U.S. will 
be penalized more than 3% on most of their CMS 
reimbursements in 2015, the first year in which 
the agency’s three (3) Medicare quality and safety 
incentive programs will be in effect. New this year is a 
1% penalty on all Medicare revenue if a hospital falls 
into the bottom quartile in performance on hospital 
acquired conditions, or HACs, such as urinary catheter 
infections. 

The escalating penalties are drawing fire from 
advocates for teaching hospitals and critical-access 
hospitals, which are disproportionately represented 
among the worst-performing hospitals. Critics argue 
that the CMS programs need to be refined to ensure 
they are not creating additional hardships and adverse 
comparisons. Some hospital leaders warn that the 
combined cuts across all Medicare penalty programs 
may have a cascading effect on services and may 
actually lead to reduced quality.

Unless Congress reverses the programs, an unlikely 
event, higher penalties are expected in coming years. 
The combined financial impact is expected to be 
sizeable. By 2017, the combined penalties for HAC 
30-day readmissions and value-based purchasing will 
put as much as 5.5% of inpatient Medicare payments 
at risk.

Medicare “Doc Pay” Data 
Being Used to Bolster Fraud 
Cases.:

Last year’s public release of Medicare payments to 
physicians (“doc pay”) yielded numerous news stories 
concerning physician salaries. With the recent news 
of the indictment of a Florida cardiologist whom the 
media last year publicized as being Medicare’s second 
highest paid physician, physicians worry about doc pay 
data yielding fraud cases. 

Opponents of publicizing the data, including the Amer-
ican Medical Association, argued that it could invade 
doctors’ privacy and be misinterpreted by the public 
and the media. For instance, in the case of the Florida 
cardiologist, the reimbursements attributed to him 
– $18 million – actually reflect payments to his entire 
practice, which is comprised of 10 doctors in 6 medi-
cal facilities, even though the claims were submitted 
under his individual Medicare number. 

Legal experts have repeatedly expressed that billing 
the federal healthcare program for unusually high 
sums is not in and of itself an indication of fraud and 
that the doc pay data is insufficient to lead to a lawsuit 
against a highly paid doctor. However, that data could 
be used to bolster cases that whistle-blowers bring 
to lawyers based on other sources of information. 
Although the impact of the release of doc pay data 
remains to be seen, it is clear that it is being used by 
both lawyers and watchdog groups in a variety of ways 
and for multiple purpose.

False Claims Act Litigation 
Targets Auditors.:

The U.S. Attorney for the Northern District of New York 
announced that the Research Foundation for the State 
University of New York has agreed to pay $3.75 million 
to resolve allegations that its Center for Development 
of Human Services (CDHS) violated the False Claims 
Act by manipulating audits it performed of federal-
ly funded health care programs in NYS. In 2007, the 
Research Foundation entered into a contract with the 
NYS Department of Health to review and report to the 
federal government information concerning eligibility 
for NYS’s Medicaid and Children’s Health Insurance 
Programs (CHIP).  These audits, known as the Payment 
Error Rate Measurement (PERM) and Medicaid Eligibil-
ity Quality Control (MEQC) reviews, were designed to 
measure, among other things, errors in local determi-
nations of which NYS residents were eligible to receive 
Medicaid and CHIP benefits during the period 10/1/07 
through 9/30/08. The settlement resolves allegations 
that CDHS manipulated both PERM and MEQC au-
dits by prescreening and altering the cases selected 
for inclusion in what were supposed to be random 
sample reviews of Medicaid and CHIP eligibility deter-
minations. The government’s case was triggered by a 
whistleblower lawsuit that was filed under the qui tam 
provisions of the False Claims Act, which allows private 
persons, known as “relators,” to file civil actions on 
behalf of the United States and share in any recovery. 
The relators in this case will receive $825,000, which is 
22% of the settlement proceeds.

If you have any questions, please contact 
Mathew Levy, Esq., at 516 -294-5432.
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U.S. to Overhaul Medicare 
Payments to Doctors, Hospitals
The Obama administration will make historic 
changes to how the U.S. pays its annual $3 
trillion health-care bill, aiming to curtail a 
costly habit of paying doctors and hospitals 
without regard to quality or effectiveness.
Starting next year Medicare, which covers 
about 50 million elderly and disabled 
Americans, will base 30 percent of payments 
on how well health providers care for 
patients, some of which will put them at 
financial risk based on the quality they 
deliver. By 2018, the goal is to put half of 
payments under the new system.
For doctors and health facilities, the system 
will tie tens, and then hundreds, of billions 
of dollars in payments to how their patients 
fare, rather than how much work a doctor 
or hospital does, lowering the curtain on 
Medicare’s system of paying line-by-line for 
each scan, test and surgery.

“We believe these goals can drive 
transformative change,” Sylvia Mathews 
Burwell, secretary of the Health and Human 
Services Department, said in the statement.
The program would be a major shift for 
hospitals, health facilities and physicians, 
eventually more than doubling the reach of 
programs that the U.S. said has saved $417 
million and that have been a model for how 
the government hopes to influence, and slow 
down, health spending.
Medicare paid about $362 billion to care 
providers in 2014, the health department 
said in a statement, making it the biggest 
buyer of health care services in the U.S. 
Paying separately for each procedure, called 
“fee-for-service,” has long been viewed as 
an inefficient driver of U.S. health spending, 
which at more than 17 percent of gross 
domestic product is the highest in the world.

Broad Reach

The Obama administration’s announcement 
today is the first time the government has 
ever set specific goals to steer the nation 
away from fee-for-service payments.
Medicare’s practices are often echoed by 
private insurers who cover 170 million Amer-
icans. If the U.S.’s plan is successful, non-el-
derly consumers could eventually see cost 
savings, though they may also find that doc-
tors and hospitals offer fewer services as they 
seek to cut waste and maintain profits.

Doctors and hospitals are already facing 
changes under the Patient Protection and 
Affordable Care Act, or Obamacare. About 
20 percent of Medicare spending is now paid 
through programs in which health-care pro-
viders either take some financial risk for their 
performance or at least collect and report 
measures of their quality, the health depart-
ment said. Expanding that figure was a key 
goal of the the law.

Bizarre ICD -10 Code

Z99.89 -  Dependence on en-
abling machines and devices, 
not elsewhere classified.
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At Risk

“The people who are delivering care are 
increasingly at financial risk for the services 
that are being rendered,” Dan Mendelson, 
CEO of Avalere Health, a Washington 
consulting firm, said in a phone interview. 
“It’s increasingly likely the physician or the 
hospital is going to make more money if they 
provide less care.”
The country’s main lobbying groups for 
doctors and hospitals said they were on 
board, at least with the broad idea behind 
the overhaul.

“We support secretary Burwell’s goals and 
plans,” said Maureen Swick, a representative 
of the American Hospital Association.
Robert Wah, president of the American 
Medical Association, said that physicians 
were worried about additional bureaucracy. 
“This idea that we’re talking about delivery 
reform and setting up a system of delivery 
reform, we’re very supportive of that,” Wah 
said in an interview in Washington. “The 
details will be important to see.”

Industry Reaction

Burwell met with about two dozen 
health industry officials this morning 
to brief them on the administration’s 
plan. Participants included executives of 
Verizon Communications Inc., Boeing Co., 
UnitedHealth Group Inc., Anthem Inc. and 
representatives of large hospital chains and 
physician organizations.
The Affordable Care Act, often criticized by 
its opponents for not doing much to control 
health-care costs, created several programs 
the Obama administration now plans to 
rely upon to end fee-for-service payments. 

For example, the law penalizes hospitals 
with high rates of readmissions of Medicare 
patients within 30 days of discharging them, 
and encourages doctors and hospitals to 
band together and closely coordinate their 
care, with the aim of reducing redundancies 
and inefficiency.
Those programs have saved about 50,000 
lives and reduced health-care spending 
by about $12 billion, based on preliminary 
estimates, the health department said.

References

To contact the reporter on this story:
Alex Wayne in Washington at awayne3@bloomberg.net

To contact the editors responsible for this story:
Crayton Harrison at tharrison5@bloomberg.net Drew Armstrong

Bizarre ICD -10 Code

S10.87XA -  Burn due 
to  water-skis on fire,     
 subsequent encounter.
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News by State

Waivers and Exceptions from the 
ERX Mandatory Prescribing
Are any specific specialties or fields 
excluded from the requirement to 

electronically prescribe prescriptions?

Only veterinarians are excluded by nature of their 
license. All other practitioners are required to issue 
electronic prescriptions unless granted a waiver or 
meeting one of the limited situational exceptions. In 
addition, practitioners who are not veterinarians may 
be excluded if they meet the criteria defined within 
Article 2A Section 281 of the Public Health Law and 
Section 80.64 Title 10 Part 80 Rules and Regulations on 
Controlled Substances. Please review this section of 
the law and regulations, which may be accessed from 
the following links: Article 2A - Section 281 and Title 10 
Part 80 Section 80.64

What exceptions are there from 
the requirement to electronically 

prescribe?

The following is a list of exceptions from the 
requirement to electronically prescribe and may be 
accessed from the following link: Article 2A - Section 
281.

• Prescriptions issued by veterinarians

• Prescriptions issued in circumstances where 
 electronic prescribing is not available due to 
 temporary technological or electrical failure

• Prescriptions issued by a practitioner under 
circumstances where the practitioner reasonably 
determines that it would be impractical for the 
patient to obtain substances prescribed by elec-
tronic prescription in a timely manner, and such 
delay would adversely impact the patient’s medical 
condition. In addition to these circumstances, the 
quantity of controlled substances cannot exceed 
a five day supply if the controlled substance were 
used in accordance with the directions for use.

• Prescriptions issued by a practitioner to be dis-
pensed by a pharmacy located outside the state.

• Practitioners who have received a waiver or a 
renewal thereof for a specified period determined 
by the commissioner, from the requirement to use 
electronic prescribing.

Can practitioners apply for a 
waiver from the requirement 
to electronically prescribe? New 
York State Department of Health 
Page 14 Bureau of Narcotic 
EnforcementElectronic Prescribing 
of Controlled Substances Frequently 
Asked Questions.

The Prescription Drug Reform act- Chapter 447 of 
the laws of 2012 and Title 10 Part 80 of the Official 
Compilation of Codes, Rules and Regulations of 
the State of New York (§80.64(c)(3)) allows the 
Commissioner of Health to grant a practitioner a 
waiver, not to exceed a time period of one year, from 
the requirement to electronically prescribe. Waivers 
may be granted based upon a showing of economic 
hardship, technological limitations that are not 
reasonably within the control of the practitioner, or 
other exceptional circumstance demonstrated by the 
practitioner.

I already have a waiver from the 
requirement to consult the Prescrip-
tion Monitoring Program Registry. Am 
I exempt from electronic prescribing 
since I have this waiver?

No. A separate waiver is required. The Prescription 
Drug Reform act- Chapter 447 of the laws of 2012 
and Title 10 Part 80 of the Official Compilation of 
Codes, Rules and Regulations of the State of New 
York (§80.64(c)(3)) allows the Commissioner of Health 
to grant a practitioner a waiver, not to exceed a time 
period of one year, from the requirement to elec-
tronically prescribe. Waivers may be granted based 
upon a showing of economic hardship, technological 
limitations that are not reasonably within the control 
of the practitioner, or other exceptional circumstance 
demonstrated by the practitioner.
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Questions and Answers

Do I have to ePrescribe as a NY practitioner? 

Can’t I still use my prescription pads?

Thank you for Tuesday’s email on the ePrescribing.  I was not aware.  
My question is, if I want to use my paper prescriptions, can I? I do not 
prescribe any controlled substance nor do any injections. Do i still need to 
keep DEA license for credentialing purpose?

Pursuant to NYS law, after March 27, 2015 you can only use your Official New York State Pre-
scriptions if such prescription is:

(a) issued by veterinarians;

(b) issued in  circumstances where   electronic   prescribing  is  not  available  due  to  tempo-
rary technological or electrical failure, as set  forth  in  regulation; 

(c) issued  by practitioners who have received a waiver or a renewal thereof for a specified pe-
riod determined by the commissioner, not to exceed one year, from the requirement to use 
electronic prescribing, pursuant to a process  established  in regulation by the commissioner, 
in consultation with  the  commissioner  of  education,  due   to   economic   hardship, tech-
nological  limitations that are not reasonably within the control of the practitioner, or other 
exceptional circumstance demonstrated by  the practitioner; 

(d)  issued  by a practitioner under circumstances where, notwithstanding the practitioner’s 
present ability to make an electronic prescription  as  required  by  this  subdivision,   such   
practitioner reasonably  determines  that  it would be impractical for the patient to obtain 
substances prescribed by  electronic prescription  in  a  timely manner,  and  such  delay  
would  adversely impact the patient’s medical condition, provided that  if  such  prescription  
is  for  a  controlled substance,  the quantity of controlled substances does not exceed a five 
day supply if the controlled substance were used in accordance with  the  directions for use; 
or

(e) issued by a practitioner to be dispensed by a  pharmacy located outside the state, as set 
forth in regulation.  
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Hiring a Medical Student to help with practice ok?

I would like to hire a medical student for my practice, is that ok?

Yes, of course, depending on what job responsibilities you are tasking the med-
ical student with.  A medical student is an unlicensed person and someone who 
is not authorized to provide “medical services”.  So long as the medical student 
is limited in their participation, no patient touching, no unauthorized patient 
interaction, no unauthorized chart access, prescription involvement, etc. their 
assistance at the practice is ok.  The AMA discusses this issue as well in an Ethics 
Opinion, mainly discussing patient consent, see below -  
Opinion 8.087 - Medical Student Involvement in Patient Care
(1) Patients and the public benefit from the integrated care that is provided by 
health care teams that include medical students. Patients should be informed of 
the identity and training status of individuals involved in their care and all health 
care professionals share the responsibility for properly identifying themselves. 
Students and their supervisors should refrain from using terms that may be 
confusing when describing the training status of students.
(2) Patients are free to choose from whom they receive treatment. When med-
ical students are involved in the care of patients, health care professionals 
should relate the benefits of medical student participation to patients and 
should ensure that they are willing to permit such participation. Generally, at-
tending physicians are best suited to fulfill this responsibility.
(3) In instances where the patient will be temporarily incapacitated (eg, anes-
thetized) and where student involvement is anticipated, involvement should be 
discussed before the procedure is undertaken whenever possible. Similarly, in 
instances where a patient may not have the capacity to make decisions, student 
involvement should be discussed with the surrogate decision-maker involved in 
the care of the patient whenever possible. (V, VII)

Issued June 2001 based on the report 
“Medical Student Involvement in Patient Care,” 
adopted December 2000 (J Clin Ethics. 2001;12:111-15).
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Non NY doc writing scrip for NY patient and reverse...

My state does not require that I eprescribe, so I do not.  I have NY patients.  Do I have 
to eprescribe for them at their local pharmacies? 

Dr. L, you are not required to eprescribe for NY patients if you are not practicing in NY.  A 
paper scrip is fine.  

Answers from NYS DOH

I am not licensed or practicing in New 
York, but have a patient who uses a 
pharmacy in New York. Do I have to 
register my certified EPCS software 
application with BNE to send electronic 
prescriptions for controlled substances to 
pharmacies in the state of New York?

Practitioners who are not practicing in New 
York State are not required to register their 
certified EPCS software application with BNE. 
They must follow their state’s law and regula-
tions.

Can I send an electronic prescription for 
a controlled substance to an out-of-state 
pharmacy?

You may or may not be able to depending 
upon the laws of that state. The pharmacy 
must dispense the prescription following the 
laws of the state in which the prescription is 
being dispensed.

For more information on ePrescribing, visit 
www.health.ny.gov.

Increased Medicaid Payment for Primary Care

Do allergists qualify for higher Medicaid payment under this regulation?

CMS recently received information from 
the American Board of Medical Specialties 
 attesting that the American Board of Allergy 
and Immunology (ABAI) is an ABMS-recog-
nized subdiscipline of the American Board of 
 Pediatrics and the American Board of Internal 
Medicine.
Specifically, the ABAI is a conjoint board of 
the American Board of Pediatrics (ABP) and 
the American Board of Internal medicine 
(ABIM). All physicians certified by the Board 
of Allergy and Immunology must first be 
board certified by either ABP or ABAI.  Medical 
specialists certified by the Allergy and 
 Immunology Board remain subspecialists of 
Internal Medicine and Pediatrics.

However, it is possible that some holders of 
a certificate from ABAI will not have a current 
certificate in Internal Medicine or Pediatrics 
because some diplomats of the ABP and 
ABIM who hold subspecialty certificates are 
not required to maintain their primary certif-
icates.
The ABMS was concerned that these diplo-
mats might be excluded from eligibility for 
higher payment under a strict interpretation 
of the rule even though they do act as their 
patients’ primary care provider in many cases 
and urged that CMS formally recognize that 
diplomats of ABAI are, in fact subspecialists in 
Internal Medicine and Pediatrics and eligible 
for higher payment up to the Medicare rate.
Based on this information, CMS agrees that 
allergists are eligible for higher payment 
 under the rule.

https://www.health.ny.gov/professionals/narcotic/electronic_prescribing/docs/epcs_faqs.pdf
https://www.health.ny.gov/professionals/narcotic/electronic_prescribing/docs/epcs_faqs.pdf
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Sharing Our Holiday Moments
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FEEDBACK
Your feedback is very important to us! 

In our continued dedication to improve, we want your feedback, opinions, 
ideas, news and comments. Please send us your feedback today.

Let us know what you would like to read in our next issue, share with us your 
ideas and thoughts.

Simply Email your comments to us at  nanak@wchsb.com

Thank you!

mailto://nanak@wchsb.com

