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The opinions expressed in this presentation and on the
following slides are solely those of the presenter and
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accurate information, but the accuracy or reliability of
the information provided is not guaranteed and errors
and omissions can occur. This presentation is intended
for educational purposes only and does not replace
independent professional or clinical judgement.
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Sources

Medicare Learning Network:
OSE1101, SE1601, SE 1602, SE1603
ODocumentation Job Aid for Chiropractic Doctors

Medicare Benefit Policy Manual, Ch. 15, section 240

Medicare Claims Processing Manual, 100-4, Chapter 30

(ABN Guidelines)

42 Code of Federal Regulations 489.2

“Provider is presumed to have knowledge of published Medicare

coverage rules.”

Article Information

General Information

Article ID
A57889

Article Title
Chiropractic Services - Medical Policy Article

Article Type
Article

Original Effective Date
01/01/2020

Revision Effective Date
N/A

CPT codes, descriptions and other data only are copyright 2023 American
Medical Association. All Rights Reserved. Applicable FARS/HHSARS apply.

Fee schedules, relative value units, conversion factors and/or related
components are not assigned by the AMA, are not part of CPT, and the
AMA is not recommending their use. The AMA dees net directly or indirectly
practice medicine or dispense medical services. The AMA assumes no
liability for data contained or not contained herein.

Current Dental Terminclegy © 2023 American Dental Association. All rights
reserved.

Copyright @ 2024, the American Hospital Association, Chicago, Illincis.
Reproduced with permissien. No portion of the American Hospital
Association (AHA) copyrighted materials contained within this publication
may be copied without the express written consent of the AHA. AHA
copyrighted materials including the UBCI04 codes and descriptions may not
be remowved, copied, or utilized within any software, product, service,
solution or derivative work without the written consent of the AHA. If an
entity wishes to utilize any AHA materials, please contact the AHA at 3120
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Medicare

® CMS is "Centers for Medicare & Medicaid Services"

® Prior to 2001, it was HCFA, the "Healthcare Finance
Administration"

® Medicare covers 55 million Americans, about 17
percent of the U.S. population.

® Medicare sets the standard for the health insurance
industry

¢ Even if you refuse to deal with them, you need to
know what they're thinking!

o7

Medicare

Part A — Hospital/inpatient coverage

Part B — physician/outpatient coverage

® Part C — MedAdvantage, HMO, replacement
Part D — Prescription drug coverage

MediGap/supplemental — covers copay and sometimes
deductible

Secondary — may cover non-covered services

2024 Deductible - $240 2024 Premium - $174.70/month  _,
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Participation

Participation

Enrollment forms:
855-1 Individual
855-B Corporation
855-R Employee Doctors of Corporation
855-S Durable Medical Equipment suppliers

Welcome to the Medicare Provider Enroliment, Chain, and Ownership System (PECOS)

(*) Red asterisk indicates a required field.

PECOS supports the Medicare Provider and Supplier enrollment process by allowing registered users to securely and
electronically submit and manage Medicare enrollment information.

New to PECOS? View our videos at the bottom of this page.

LSERLORIN BECOME A REGISTERED USER
You may register for a user account if you are: an
Individual Practitioner, Authorized or Delegated Official
for a Provider or Supplier Organization, or an individual
who works on behalf of Providers or Suppliers.

Pleaze use your |&A (Identity & Access Management
System) user ID and password to log in.

* User ID

Ragictar far 2 11sar arcmint
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Participation

Should you participate?

PAR agrees to 4 things:
¢ Accept assignment
¢ Accept Medicare charge as payment in full
® Collect deductible and coinsurance
® Renew PAR status automatically annually

Chiropractors may not “opt out”

11

Participation

PAR get the following “perks”
5% higher reimbursement than non-PAR
Payment within 2 weeks

Provider Directory listing (MEDPARD)
Medigap crossover

Non-PAR

® You can charge 15% more than the "allowed amount”,
called the "limiting charge” (if you don’t accept assignment) _

12

Medicare Remittance Notice with each claim

9/11/2024
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Participation

Extra tips:

® All new enrollees and those changing anything
(phone number, etc) must accept payment by EFT
(must recertify every 5 years).

® Note that, as part of the agreement, Medicare may
be allowed to pull money out of the account in the
event of overpayment.

® Mitigate your risk by creating a separate account
just for Medicare and pull the money out, leaving a
minimum balance of $50-$100.

Medicare Benefit Policy Manual

Chapter 15 — Covered Medical and Other Health
Services

240 - Chiropractic Services - General
(Rev. 1, 10-01-03)
B3-2250, B3-4118

The term “physician” under Part B includes a chiropractor who meets the specified
qualifying requirements set forth in §30.5 but only for treatment by means of manual
manipulation of the spine to correct a subluxation.

9/11/2024
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A Medicare Administrative Contractor (MAC) is a private health care insurer that has been
awarded a geographic jurisdiction to process Medicare Part A and Part B (A/B) medical claims or
Durable Medical Equipment (DME) claims for Medicare Fee-For-Service (FES) beneficiaries. CMS
relies on a network of MACs to serve as the primary operational contact between the Medicare
FFS program and the health care providers enrolled in the program. MACs are multi-state,
regional contractors responsible for administering both Medicare Part A and Medicare Part B
claims. MACs perform many activities including;:

* Process Medicare FFS claims

* Make and account for Medicare FFS payments

* Enroll providers in the Medicare FFS program

* Handle provider reimbursement services and audit institutional provider cost reports

* Handle redetermination requests (1st stage appeals process)

* Respond to provider inquiries

* Educate providers about Medicare FFS billing requirements

* Establish local coverage determinations (LCD’s)

* Review medical records for selected claims

* Coordinate with CMS and other FFS contractors h

Medicare Administrative Contractors
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Local Coverage Article: ] )
cHirorrAcTIC Services — Medical Policy Article (A57889)

Article - Billing and Coding: Chiropractic Services (A56273)

Resource #2 and 3

17

DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Medicare & Medicaid Services

WL Matrers

Official Information Health Care Professionals Can Trust

Resource #4a, 4b, 4c, 4d .

18
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Indications ,,4
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Medical necessity

Medicare definition of medical necessity under Title
XVIII of the Social Security Act, section 1862 (a)(1)(A):

No payment may be made under Part A or Part B for |
any expenses incurred for items or services, which are |
not reasonable and necessary for the diagnosis or

treatment of illness or injury or to improve the

functioning of a malformed body member.

OATs, Treatment Goals, P.A.R.T.

20
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Coverage

® Medicare limits coverage of chiropractic services to
treatment by means of manual manipulation (that is,
by use of the hands) of the spine to correct a
subluxation.

The patient must require treatment by means of
manual manipulation of the spine to correct a
subluxation.

The manipulative services the doctor of chiropractic
provides must have a direct therapeutic relationship
. to the patient’s condition. y

21

Subluxation

A motion segment, in which alignment, movement
integrity, and/or physiological function of the spine are
altered although contact between joint surfaces remains
intact.

* Some common examples of acceptable descriptive
terms for the nature of the abnormalities:
¢ Off-centered, misalignment, malpositioning
Spacing: abnormal, altered, decreased, increased
Incomplete dislocation, rotation
Listhesis: antero, postero, retro, lateral, spondylo

Motion: limited, lost, restricted, flexion, extension, hypermobility,
hypomobility, aberrant

®22

22

11



9/11/2024

Subluxation
Segmental and Somatic Dysfunction
M99.3- Segmental and somatic dysfunction

M99.00 Head region
M99.@1 Cervical region
M99.@2 Thoracic region
M99.@3 Lumbar region
M99.04 Sacral region
M99.@5 Pelvic region
M99.G6 Lower extremity
M99.67 Upper extremity
M99.68 Rib cage

TIP: Consider pointing the M99.0- diagnoses to only
98940-98943 Chiropractic Manipulative Treatment

.
23
Coding considerations

“Subluxation”

* Other ICD-10-CM codes include the word “subluxation,” but it appears that they
are not recognized by payers as indications to justify chiropractic manipulative
treatment.

* Tip: Document “segmental dysfunction” to match the code description. A

Trauma

* The so-called traumatic subluxation codes, S13.1- Cervical, S23.1- Thoracic, S33.1-
Lumbar include “sprain,” and therefore would not be reported on the same claim
as sprains.

PART

* Note that the sample documentation follows the Medicare principle of P.A.R.T.
(which isn’t a bad idea for all payers and regulators)

24
e
24
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Medicare Terminology

Chiropractic Manipulative Treatment- manual
treatment to influence joint and neurophysiological
function |
*The following terms can be used to describe the
manual manipulation:

* Spine or spinal adjustment by manual means

* Spine or spinal manipulation

* Manual adjustment

* Vertebral manipulation or adjustment

®25

Medicare Terminology

*The word “correction” may be used in lieu of “treatment”

* Extraspinal (not covered) includes A
oHead
oLower extremities
oUpper extremities
oRib cage
oAbdomen

13
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Coverage

® Care must provide reasonable expectation of
recovery or improvement of function.

® Doctors of chiropractic are limited to billing three
Current Procedural Terminology (CPT) codes
under Medicare:

® 98940 (chiropractic manipulative treatment;
spinal, one to two regions)

® 98941 (three to four regions)
® 98942 (five regions).

Coverage

® Doctors of chiropractic must use an Acute
Treatment (AT) modifier to identify services that
are active/corrective treatment of an acute or
chronic subluxation.

® The AT modifier, when used appropriately, should
indicate expectation of functional improvement,
regardless of the chronic nature or redundancy of
the problem.

9/11/2024
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Active Treatment

 Acute subluxation- new injury

* Recurrence - previous condition
returns after 30+ days

 Exacerbation — flare up

* Chronic subluxation — permanent
condition, but function can improve

) @29

29

Acute Subluxation

* Patient is being treated for a new injury,
identified by x-ray or physical exam (PART).

* Result of chiropractic manipulation is
expected to be an improvement in, or arrest
of progression, of the patient’s condition.

30

15
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Chronic Subluxation

» “Condition is not expected to significantly improve
or be resolved with further treatment, but where
continued therapy can be expected to result in some
functional improvement.”

* When clinical status has remained stable (no more
objective clinical improvements), it is considered
maintenance therapy.

31

Chronic Sample

300 year old female with chronic low back pain and stage
3 degenerative disc disease

Primary diagnosis = M99.03 Segmental dysfunction
Secondary diagnosis = M51.36 DDD

5 or 6 weeks after a treatment patient loses the ability to
stand for more than 15 minutes w/o pain. No
exacerbation, just gradual onset.

» Treatment goal: enable patient to stand 1 hour w/o pain

32
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Medical Necessity

Some MAC:s specifically state:

“Strains, sprains, nerve pain and functional mechanical
disabilities of the spine are considered to be reasonable and |
necessary therapeutic grounds for chiropractic

manipulative treatment.”

@33

foe
Contraindications
* Relative * Absolute
o Hypermobility o Acute arthropathies
o Severe o Acute fractures
demineralization o Malignancies of spine |
o Benign bone tumors o Infections of spine
Bapine o Myelopathy
o Bleeding disorders o Vertebrobas e
o Progressive insufficiency
radiculopathy syndrome
o Major artery
. aneurysm '

17
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Limitations ,4

H

3‘

Excluded services

* Excluded services are the beneficiary’s responsibility.
* May bill patient without billing Medicare for

o Acupuncture ‘
o Counseling/education i
o Dietary advice or nutritional supplements

o Lab or other diagnostic tests C;L

o Modalities or therapeutic procedures (exercise, ultrasound) ,@' . C)Q

o Office visits 6\“& @Oe’

o Supplies (pillows or vitamins) W 66\6

o Supportive devices (braces, orthotics) &

o X-rays y

18
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Other limitations

*The mere statement or diagnosis of “pain” is not sufficient
to support medical necessity for treatment.

*Precise level of the subluxation must be specified to
substantiate a claim for manipulation of each spinal region.

*The need for an extensive, prolonged course of treatment
should be appropriate to the reported procedure code and
documented clearly in the medical record.

) 37

37

Related Symptoms

*“These symptoms must bear a direct relationship to the level of
subluxation. The symptoms should refer to the spine (spondyle or
vertebral), muscle (myo),bone (osseo or osteo), rib (costo or costal)
and joint (arthro)and be reported as pain (algia), inflammation (itis),
or as signs such as swelling, spasticity, etc. “

“Vertebral pinching of spinal nerves may cause headaches, arm,
shoulder, and hand problems as well as leg and foot pains and
numbness. Rib and rib/chest pains are also recognized symptom:s,
but in general other symptoms must relate to the spine as such.”

® @338

38
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Frequency

Chiropractic manipulation service only reimbursed
once per day

The frequency and duration of chiropractic treatment:
* Must be medically necessary

* Based on the individual patient’s condition and
response to treatment

Medical necessity determines visits, i.e. there is no set
visit limit

Corrective treatment

* Goal driven

Individualized treatment plan

Short term

Measurable progress towards goals
e “Pain” and “subluxation” alone is insufficient
e Use AT modifier with CPT codes 98940-98942

9/11/2024
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Medical Necessity

Coverage will be denied if there is not a reasonable
expectation that the continuation of treatment would
result in improvement of the patient’s condition.

Continued repetitive treatment without a clearly defined
clinical end point is considered maintenance therapy and
is not covered.

@41

Maintenance

Services that seek to

* Prevent disease (wellness care)

* Promote health (wellness care)

 Prolong or enhance quality of life (wellness care)

* Maintain or prevent deterioration of a chronic condition
(supportive care)

Further clinical improvement cannot reasonably be
expected from continuous ongoing care.

Treatment is supportive rather than corrective in nature.
(PRN care)

@42
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Maintenance

Mandatory claim submission

o Requires providers to bill CMS, even if service might
deny (98940-98942)

Do not append AT modifier

Consider using a diagnosis code like:

o Z41.9 Encounter for procedure for purposes other than
remedying health state, unspecified

Obtain ABN and use GA modifier

(more on this later)

Documentation

MLN1232664 Medicare Documentation Job Aid for Chiropractic, March 2022

9/11/2024
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?{‘ U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES

2622 Medicare Fee-for-

Tt

Service Supplemental

Improper Payment
Data

Appendix E: Improper Payment Rates and
Type of Error by Type of Service for Each

Claim Type

Appendix E tables are sorted in descending order by improper payment rate. All estimates in
these tables are based on a minimum of 30 lines in the sample. For a full listing of all services
with 30 or more claims, see Appendix G.

Table E1: Top

Part B Services
(BETOS Codes)

Improper
Payment
Rate

No
Doc

Insufficient
Daoc

Incorrect
Coding

20 Service Type Improper Pavment Rates: Part B

Percentage of Service Type Improper Payvments by Type
of Error

Other

Percent of
Overall
Improper
Paymiernts

Other - non-Medicare 425% | 22.9% - 62.0% 0.0% 98 0% 0.5% 0.4% 1.1% 0.1%
llecschoduls

Chiropractic 313% | 24a3%-383% | 23% #8.5% 41% 4% 1.2% 0.5%
Lab tests - other (non- o o1 e _ 31 1% 1 80 PR ; . s S
Modiare fo¢ achodule) 26.4% | 208%-301% | 38% 91.2% 0.1% 00% | 4.9% 3%
Lak tests - bacterial 26.2% | S8%-466% | 0.0% 100.0% 0.0% 00% | 0.0% 0.1%
cultures

Specialist - other 245% | 17.6%-314% | 32% $0.8% 0.0% 30% 1% 1.9%
Ambulatory 2300 | 104%-356% | T4% 90.8% 0.3% 0.0% 1.6% 0.8%

9/11/2024
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Educational Tool
KNOWLEDGE » RESOURCES » TRAINING

Medicare Documentation Job Aid for Chiropractic Doctors

Resource #5

Initial Evaluation

History

Date of initial treatment

Description of present illness

Symptoms bearing a direct relationship to level of subluxation causing patient to seek

treatment

Family history (if relevant) (recommended)

Past health history (recommended)

Mechanism of trauma (recommended)

Quality and character of symptoms/problem (recommended)

Onset, duration, intensity, frequency, location and radiation of symptoms (recommended)

Aggravating or relieving factors (recommended)

Prior interventions, treatments, medication, and secondary complaints (recommended)
Contraindications (e.g., risk of injury to patient from dynamic thrust, discussion of risk with
patient) (recommended)

Physical examination (PA.R.T.)

Evaluation of musculoskeletal/nervous system through physical examination
Documentation of presence or absence of subluxation must be included for every visit
Treatment given on day of visit (if applicable)

Include specific areas/levels of spine where manipulation was performed

Manual devices that are hand-held with the thrust of the force of the device being
controlled manually may be covered; however, no additional payment is made nor does
Medicare recognize an extra charge for use of the device.

9/11/2024
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Educational Tool
KNOWLEDGE + RESOURCES « TRAINING

Medicare Documentation Job Aid for Chiropractic Doctors

Subsequent Visit
History
Review of chief complaint
Changes since last visit
System (if relevant)
Physical examination (P.A.R.T.)

Assessment of change in patient condition since last visit
Evaluation of treatment effectiveness (address objective measures included in treatment plan)

Documentation of presence or absence of subluxation must be included for every visit
Treatment given on day of visit (include specific areas/levels of spine where manipulation

was performed) !
: ‘

49

e \ | . Documentation
- i

1. Complaint in each region manipulated

2. Examination of each region manipulated, with a
diagnosts.

3. Manipulative treatment of a condition involving each

region
**this means that five complaints and five exams and five+

. diagnoses are needed for 98942 ‘

50

25
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Examination

Medicare says to use PART for the exam:
e Pain/tenderness

* Asymmetry/misalignment

* Range of motion

* Tissue/tone changes

P Pain/tenderness

...evaluated in terms of location, quality,
and intensity

Pain and tenderness findings may be
identified through observation,
percussion, or palpation, provocation, etc.

P.A.R.T.

9/11/2024
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— Asymmetry/misalignment

M ...may be identified on a sectional or
® segmental level through one or more
of the following;:

* Observation (posture and gait
([ ]

analysis),
Q‘ « Static palpation for misalignment |
of vertebral segments,
¢ Diagnostic imaging

— R Range of Motion
‘ ! ; ...abnormalities may be

A identified through one or
more of the following;:
< * Motion palpation
. * Observation
&‘ * Stress diagnostic
imaging

* Range of motion
measurements (i.e.
inclinometers)

9/11/2024
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I Tissue/tone changes

... texture, and temperature changes in
the characteristics of contiguous, or
associated soft tissues, including skin, ‘
fascia, muscle, and ligament may be
identified through one or more of the
following procedures:
* Observation
+ Palpation
* Use of instruments
* Test of length and/or strength

FA RS

——

P.A.R.T.

To demonstrate a subluxation based on
examination at least two criteria must be
documented, and one must be: ‘

Asymmetry
or
Range Of Motion

28
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Sample documentation

M99.03 Segmental and somatic dysfunction, lumbar region
Subjective: Patient reports lumbar spinal pain during regular activities.

Objective:
P: Pain is reproduced when the L3/L4 region is palpated.

A: The L3 spinous process is rotated to the right, and the L4
spinous is rotated left. The right hip appears higher than the left.

R: Right lumbar lateral bending and flexion are reduced as
recorded by inclinometry.

T: Hypertonicity is palpated in the lumbar paraspinal region.

57

PART

- o » T

o |»

58

29



9/11/2024

59

Educational Tool
KNOWLEDGE « RESOURCES » TRAINING

Medicare Documentation Job Aid for Chiropractic Doctors

Treatment Plan
Frequency and duration of visits (recommended)
Specific treatment goals (recommended)
Objective measures to evaluate treatment effectiveness (recommended)

60
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@ Q@ EVAL

DISCHARGE]|

m I Evaluation & Management o I Treatment or Daily Visits .

31



General Guidelines
1 Ensure medical records submitted support the service is “corrective treatment,” rather than maintenance

o For Medicare purposes, an AT modifier must be placed on a claim when providing active/
corrective treatment to treat acute or chronic subluxation

= Do not use Modifier AT when maintenance therapy has been performed

= Modifier AT must only be used when chiropractic manipulation is “reasonable and
necessary” as defined by national and local policy

= NOTE: Presence of the AT modifier may not in all instances indicate the service is reasonable
and necessary. As always, contractors may deny if appropriate after medical review.
Be aware of these policies along with any local coverage determination in your area to
better understand how active/corrective chiropractic services are covered.
I Submit records for all dates of service on claim
I Documentation shall be legible and complete (including signatures)
I Legible signatures/credentials of professionals providing services
o If signatures are missing or illegible, include a completed signature attestation statement
o For illegible signatures, include a signature log

o For electronic health records, include a copy of electronic signature policy and procedures
describing how notes and orders are signed and dated. Validating electronic signatures
depends on obtaining this information.

I Abbreviation key (if applicable)

I Any other documentation provider deems necessary to support medical necessity of services billed,
I as well as documentation specifically requested in the additional documentation request (ADR) letter
[ ]

I Copy of Advance Beneficiary Notice of Noncoverage (if applicable)

63

CHAP11-CPTcodes90000-99999
Revision Date: 5/1/2022

CHAPTERXI
MEDICINE
EVALUATION AND MANAGEMENT SERVICES
CPT CODES 90000 - 99999
FOR
NATIONAL CORRECT CODING INITIATIVE POLICY MANUAL
FOR MEDICARE SERVICES

Resource #7

64

9/11/2024
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RELI Group
7125 Ambassador Drive, Suite 100
Windsor Mill, MD 21244

January 31, 2022

Dear Medicare Provider:

The Centers for Medicare & Medicaid Services (CMS) strives to protect the Medicare Trust Fund and

CMS

CFENTFRS FOR MFDICARF & MFDICAID SFRVICFS

9/11/2024

effectively manage Medicare resources. To support these goals, CMS has contracted with the RELI Group to
develop this Comparative Billing Report (CBR) and to support providers with its use.

65

66

Who is selected for an audit?¢

Same as others

i —

Probably more Probably less
than others than others
— y
I ) ) D
- J C ‘\

FJ —) T = ,'—\‘x
Definitely more Definitely less
than others than others
E— -H-—

A
_jén_l (2] [e] [w2] [z
= ; : i : : N~
2% 14% 34% 34% 14% 2%

S0 = Standard Deviation

33
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Mission:

The Office of Inspector General's (OIG)
mission is to protect the integrity of
Department of Health & Human Services
(HHS) programs as well as the health and
welfare of program beneficiaries.

Since 1976, the OIG has focused on fighting
fraud and abuse in Medicare and Medicaid.

.

34



Office of the Inspector General

oHas 1600 employees conducting audits,
investigations, and evaluations

oMakes cost saving or policy recommendations
to decision makers and the public

oHelps develop cases for criminal and civil and
administrative enforcement

oEducates the public about fraudulent schemes
so they can protect themselves and report
suspicious activities

69
A search on the OIG web site reveals that fourteen
reports about chiropractic have been released since 2005.
Report in BriEf U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES -'EA,_} . ._":‘5:’—
Date: August 2019 The o
e s 07085 OFFICE OF INSPECTOR GENERAL %4\ #
Why OIG Did This Review Twin Palms Received Unallowable Medicare
In calendar years (CYs) 2014 and . . .
2015, Medicare allowed payments of Payments for Chiropractic Services
approximately $1.3 billion for
chiropractic services provided to What OIG Found
MEdliCBTE beneﬂ;iaries nationwide. Some chiropractic services that Twin Palms billed were not allowable in
70
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June 2005:
Chiropractic Services in the Medicare Program:
Payment Vulnerability Analysis
(39 pages)
Findings:
* 67% error rate (2001 claims), mostly due to maintenance visits
* $285 million in improper payments |
* 94% of bad claims lacked supporting documentation
* >]12 visits=> usually lack medical necessity
Recommendations:

* CMS should do more reviews of documentation, focusing on all
visits in an episode

* CMS should educate chiropractors on documentation requirements

71

71

May 2009:
Inappropriate Medicare Payments for
Chiropractic Services
(36 pages)
Findings:
* 47% error rate (2006 claims)
* $178 million inappropriately paid |
* Chiros use AT modifier inappropriately with maintenance visits
* Only half of treatment episodes remained active/corrective, especially after the 20t
visit.
* 83% of claims failed to meet documentation requirements
Recommendations:

* Create a new modifier to indicate start of an episode

* Implement a cap on number of visits

* CMS should review complete episodes, especially when more than 12 visits
* CMS should only pay if documentation requirements are met. 7

72
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November 2013:
Diep Chiropractic Wellness, Inc.
Received Unallowable Medicare Payments for
Chiropractic Services
(33 pages)
Findings:
* 93 of 100 sampled services were not allowable
070 were medically unnecessary (maintenance)
011 were incorrectly coded
oThe rest were not documented correctly
082% were billed as 98942
Recommendations:
* Pay back $708,022 of the $879,658 that was paid in 2010 and 2011 =
* Establish policies and procedures to correctly document and code for servmeh

billed to CMS
73
Spinal Manipulation Code Distribution and Allowed Amount
Based on Aggregated Infinedi Clearinghouse Data Records from 2019 for Providers in Chiropractic Speciality

© 98940 Avg. Allowed $ 28.55 27.90%
@ 98941 Avg. Allowed $ 39.08 69.33%
@ 98942 Avg. Allowed $ 47.55 2.77%

74
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May 2015:
Advanced Chiropractic Services
Received Unallowable Medicare Payments for
Chiropractic Services

(35 pages)
Findings: |
* All of the 105 service line items reviewed did not support medical :

necessity.
* 98942 was billed 98% of the time.
* One patient received 273 services over two years
Recommendations:
* ACS should pay back $369,335, and maybe $737,111

* Establish policies and procedures to correctly document services billed
to CMS

73

e
75

July 2015:
Alleviate Wellness Center
Received Unallowable Medicare Payments for
Chiropractic Services
(23 pages)
Findings:
* 100 of 100 sampled services were not allowable
056 were medically unnecessary (maintenance) A
023 were insufficiently documented ‘
021 were not documented
084% were billed as 98941
Recommendations:
* Pay back $482,867 to the Federal Government

* Establish policies and procedures to ensure that chiropractic services
billed to Medicare are medically necessary and adequately documented

76
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September 2015:
CMS Should Use Targeted Tactics to Curb
Questionable and Inappropriate Payments for
Chiropractic Services

(36 pages)
Findings:
* In 2013, $76 million in Medicare payments to chiros were questionable |

* Half were maintenance
* 2% of chiropractors were responsible for the questionable payments
Recommendations:

* CMS should figure out a better way to identify maintenance care and
questionable payments

* CMS should go after chiropractors with questionable payments
* CMS should collect overpayments
* CMS should only pay for Medicare-covered diagnoses 7
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August 2016:
A Michigan Chiropractor
Received Unallowable Medicare Payments for
Chiropractic Services

(33 pages)

Findings: A
* Of 100 sampled services, 92 were not allowable.
* Records did not support medical necessity
* 98942 was billed 93% of the time

Recommendations:
* Refund $339,625 to the Federal Government

* Establish policies and procedures to ensure that chiropractic
services billed to Medicare are adequately documented
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October 2016:
Hundreds of Millions in Medicare Payments for
Chiropractic Services Did Not Comply with
Medicare Requirements

(29 pages)
Findings:
* Of the 105 sampled services, 94 were not allowable because they were medically
unnecessary (maintenance) A

01-12 services: 26 of 35 medically unnecessary

013-30 services: 33 of 35 medically unnecessary

031+ services: 35 of 35 medically unnecessary
Recommendations:

* CMS should set a limit and review all services above that number

* CMS should not pay for services above some set limit

* CMS should educate chiropractors about what is covered

* CMS should set more controls like limiting the number of days 7
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August 2017:
A Brooklyn Chiropractor
Received Unallowable Medicare Payments for
Chiropractic Services

(26 pages)

Findings: ‘
* Of 100 sampled services, none were allowable. :
* 78% were billed 98941, 22% 98942.

Recommendations:
* Refund $672,805 to the Federal Government

* Identify other overpayments outside the audit period (2011 and
2012) and pay them back too.

80
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February 2018:
Medicare Needs Better Controls to Prevent Fraud,
Waste, and Abuse Related to Chiropractic Services

(27 pages)

Portfolio Highlights:
* Medicare still makes hundreds of millions in improper payments

* CMS controls are inadequate
Recommendations:

* CMS should set a review threshold for medically unnecessary
services

July 2018:
Medicare Improperly Paid Providers for Items and
Services offered by Chiropractors

(17 pages)

Portfolio Highlights:
* From 2013 to 2016 Medicare made $6.7 million in overpayments to
chiropractors

Recommendations:
* CMS should recover the $6.7 million

* CMS should get providers to investigate themselves to pay back
more

* CMS should revise claims edits to ensure that all claims are denied

9/11/2024
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September 2018:
Etheridge Chiropractor
Received Unallowable Medicare Payments for
Chiropractic Services
(24 pages)

Findings:

* Of 100 sampled services, 33 were not allowable |

* 82% were billed 98941
Recommendations:

* Refund $169,737 to the Federal Government

* Identify other overpayments outside the audit period and pay them
back too
* Establish policies and procedures to ensure that chiropractic

services billed to Medicare are medically necessary and adequately
documented
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December 2018:
Queens Chiropractor
Received Unallowable Medicare Payments for
Chiropractic Services
(34 pages)
Findings:

* Of 100 sampled services, 95 did not comply with CMS |
requirements /

* 98% were billed 98940
Recommendations:
* Refund $518,821 to the Federal Government
* Identify other overpayments outside the audit period and pay
them back too
» Establish policies and procedures to ensure that chiropractic
services billed to Medicare comply with CMS requirements
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Spinal Manipulation Code Distribution and Allowed Amount

Based on Aggregated Infinedi Clearinghouse Data Records from 2019 for Providers in Chiropractic Speciality

© 98940 Avg. Allowed $ 28.55 27.90%

@ 98941 Avg. Allowed $ 39.08 69.33%
@ 98942 Avg. Allowed $ 47.55  2.77%
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August 2019:
Twin Palms
Received Unallowable Medicare Payments for
Chiropractic Services
(41 pages)
Findings:
* Of 100 sampled services, 54 were not allowable
042 were medically unnecessary (maintenance)
011 were insufficiently documented
ol was incorrectly coded
* 82% were billed 98941
Recommendations:
* Refund $317,038 to the Federal Government

* Establish policies and procedures to ensure that chiropractic services billed to
Medicare are medically necessary, adequately documented, and coded “
correctly
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Lessons learned

*Don’t bill 98942 unless you meet the criteria

* Document the services rendered as CMS has
outlined

* Don’t bill CMS for services that are defined
as maintenance care

oClearly outline an episode of care

oBe prepared for extra scrutiny beyond 12
visits

*Learn the “Chain of Medical Necessity”

87

Other Common Errors

* Illegible records

* Missing dates

* Missing signature

* Missing informed consent

* Missing re-assessment

* Missing patient identifiers

* Missing metrics/objective

* Blanks used to indicate “WNL”
* Missing legend for abbreviations
* Missing care plan

* Cloned records

* Billing only 98940 or only 98941
* Using travel cards

44



9/11/2024

BOOKLET

KNOWLEDGE

* RESOURCES * TRAINING

Medicare Parts A & B Appeals Process

Part B Redeterminations

Resource #9a
and 9b

W Unfavorable
M Partially Favorable

Favorable

89
KNOWLEDGE - RESOURCES - TRAINING
Beneficiaries Dually Eligible for Medicare & Medicaid
Resource #12 h
90
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Medicare Claims Processing Manual
Chapter 12 - Physicians/Nonphysician Practitioners

Table of Contents
(Rev. 11842, 02-09-23)

91

Claim Forms Can

Prompt an audit

Determine Medical Necessity

Identify possible over or under coding

Identify services that may not have been
performed

Identify suspected Fraud or Abuse

92
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9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

. OTHER INSURED’S POLICY OR GROUP NUMBER

. RESERVED FOR NUCC USE

. RESERVED FOR NUCC USE

. INSURANCE PLAN NAME OR PROGRAM NAME

10. IS PATIENT’S CONDITION RELATED TO:

a. EMPLOYMENT?

Oves KXo

b. AUTO ACCIDENT?

Oves XIno PLACE (state)

c. OTHER ACCIDENT?

Oves KXo

48



Box 11d

11d. IS THERE ANOTHER HEALTH PLAN?

O ves X no If yes, complete items 9, 9a and 9d.

NUCC: When appropriate, enter an X in the correct box. If
marked “YES”, complete 9, 9a and 9d. Only one box can
be marked.

AARP as
Supplement to
Medicare

9/11/2024
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Box 11d

11d. IS THERE ANOTHER HEALTH PLAN?

X ves O no If yes, complete items 9, 9a and 9d.

NUCC: When appropriate, enter an X in the correct box. If “
marked “YES”, complete 9, 9a and 9d. Only one box can
be marked.

99

Box 9, 9a, 9d

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

Michelle Smith

9a. OTHER INSURED’S POLICY OR GROUP NUMBER

01234567890-99

9d. INSURANCE PLAN NAME OR PROGRAM NAME

AARP - United Healthcare

100

50



9/11/2024

10. IS PATIENT’S CONDITION RELATED TO:

a. EMPLOYMENT?

Oves RAno

b. AUTO ACCIDENT?

X ves [NO  PLACE (State) ST

c. OTHER ACCIDENT?

Oves [Ano

101

11d. IS THERE ANOTHER HEALTH PLAN?

YES O no If yes, complete items 9, 9a and 9d.

~C: When appropriate, enter an X in the correct bc

ked “YES”, complete 9, 9a and 9d. Only one box

102
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9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

Michael Jones

9a. OTHER INSURED’S POLICY OR GROUP NUMBER

99-01234567890

| 9d. INSURANCE PLAN NAME OR PROGRAM NAME

State Farm

103
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READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM .

12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical
or other information necessary to process this claim. | also request payment of government benefits
either to myself or to the party who accepts assignment.

SIGNED DATE

signature on file” — do you have it?

105

13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE | authorize payment of medical
benefits to the undersigned physician or supplier for services described below.

SIGNED

106
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107

14, DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LM
w5 OpGYRRERY g (LMP)
, | QUAL. |

er the 6-digit (MM| DD| YY) or 8-digit (MM| DD| YYYY) date of the first date
e present iliness, injury, or pregnancy.
or pregnancy, use the date of the last menstrual period (LMP) as the first date
ter the applicable qualifier to identify which date is being reported.
431 Onset of Current Symptoms or lliness
484 Last Menstrual Period

14. DATE OF CURRENT ILLNESS, INJURY or PREGNANCY (LMP)

10 15 20XX QUAL. | 431

108
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Box 15

5. OTHER DATE
QuAL. I

MMHDD

2r another date related to the patient’s condition or treatment. Enter tH
e 6-digit (MM| DD | YY) or 8-digit (MM | DD| YYYY) format.
Enter the applicable qualifier to identify which date is being reported.

454 Initial Treatment

304 Latest Visit or Consultation

453 Acute Manifestation of a Chronic Condition
439 Accident

455 Last X-ray

471 Prescription

090 Report Start (Assumed Care Date)

091 Report End (Relinquished Care Date)

444 First Visit or Consultation

15. OTHER DATE

QUAL. | 454 | 11 15 20XX

110

9/11/2024
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111

Boxes 17 & 17b

[[17. NAME OF REFERRING PROVIDER OR OTHER SOURGE

er the name (First Name, Middle Initial, Last Name) followed by the credent
of the professional who referred or ordered the service(s) or supply(ies) on the

ter the applicable qualifier to identify which provider is being reported.
DN Referring Provider
DK Ordering Provider
DQ Supervising Provider

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

DN | Michael Smith MD 17b. NPl 12-3456789

112
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113

+ May need to enter the date x-rays were taken
‘or the date of the P.A.R.T. evaluation.

114
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21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate AL to service line below (24E) mh"'i i
[

(L

S el e
L

L [
I |

J | K. |

L

Enter the codes to identify the patient’s diagnosis and/or condition.
List no more than 12 ICD-10 diagnosis codes.

Relate lines A - L to the lines of service in 24E by the letter of the line.
Report ICD-10 codes to the highest level of specificity.

Do not provide the narrative description of the codes in this field.
or ICD Ind. use 0 for ICD-10.

9/11/2024
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117

24B. PLACE OF SERVICE 24B. PLACE OF SERVICE

11 (office) 12 (home)

24B. PLACE OF SERVICE 24B. PLACE OF SERVICE

18 (worksite) 32 (nursing facility)

118
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120

24D. PROCEDURES, SERVICES

CPT/HCPCS MODIFIERS

99213 25

24D. PROCEDURES, SERVICES

CPT/HCPCS MODIFIERS

97140 59

24D. PROCEDURES, SERVICES

CPT/HCPCS MODIFIERS

98940 AT

9/11/2024
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24E. DIAGNSIS POINTER 24E. DIAGNOSIS POINTER

ABCD A-D

06 19 '24 06 19 2411
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123

24F. $ CHARGES 24G. DAYS OR UNITS

$XXX.00 1=97012
2 = 97140 (23 min)

Box 259

24]. RENDERING PROVIDER ID # 25. FEDERAL TAXID# SSN EIN

1234567890 98-01234567 X

Box 26

26. PATIENTS ACCOUNT NO.

12345-00

124
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27. ACCEPT ASSIGNMENT?

Oves Ono

In-network and par providers must accept assignment.
Out-of-network and non-par providers do not have to accep

assignment.
True cash practices should not accept assignment.

125
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28. TOTAL CHARGE 29. AMOUNT PAID

$XXX.00 $XXX.00

Box 32

31. SIGNATURE INCLUDING 32. SERVICE FACILITY LOCATION
CREDENTIALS

Address
Dr. Namwe  10/15120%x

127

33a. BILLING PROVIDER INFO & PH #

12-3456789 (ind.)

I 33a. BILLING PROVIDER INFO & PH #

128
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Claims

Claims must be submitted for covered or potentially
covered services

o Providers may not charge for this paperwork
Bill direct only for non-covered/ statutorily-excluded
SEervices
If beneficiary requests, providers must bill Medicare for
non-covered services

o Typically a requirement for Medicare Secondary Payers

®129
dee

ABNs

@130
A
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Advance Beneficiary Notice of Non-coverage (ABN)
OMB Approval Number: 0938-0566

Advance Beneficiary Notice (Form CMS-R-131)

¢ Issued by providers to original Medicare fee for service

(i.e. Part B).

¢ Used in situations when Medicare payment is expected

to be denied.

® Transfers potential financial liability to the Medicare

Beneficiary.

Form Instructions

ABN

PASSPORT

9/11/2024
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ABN

¢ The ABN will not allow you to see Medicare beneficiaries without
being enrolled in Medicare.

¢ The ABN cannot be used to “opt-out” of Medicare.

* The ABN can't be given to everyone just in case.

» The ABN can't be signed without it being filled out ahead of time.

* The expiration date at the bottom of the form is currently 1/31/2026.

\

The current version is mandatory:.

®133
i

133

ABN Rules

Pub.100-04, Claims Processing Manual, Chapter 30, Section 30

o ABN is proof that the beneficiary knows a service was going |
to be denied, and passes liability for disallowed claims to '
them.

o When a furnished service does not meet locally acceptable
standards of practice, the healthcare provider is considered
to have known that Medicare payment would be denied and
should then provide the ABN.

° ®134
yi.

134
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ABN Rules

Pub.100-04, Claims Processing Manual, Chapter 30, Section 40

o The written notice allows the beneficiary to:
» make an informed decision whether or not to receive the service, and
* better participate in his/her own health care treatment decisions.

o ABN should be furnished to the beneficiary by a healthcare provider

before the service is furnished, far enough in advance for him/her to make
an informed choice.

o Simply stating “medically unnecessary” or the equivalent is not an
acceptable reason, as it does not explain why the healthcare provider
believes the service will be denied as not reasonable and necessary. ¥y

135

ABN Rules

Pub.100-04, Claims Processing Manual, Chapter 30, Section 40

o A written notice will not be considered as acceptable evidence of knowledge if the
written notice is:

* Unreadable, illegible, or otherwise incomprehensible, or the individual
beneficiary is incapable of understanding the written notice due to the
particular circumstances (even if others may understand);

* Given during any emergency, or the beneficiary is under great duress, or the
beneficiary is, in any way, coerced or misled by the notifier, by the contents of
the written notice, and/or by the manner of delivery of the written notice;

* Routinely given to all beneficiaries for whom the notifier furnishes services;

* No more than a statement to the effect that there is a possibility that Medicare
may not pay for the services; or

¢ Delivered to the beneficiary more than one vear before the services are
furnished. (*changed 1/1/2022)

@136
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ABN Rules

Pub.100-04, Claims Processing Manual, Chapter 30, Section 40

o A written notice:

¢ Should be delivered in person to the beneficiary whenever possible.
Delivery is the notifier’s responsibility;

* Must be prepared with an original and at least two copies. The
notifier should retain the original and give the copy to the
beneficiary. Can be stored electronically.

* Copy should be given to the beneficiary immediately after the
beneficiary signs it.

() @137

137

ABN Rules

Pub.100-04, Claims Processing Manual, Chapter 30, Section 50

o The ABN is given to beneficiaries enrolled in the Medicare Fee-For-
Service (FFS) program. It is not used for items or services provided under
the Medicare Advantage (MA) Program (Part C).

o The voluntary ABN serves as a courtesy to the beneficiary in forewarning
him/her of impending financial obligation.

* When an ABN is used as a voluntary notice, the beneficiary should
not be asked to choose an option box or sign the notice.

* Consider creating your own “Notice of Patient Liability” form with

friendlier language. «138

138
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Mandatory ABN Voluntary ABN
 For covered services * For statutorily
o Chiropractic excluded services
manipulative o Evaluation &
treatment (98940, management
98941, 98942) o Radiopiani
o Modalities
o Therapies
o DME

139

ABN Rules

Pub.100-04, Claims Processing Manual, Chapter 30, Section 50

o ABNs should be retained for five years from completion of delivery of
care.

o The ABN can remain effective as long as it is applicable and the form is the
current one (used to be limited to one year.)

o The ABN cannot be retroactively dated.

o Providers are permitted to charge and collect the usual and customary
fees; therefore, funds collected are not limited to the Medicare allowed

amounts.
® 140

140
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There are 10 blanks for completion in this notice, labeled from

Completing the form

(A) through (J).

Blanks (A)-(F) and blank (H) may be completed prior to
delivering the notice, as appropriate.

Entries may be handwritten or typed, but try to use 12-point

font.

A. Notifier:

B. Patient Name: C. Identification Number:

Advance Beneficiary Notice of Non-coverage

(ABN)
NOTE: If Medicare doesn’t pay for D.

below, you may have to pay.

Medicare does not pay for everything, even some care that you or your health care provider have

good reason to think you need. We expect Medicare may not pay for the D.

below.

D. E. Reason Medicare May Not Pay:

F. Estimated
Cost

* Notifiers must place their name, address, and telephone number

at the top of the notice.

* This information may be incorporated into a notifier’s logo at the
top of the notice by typing, hand-writing, pre-printing, using a

label or other means.

9/11/2024
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A. Notifier:

B. Patient Name: C. Identification Number:

NOTE: If Medicare doesn’t pay for D.
Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the D.

Advance Beneficiary Notice of Non-coverage

(ABN)

below, you may have to pay.

below.

D.

E. Reason Medicare May Not Pay:

F. Estimated
Cost

143

» Notifiers must enter the first and last name of the
beneficiary receiving the notice, and a middle
initial should also be used if there is one on the

beneficiary’s Medicare card.

A. Notifier:

B. Patient Name:

| C. Identification Number: |

NOTE: If Medicare doesn’t pay for D.
Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the D.

Advance Beneficiary Notice of Non-coverage

(ABN)

below, you may have to pay.

below.

D.

E. Reason Medicare May Not Pay:

F. Estimated
Cost

144

* Use of this field is optional.

* Medicare numbers (HICNs), Medicare beneficiary
identifiers (MBIs), or Social Security numbers

should not appear on the notice.

9/11/2024
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A. Notifier:
B. Patient Name: C. Identification Number:
Advance Beneficiary Notice of Non-coverage
(ABN)
NOTE: If Medicare doesn't pay for|D. elow, you may have to pay.
Medicare does not pay for everything, even some care that you or your health care provider have
ood reason to think you need. We expect Medicare may not pay for theIE_Lbelow.
D. E. Reason Medicare May Not Pay: F. Estimated

Cost

Notifier must list the specific name of the services believed to
be non-covered.

For repetitive or continuous non-covered care, notifiers must
specify the frequency and/or duration of the service.

All 7 blank (D) fields must be completed on the ABN in order
for the notice to be considered valid.

A. Notifier:
B. Patient Name: C. Identification Number:
Advance Beneficiary Notice of Non-coverage
(ABN)
NOTE: If Medicare doesn’t pay for D. below, you may have to pay.
Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the D. below.
D. E. Reason Medicare May Not Pay: F. Estimated

Cost

* Notifiers must explain, in beneficiary friendly language,
why they believe the items or services listed in the column
under Blank (D) may not be covered by Medicare.

* For example: “Medicare does not pay for chiropractic
manipulation that is considered maintenance care.”

9/11/2024
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I A. Notifier:
B. Patient Name: C. Identification Number:
Advance Beneficiary Notice of Non-coverage
(ABN)

NOTE: If Medicare doesn't pay for D. below, you may have to pay.
Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the D. below.
D. E. Reason Medicare May Not Pay: F. Estimated

Cost

* Notifiers must complete the column under Blank (F) to ensure the
beneficiary has all available information to make an informed decision
about whether or not to obtain potentially non-covered services.
* Notifiers must make a good faith effort to insert a reasonable estimate for |
all of the items or services listed under Blank (D) within $100 or 25% . h

WHAT YOU NEED TO DO NOW:
¢ Read this notice, so you can make an informed decision about your care.
e Ask us any questions that you may have after you finish reading.
e Choose an option below about whether to receive the D. listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance
that you might have, but Medicare cannot require us to do this.

G. OPTIONS:  Check only one box. We cannot choose a box for you.

] OPTION 1. | want the D. listed above. You may ask to be paid now, but |

Iso want Medicare billed for an official decision on payment, which is sent to me on a Medicare
ISummary Notice (MSN). | understand that if Medicare doesn't pay, | am responsible for
bayment, but | can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays ordeductibles.

[T OPTION 2. Twant the D. listed above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is notbilled.
[J OPTION 3. | don’t want the D. listed above. | understand with this choice |

am not responsible for payment, and | cannot appeal to see if Medicare would pay.

* This option allows the beneficiary to receive the items and/or services at
issue and requires the notifier to submit a claim to Medicare. This will
result in a payment decision that can be appealed.

* Option 1 must be modified for people who are dually enrolled in both =
Medicare and Medicaid to make sure the claim is adjudicated correctly. h
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WHAT YOU NEED TO DO NOW:
¢ Read this notice, so you can make an informed decision about your care.
e Ask us any questions that you may have after you finish reading.
e Choose an option below about whether to receive the D. listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance
that you might have, but Medicare cannot require us to do this.

G. OPTIONS:  Check only one box. We cannot choose a box for you.

[J OPTION 1. | want the D. listed above. You may ask to be paid now, but |
also want Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). | understand that if Medicare doesn’t pay, | am responsible for
payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare

[J OPTION 2. | want the D. listed above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is notbilled.
[J OPTION 3. | don’t want the D. listed above. | understand with this choice |
am not responsible for payment, and | cannot appeal to see if Medicare would pay.

 This option allows the beneficiary to receive the non-
covered items and/or services and pay for them out of
pocket.

* No claim will be filed, and Medicare will not be billed.

* Thus, there are no appeal rights associated with this option

WHAT YOU NEED TO DO NOW:
¢ Read this notice, so you can make an informed decision about your care.
e Ask us any questions that you may have after you finish reading.
e Choose an option below about whether to receive the D. listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance
that you might have, but Medicare cannot require us to do this.

G. OPTIONS:  Check only one box. We cannot choose a box for you.

[J OPTION 1. | want the D. listed above. You may ask to be paid now, but |
also want Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). | understand that if Medicare doesn’t pay, | am responsible for
payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays ordeductibles.

[J OPTION 2. | want the D. listed above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is notbilled.
[J OPTION 3. | don’t want the D. listed above. | understand with this choice |
am not responsible for payment, and | cannot appeal to see if Medicare would pay.

* This option means the beneficiary does not want the care
in question.

* By checking this box, the beneficiary understands that no
additional care will be provided; thus, there are no
appeal rights associated with this option.

9/11/2024
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WHAT YOU NEED TO DO NOW:
¢ Read this notice, so you can make an informed decision about your care.
e Ask us any questions that you may have after you finish reading.
e Choose an option below about whether to receive the D. listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance
that you might have, but Medicare cannot require us to do this.

G. OPTIONS:  Check only one box. We cannot choose a box for you.

[J OPTION 1. | want the D. listed above. You may ask to be paid now, but |
also want Medicare billed for an official decision on payment, which is sent to me on a Medicar
Summary Notice (MSN). | understand that if Medicare doesn’t pay, | am responsible for
payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays ordeductibles.

[J OPTION 2. | want the D. listed above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is notbilled.
[J OPTION 3. | don’t want the D. listed above. | understand with this choice |
am not responsible for payment, and | cannot appeal to see if Medicare would pay.

* The beneficiary must choose only one of the three options.
* The notifier must not decide for the beneficiary which of
the 3 checkboxes to select.

151

IH. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on this
notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You may ask to receive a copy.

I. Signature: J. Date:

You have the right to get Medicare information in an accessible format, like large print, Braille, or audio. You
also have the right to file a complaint if you feel you’ve been discriminated against. Visit Medicare.gov/about-
us/accessibility-nondiscrimination-notice.

According to the Paperwork Reduction Act of 1995. 1o persons are required to respond 1o a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-0566. The time required to complete this in 1 is d to average 7 minutes
per response, including the time to review instructions, search existing data resources_ gather the data needed. and complete and review the information collection. If
you have comments concerning the accuracy of the time estimate or suggestions for improving this form_ please write to: CMS, 7500 Security Boulevard, Attn: PRA

Reports Clearance Officer. Baltimore. Maryland 21244-1850.

Form CMS-R-131 (Exp.01/31/2026) Form Approved OMB No. 0938-0366

* Notifiers may use this space to provide additional clarification /
that they believe will be of use to beneficiaries.

* If non-par and not accepting assignment, strike the last
sentence of option 1, then add:

“This supplier doesn’t accept payment from Medicare for the item(s) listed in the table above. If I

checked Option 1 above, I am responsible for paying the supplier’s charge for the item(s) directly
° to the supplier. If Medicare does pay, Medicare will pay me the Medicare-approved amount for the

item(s), and this payment to me may be less than the supplier’s charge.”
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H. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on this
notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You may ask to receive a copy.

I. Signature:

g €
also have the right to file a complaint if you feel you’ve been dlscnmmated against. Visit Medmare guv!abuut-
us/accessibility-nondiscrimination-notice.

According to the Paperwork Reduction Act of 1995 no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information cellection is 0938-0566. The time required to complete this information collection is estimated to average 7 minutes
per response. including the time to review instructions. search existing data resources. gather the data needed. and complete and review the collection. If
you have comments concerning the accuracy of the time estimate or suggestions for improving this form._ please write to: CMS_ 7500 Security Boulevard, Atin: PRA
Reports Clearance Officer, Baltimore, Maryland 21244-1850.

Form CMS-R-131 (Exp.01/31/2026) Form Approved OMB No. 0938-0566

* The beneficiary (or representative) must sign the notice to

indicate that he or she has received the notice and understands

its contents.

* The beneficiary (or representative) must write the date he or she

signed the ABN.

* This box cannot be completed in advance of the rest of the
notice.

A. Notifier
B. Patient Name: C. Identification Number:
Advance Beneficiary Notice of Non-coverage
NOTE: If Medicare doesn't pay for D, below, you may have to pay.
Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the D.. below.
. [E. Reason Medicare May Not Pay: [F. Estimated Cost

WHAT YOU NEED TO DO NOW:

« Read this notice, so you can make an infermed decision about your care.

s Ask us any questions that you may have after you finish reading.

+ Choose an option below about whether to receive the D. listed above.

Note: If you choose Option 1 or 2, we may help you to use any other insurance that you
might have, but Medicare cannot require us to do this.

G. OPTIONS: Check only one box. We cannot choose a box for you.

1 OPTION 1. I want the D. listed above. You may ask to be paid now, but |
also want Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). I understand that if Medicare doesn’t pay, | am responsible for
payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays or deductibles

1 OPTION 2. | want the D. isted above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannat appeal if Medicare is not billed
1 OPTION 3. | don't want the D. isted above. | understand with this choice |
am not responsible for payment, and | cannet appeal to see if Medicare would pay.

T

. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on this
notice o Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You may ask to receive a copy.

1. Signature: J. Date:

You have the right to get Medicare information in an accessible format, like large print, Braille, or audio. You
also have the right to file a complaint if you feel you've been discriminated against. Visit Medicare.gov/about.
us/accessibility-nondiscrimination-notice.

Accorngtothe rperwotk Raducion Act of 1995 o paons o egar

pﬂmmu\m-mmmmmm,mnm <o o £ conplens a e e e
of the e estmte or proviag this fomn, please it fo: CYES, 7500 Securiry Boulevard. Arm: PRA
mcmoﬁmmm ‘Maryland 21244 1850
Form CMS-R-131 (Exp.01/31/2026) Form Approved OMB No. 0938-0366
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Modifiers

« AT: Active Treatment
o Care is medically necessary
o Only attached to 98940, 98941, 98942 |

* GA: Advanced Beneficiary Notice (ABN) on file

o A covered service is expected to be denied
o Only attached to 98940, 98941, 98942

» GZ: Advanced Beneficiary Notice (ABN) not on file

o ABN should have been signed, but wasn't.
o Only attached to 98940, 98941, 98942

. ®155
dee

155

Modifiers

» GX: Voluntary ABN signed

o ABN voluntarily used to notify beneficiary of a non-covered
service

o Anything other than 98940, 98941, 98942 !
o If you disclose these services on your own form, you won't have
to use this modifier
* GY: Non-covered service
o Lets Medicare know that the services are statutorily excluded
o Ensures a quick denial
o Anything other than 98940, 98941, 98942

. o Not for maintenance care I]sé
e

156
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Take Away

 Participation

* Indications

« Limitations

« Documentation
« Claims

« ABNSs

Medicare (and More!)
for
Chiropractic,
Made Easy

Presented by Evan M. Gwilliam, DC MBA
CPC CCPC QMCC CPMA CRCO AAPC Fellow

HealthUSA

Evan.Gwilliam@Practisync.com
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