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Objectives –

1) Clinicians will Identify and learn about Medicare 

policy as it relates to the provision of physical 

therapy services.

2) Clinicians will learn about and be able to identify 

the 5 levels of Medicare appeal.

3) Clinicians will understand the current political and 

legislative environmental factors contributing to 

heightened Medicare auditing.
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Succeeding when Appealing Medicare 

Denials – The Art of the Defense

Objectives –

4) Clinicians will learn what assertions the various 

Medicare contractors are making when determining 

that therapy services are considered medically 

unnecessary.

5) Clinicians will learn how to compose a succinct and 

effective appeal letter for denied therapy services

6) Clinicians will Identify the key components of the 

alternative payment system and how that will assist 

in combating fraud and abuse 

43/27/2016



Succeeding when Appealing Medicare 

Denials – The Art of the Defense
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• Several Positions APTANJ

• HPA section Past Payment & Practice Chair

• APTA Alternative Payment System Task Force

• APTA Public Policy and Advocacy Committee (PPAC)

• Director Regulatory Affairs Fox for multistate private 

practice

• Centrex Rehab - Clinical Physical Therapy Specialist 

• Linked In https://www.linkedin.com/in/matthew-

mesibov-a025528?trk=hp-identity-photo

Succeeding when Appealing Medicare 

Denials – The Art of the Defense
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Succeeding when Appealing Medicare 

Denials – The Art of the Defense

7

https://www.youtube.com/watch?v=VHP5wTq0IAQ
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Succeeding when Appealing Medicare 

Denials – The Art of the Defense
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• Winning - Collaborating

1. Personal Philosophy - Attitude of I can defend 

our services

2. Personal Integrity – I can admit when the auditor 

was correct

3. Teach – Feedback to your clinical staff so they 

learn
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Succeeding when Appealing Medicare 

Denials – The Art of the Defense

Purpose of Documentation
1. Evaluation – Medically necessary services

2. Treatment Encounter Notes –

• Skilled Care 

• Support billed cpt codes and time

3. Progress Report – Justify continued care

4. Reevaluation – Significant change in status

5. Recertification – Extend episode with justification for 

continued care

6. Discharge – Summary of medically necessary services

103/27/2016

Succeeding when Appealing Medicare 

Denials – The Art of the Defense

Medically Necessary Services

1. Medicare Benefit Policy Manual Chapter 15, 

sections 220, 230 (starts approx. p 151 )

https://www.cms.gov/Regulations-and-

Guidance/Guidance/Manuals/downloads/bp102c15.pdf

2. NGS LCD (Limited Coverage Determination Policy)

• PT/OT

https://www.cms.gov/medicare-coverage-

database/details/lcd-details.aspx?LCDId=33631
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Succeeding when Appealing Medicare 
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NGS LCD (Limited Coverage Determination 

Policy)

• 97110 , 97112, 97140 - Documentation must clearly 

support the need for continued therapeutic exercise 

greater than 12-18 visits.

• 97530 - Documentation must clearly support the 

need for continued therapeutic activity treatment 

beyond 10-12 visits.
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• Multitude of contractors looking at documentation

www.apta.org
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Succeeding when Appealing Medicare 

Denials – The Art of the Defense

www.clinicient.com
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OUR FOCUS
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https://racb.cgi.com/issues.aspx
153/27/2016

Succeeding when Appealing Medicare 

Denials – The Art of the Defense
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www.aha.org
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Medicare/RAC Appeals

Medicare B Threshold Documentation Review

Entities involved (Initially):

• CMS (Center for Medicare and Medicaid 

Services)

• Medicare Administrative Contractor (MAC)

• Recovery Audit Contractor (RAC or RA)

183/27/2016

Medicare/RAC Appeals

Recovery Audit Contractor (RAC or RA)

• Reviews the documentation 

• CMS must approve anything they are auditing for

• CMS has approved threshold reviews ($3700)

ØLooking at therapy Cap also???

• CGI is RAC for Minnesota

193/27/2016

Medicare/RAC Appeals

Recovery Audit Contractor (RAC or RA)
• 1st ADR: can only request documentation for 1 claim

• 2nd ADR: can request up to 10% of total eligible1 claims

• 3rd ADR: up to 25% of remaining eligible claims

• 4th ADR: up to 50% of remaining eligible claims

• 5th ADR: up to 100% of remaining eligible claims

(1 Total number of claims over the $3700 Threshold that were 

paid March 1, 2014 through December 31, 2014)

https://www.cms.gov/research-statistics-data-and-systems/monitoring-programs/medicare-ffs-

compliance-programs/recovery-audit-program/recent_updates.html
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Medicare/RAC Appeals

• Contact Information

213/27/2016

Contractor Telephone # Hours Website

CGI (Recovery 

Auditor)

877-316-RACB 

(7222)

Not listed http://racb.cgi.c

om.

NGS (National

Government 

Services)

877-702-0990 8:00 am – 4:00 

pm (Closed 

Thursdays for 

training)

https://www.ngs

medicare.com

Medicare/RAC Appeals

• Medicare (CMS) - 5 levels of appeal
1. Redetermination (MAC: response time 60 days)

2. Reconsideration (a Qualified Independent 
Contractor (QIC: response time 60 days)

3. Administrative Law Judge (ALJ) – currently at least a 
2 year back log; Minimum $ amount necessary 
(updated annually- currently $150)

4. Review by the Appeals Council within the 
Departmental Appeals Board in the Department of 
Health and Human Services 

5. Judicial review in federal district court (effective 
1/1/16 - $1,500)
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Medicare/RAC Appeals

• RAC or RA(Recovery Audit Contractor) –

ØLetter #1: Additional Documentation Request 

letter (ADR – see example handout)

• A dated letter from RAC requesting documentation for 

review

• Documentation due 45 days from date on letter

233/27/2016

Medicare/RAC Appeals - ADR

243/27/2016



Medicare/RAC Appeals - ADR
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Medicare/RAC Appeals

263/27/2016

HIC #

Medicare/RAC Appeals

• RAC (Recovery Audit Contractor)-

ØResponse to ADR-

• Provide all supportive documentation

• Timely Response
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Medicare/RAC Appeals

• RAC (Recovery Audit Contractor) –

ØLetter # 2: Post Payment Review Results Letter –

Findings (see example handout) -

• Comes from RA

• Provides results of review based on submitted therapy 

documentation from ADR

• Informs to wait on Demand Letter before provider 

should  take action 

• In the "Billed Revcd” column 0420 is PT; 0430 is OT; 

0440 is ST

• Multiple patients / months in letter
283/27/2016



Medicare/RAC Appeals – PPR 

Findings  (Letter Head)
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Medicare/RAC Appeals – PPR 

– f

303/27/2016

•Findings Paragraph

Medicare/RAC Appeals – PPR 

313/27/2016

•Findings Summary “OP or “NF”

Medicare/RAC Appeals – PPR 

323/27/2016

•Additional Information



Medicare/RAC Appeals – PPR 

• The review of the medical record does not show 

sufficient documentation supporting the services 

provided and the medical necessity for the therapy 

amount, frequency, and duration of the services 

provided.

• Treatment more than 2 -3x per week is expected to 

be a rare occurrence and requires documentation to 

support this intensity

333/27/2016

•Additional Information – RA Assertions #1, 2

Medicare/RAC Appeals – PPR 

• Group Break Out-

ØIndividually or as a team, how would you 

refute/appeal these assertions ?  5 minutes

343/27/2016

•Additional Information – RA Assertion #1, 2

Medicare/RAC Appeals – PPR 

• Group Feedback – medical necessity and 

frequency/duration

353/27/2016

•Additional Information – Refute/Appeal # 1, 2

Medicare/RAC Appeals – PPR 

• Eval – Medical Necessity Established

• Frequency/Duration – Use EBP

ØAmerican College of Sports Medicine (ACSM) 

recommendations for optimal aging (2014)

ØApplying Exercise Prescription Principles Across 

The Health Care Continuum For the Older Adult 

With Multiple Chronic Conditions (American 

Physical Therapy Association’s (APTA) Combined 

Sections Meeting 2015 )
363/27/2016

•Additional Information – Refute/Appeal #1, 2



Medicare/RAC Appeals – PPR 

Ø Resistance, flexibility, balance exercises are to be 

performed 2+ days per week

Ø Cardio at a frequency of 5 days per week  

ØAcademy of Geriatric Physical Therapy of APTA 

agrees with ACSM in the Academy’s Exercise 

Recommendations for Older Adults, however, it 

further notes frequencies with ranges up to 7 

days/week for aerobic capacity (i.e. “cardio”), 

flexibility and balance. 
373/27/2016

•Additional Information – Refute/Appeal #1, 2

Medicare/RAC Appeals – PPR 
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EBP Therapy & Research Resources

http://www.ptnow.org/Default.aspx

Medicare/RAC Appeals – PPR 

393/27/2016

EBP Therapy & Research Resources

http://www.foundation4pt.org/

Medicare/RAC Appeals – PPR 

403/27/2016

EBP Therapy & Research Resources

http://www.bu.edu/cohstar/



Medicare/RAC Appeals – PPR 

• Prior therapy is provided although there is no 

documentation provided

• The evaluation did not include in specific, 

objective measurement of the patient’s 

function, prior to their current functional 

decline 

413/27/2016

•Additional Information – RA  Assertion # 3, 4  

Medicare/RAC Appeals – PPR 

• Group Breakout

ØIndividually or as a team, how would you refute 

these assertions?  10 minutes

423/27/2016

•Additional Information – RA  Assertion # 3, 4  

Medicare/RAC Appeals – PPR 

• Group Feedback 

Ø Prior therapy is provided although there is no 

documentation provided

Ø The evaluation did not include in specific, 

objective measurement of the patient’s function, 

prior to their current functional decline 

433/27/2016

•Additional Information – RA  Assertion # 3, 4  

Medicare/RAC Appeals – PPR 

• Matt’s  Feedback 

ØIntegrity – acknowledge if accurate

ØWinning/Collaborative Attitude – Explain and 

include prior outcome of therapy (e.g. past d/c 

report)
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•Additional Information – RA  Assertion # 3, 4  



Medicare/RAC Appeals – PPR 

• Documentation for an exception should 

indicate how the patient’s medical complexity 

directly and significantly affects the treatment 

for a therapy condition and the medical 

necessity for ongoing skilled care.  Services 

that exceed those typically billed should be 

carefully documented.

453/27/2016

•Additional Information – RA  Assertion # 5   

Medicare/RAC Appeals – PPR 

• Group Breakout – “Documentation for an 

exception” 

ØIndividually or as a team, how would you refute 

this assertion?  5 minutes

463/27/2016

•Additional Information – RA  Assertion # 5   

Medicare/RAC Appeals – PPR 

• Group Feedback - “Documentation for an 

Exception”  

ØHow the patient’s medical complexity directly and 

significantly affects the treatment for a therapy 

condition and the medical necessity for ongoing 

skilled care.
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•Additional Information – RA  Assertion # 5   

Medicare/RAC Appeals – PPR 

• Matt’s  Feedback 

Ø Do you require clinical staff document a 

statement as to why the cap has been exceeded?

ØProgress Reports – Justify continued care

ØEncounter Notes – Skilled care, support for 

ongoing care, adjustment of treatment for new 

findings

483/27/2016

•Additional Information – RA  Assertion # 5   



Medicare/RAC Appeals

Recovery Audit Contractor (RAC or RA)

• Decision Tree:

RAC finds overpayment  “OP”

49

Discussion Period with 

RAC (CGI) 

ØFor simple things (e.g. 

documentation not 

received) 

ØSubmit Discussion 

form with documentation 

(community)

Appeal to Medicare 

Contractor (NGS)

ØFor disagreement with RAC 

findings

ØSend in Appeal (Clinical 

Team)

3/27/2016

Medicare/RAC Appeals

• RAC (Recovery Audit Contractor) –

ØLetter # 3: MAC Rebuttal/Demand Letter (see 

example handout)-

• Dated letter which comes from MAC

• Opening paragraph  states $ amount owed

• Provides “Rebuttal” and “Appeal” options

ØRebuttal – 15 days to act on (does not stop recoupment)

Ø Redetermination Appeal – 30 days to act on (stops 

recoupment) – Max 120 days but get it in 

sooner!!!
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Medicare/RAC Appeals

• Demand Letter

513/27/2016

Medicare/RAC Appeals

• RAC (Recovery Audit Contractor) –

ØResponse to Post Payment Review Letter

• Review dates of “OP”  and RA summary

• Review therapy documentation

• Build appeal letter with direct response to RA 

assertions

• Wait for Demand letter before sending to NGS

523/27/2016



Medicare/RAC Appeals

• Demand Letter – Rebuttal Options

533/27/2016

Medicare/RAC Appeals

• Demand Letter –

Ø 2 initial points to stop recoupment

I. Redetermination 30 days of Demand Letter stop 

recoupment (120 days to appeal)

II. Reconsideration Appeal – 60 days to stop 

recoupment (180 days to appeal) 
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Medicare/RAC Appeals

• Demand Letter – Beneficiary Information 

553/27/2016

Medicare/RAC Appeals – PPR 

563/27/2016

•Appeal Redeterm Example – Open & Review



Medicare/RAC Appeals – PPR 
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Redetermination Form – Accompanies Appeal 

Medicare/RAC Appeals

• Demand Letter – Beneficiary Information

ØSafeguards Through out the Process

oCorrect ID #s

oBeneficiary Information 
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Medicare/RAC Appeals

• RAC (Recovery Audit Contractor) –

ØLetter # 4: MAC Receipt of Redetermination 

Appeal (see example handout)-

• Dated letter which comes from MAC

• Opening paragraph  confirms receipt of request for 

redetermination from the Qualified Independent 

Contractor (QIC)

• The Account Receivable number is how you identify 

who the patient this is in reference to (same number on 

Post Payment Review Findings letter which has the 

patient name as well)
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Medicare/RAC Appeals

• MAC Receipt of Redetermination Appeal Letter 

603/27/2016



Medicare/RAC Appeals

• Letter # 5: MAC Decision of Redetermination 

Appeal Letter

• Dated letter which comes from MAC

• To practice/facility  within 60 days of receipt of 

Redetermination Appeal

• Details the decision (can be fully in favor, partially in 

favor or disagree fully with appeal)

• Letter includes a Reconsideration Appeal form (Level 2 

appeal)
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Medicare/RAC Appeals

• Letter # 5: MAC Decision of Redetermination 

Appeal Letter

623/27/2016

Medicare/RAC Appeals

• Letter # 5: MAC Decision of Redetermination 

Appeal Letter

633/27/2016

Medicare/RAC Appeals

• Letter # 5: MAC Decision of Redetermination 

Appeal Letter – Reconsideration Form

643/27/2016



Medicare/RAC Appeals

• Letter # 6: QIC Decision to Reconsideration 

Appeal
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Medicare/RAC Appeals

• Appeal Levels 3 -5

3. Administrative Law Judge (ALJ) – currently at 

least a 2 year back log; Minimum $ amount 

necessary (updated annually- currently $150)

4. Review by the Appeals Council within the 

Departmental Appeals Board in the Department 

of Health and Human Services 

5. Judicial review in federal district court (effective 

1/1/16 - $1,500)

663/27/2016

Medicare/RAC Appeals

• Appeals – What’s a therapist and 

management team to do????

673/27/2016

Medicare/RAC Appeals

• Communication – Facility vs. small practice

683/27/2016



Medicare/RAC Appeals

“Alternative Payment System”

A Time to Change

https://www.youtube.com/watch?v=VrSUe_m19FY
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Medicare/RAC Appeals

“Alternative Payment System”

703/27/2016

Medicare/RAC Appeals

“Alternative Payment System”

• Alternative Payment System

ØProject Game Changer 

ØDeveloping the APS model

ØAdvocacy on Capitol Hill

ØSubmissions to AMA RAC

ØJanuary 2017 – Outpatient  evaluation codes

713/27/2016

Medicare/RAC Appeals

“Alternative Payment System”

723/27/2016

•Demise of Fee-for-

Service and opens 

the door for  value-

based payment.

http://hitconsultant.net

/2015/05/11/death-

fee-service-

healthcare/

www.apta.org



Shifting Risk in the Payment 

Reform Environment

733/27/2016

www.apta.org

Several key trends happening in how healthcare is delivered 

and paid for:

• Third party payment trends downward across all services 

and all third party payers 

• Third party pay demanding greater accountability and 

quality

• Continued consolidation of providers, facilities and payers

• Consumers, including aging “boomers”,  demanding 

choice, access, efficiency for their medical needs

Emerging Practice & Payment 

Models

743/27/2016

www.apta.org

ACOs
Bundled 
Payment 

Community-
Based Care 
Transitions

Coordinated 
Care/Chronic 

Conditions

PCMHs

Value-Based Healthcare

753/27/2016

www.apta.org

CMS: to shift the incentives for payment from volume to value
• Demonstration of value must be communicated through documentation

• Timeline announced January, 2015:
– 2016: 30% of FFS payments based on value and provided through alternative 

payment models

– 2018: 50% of FFS payments based on value and provided under alternative 

models that base payments on quality of care

http://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2015-Fact-sheets-

items/2015-01-26-3.html

Health Care Transformation Task Force: Commercial payers to 

shift 75% of operations to contracts designed to improve quality 

and lower costs by 2020
http://www.hcttf.org/

PT: Pathway To Payment Reform

763/27/2016

www.apta.org

Coding 
Reform

Quality 
Initiatives

Shaping our Payment 
Future:

IMPACT, MIPS, Value Modifier and 
Delivery Based Reforms (Bundling, 

Episodic)



Basic Concepts for Payment 

Reform Models

773/27/2016

www.apta.org

• More/different payment for redesigning care 

to achieve higher quality at lower cost

• Create responsibility for controlling/reducing 

other healthcare costs

• Result: Payer saves money, 

provider appropriately 

incentivized, patient benefits

Payment Reform for Rehab Services:  

Timelines and Guidance

783/27/2016

www.apta.org

2015

• RUC-Eval codes  
– April:  surveyed evaluation codes through  RUC process.  

– September: presented survey results to RUC for establishment of 

Values to be considered by CMS for 2017 Fee schedule

• PM&R WG continues work on severity/intensity 

model for intervention codes.

2016

• February; reviewing progress achieved and payment 

environment to inform continued path forward.

Big Picture: Key Factors in Determining 

Payment

793/27/2016

www.apta.org

A payment method based on the accurate and 

complete communication of the following:

• Completed Patient Assessment Instrument

• Evaluation of Clinical Presentation

• Treatment and management options planned and 

provided  

• Demonstration of Value associated with 

achievement of functional outcomes

2017 Physical Therapy Evaluation & 

Reevaluation Codes

803/27/2016

www.apta.org

• Evaluation Codes

– Three codes: low complexity evaluation, moderate 

complexity evaluation, high complexity evaluation.

– 4 Components:

• Patient history and comorbidities,

• Examination and the use of standardized tests and 

measures,

• Clinical presentation, and 

• Clinical decision making.



2017 Physical Therapy Evaluation & 

Reevaluation Codes

813/27/2016

www.apta.org

• Re-evaluation Code

– Single Code

– All incorporate standardized tests and measures and 

patient assessment instrument or functional outcome 

measure.

Overview of New Evaluation Structure:

Defining Process

823/27/2016

www.apta.org

Process: Patient presentation upon evaluation includes 

determining their overall severity and complexity:

• History (medical, functional)

• Examination

– Physical impairment

– Impact on the patient ability to function

– Cognition  

– Living environment

Overview of New Evaluation Structure:

Defining Process

833/27/2016

www.apta.org

• 3 levels of complexity:

– Low

– Moderate

– High

• The level of the PT evaluation dependent on 

clinical decision making and the nature of the 

condition (severity)

Overview of New Evaluation Structure:

Defining Process

843/27/2016

www.apta.org

• Also part of the evaluation process:

– Development of plan of care

– Coordination, consultation and collaboration of 

care with physicians, other QHP’s or agencies 



Overview of New Evaluation Structure:

Defining Process

853/27/2016

www.apta.org

• Clinical Judgment
– To achieve good outcomes, therapist uses clinical 

judgment to determine the overall severity of 

their complaints/condition and make appropriate 

decisions regarding interventions to use in 

treatment based on this patient assessment, at 

each encounter or session supported as much as 

possible by current best evidence.  

Overview of New Evaluation Structure:

Defining Process

863/27/2016

www.apta.org

History:

• Assists in supporting level of evaluation by addressing;

• Comorbidities that impact function and ability to progress 

through a plan of care

• Previous functional level, context of current functional 

abilities and 

• Treatment approaches in past if applicable and other factors 

that may impact patients ability to progress and reach goals

• Provides rationale:  Medical necessity for level of evaluation 

reported

Overview of New Evaluation Structure:

Defining Process

873/27/2016

www.apta.org

Personal Factors: Contextual Factors that influence 

how disability is experienced by the individual

• Include sex, age, coping styles, social background, 

education, profession, past/current experience

• Overall behavior patterns, character

• Other factors that influence how disability is 

experienced by the individual

• IF NO IMPACT ON PLAN OF CARE, SHOULD NOT BE 

CONSIDERED WHEN SELECTING LEVEL OF SERVICE

Overview of New Evaluation Structure:

Defining Process

883/27/2016

www.apta.org

• Body Regions:  Head, neck, back, lower extremities, 

upper extremities, and trunk

• Body Structures: Structural or anatomical parts of 

body, such as organs, limbs and their components 

classified according to body systems

• Body Systems:  Musculoskeletal, neuromuscular, 

cardiovascular pulmonary, and integumentary

Review of Body Systems would include.........



Overview of New Evaluation Structure:

Defining Process

893/27/2016

www.apta.org

• 4 primary elements that will inform your choice of 

the level of evaluation:

– History

– Examination

– Presentation

– Clinical Decisions Making

• Must communicate information regarding these 

elements and then decide what level of Evaluation to 

report

Alternative Payment System

903/27/2016

www.apta.org

Alternative Payment System

913/27/2016

www.apta.org

Alternative Payment System

923/27/2016

www.apta.org



CPT Code Revisions

PT Re-evaluation

933/27/2016

www.apta.org

• Single level

• Established Plan of Care

• An examination including a review of history and use 

of standardized tests and measures is required

• Revised plan of care using a standardized patient 

assessment instrument and/or measurable 

assessment of functional outcome

Reporting Levels of Evaluations: 

Reflecting Physical Therapists Clinical Decision 

Making

943/27/2016

www.apta.org

• Reflect complexity of patient in order to better 

determine the management path

• Assessment tools at the front end, outcomes 

reported at the back end begin to differentiate how 

patients are managed for potential development of 

reformed payment model

• Address issue of variation in care

Goal: Decrease the Variation in Care

953/27/2016

www.apta.org

Payment and the RUC Process: 
Timeline for Evaluation codes 

963/27/2016

www.apta.org

Evaluation RUC Survey Analysis

July 2015: Survey closed

July through August 
2015:  Data analysis w/ 
member experts 

September 2015: RUC 
recommendations due to 
AMA

Evaluation Code Launch

October 2015: 
Recommendations 
presentation to the RUC

July 2016:  MPFS 
proposed rule (comment 
period)

January 2017: Potential 
implementation 

Refinement of Intervention 
Codes

Currently regrouping and 
strategizing on next steps

RUC process will impact 
in some way either 
current codes or revised 
codes



Misvalued Code List (CMS)

973/27/2016

www.apta.org

• Potentially Misvalued Codes

– 97032 – Electrical Stimulation

– 97116 – Gait Training

– 97035 – Ultrasound 

– 97140 – Manual Therapy 

– 97110 – Therapeutic Exercise

– 97530 – Therapeutic Activities

– 97112 – Neuromuscular Reed.

– 97535 – Self-Care/Home Mgmt.

– 97113 – Aquatic Therapy

– G0283 – E-Stim Other Than Wound

Succeeding when Appealing Medicare 

Denials – The Art of the Defense

983/27/2016

• Resources
1) Medicare Parts A & B Appeals Process, https://www.cms.gov/Outreach-

and-Education/Medicare-Learning-Network-

MLN/MLNProducts/downloads/MedicareAppealsprocess.pdf

2) Medicare Overpayments, https://www.cms.gov/Outreach-and-

Education/Medicare-Learning-Network-

MLN/MLNProducts/downloads/overpaymentbrochure508-09.pdf

3) Recovery Audit Contractors Claims Review Process and Medicare Appeals 

Process,  http://www.rycan.com/Documents/RACFlowChart.pdf

4) Alternative Payment System (APTA), 

http://www.apta.org/PaymentReform/

5) Center for Integrity In Practice (APTA; Includes a free 0.2 CEU webinar), 

http://integrity.apta.org/home.aspx?navID=10737435752

Succeeding when Appealing Medicare 

Denials – The Art of the Defense

993/27/2016

www.apta.org

Succeeding when Appealing Medicare 

Denials – The Art of the Defense
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Matthew Mesibov, PT, GCS

mmesibov@centrexrehab.com


