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Important to Remember
The information provided in this presentation is for

informational purposes only. Information is provided for
reference only and is not intended to provide
reimbursement or legal advice.
Laws, regulations, and policies concerning reimbursement
are complex and are updated frequently and should be
verified by the user. Please consult your legal counsel or
reimbursement specialist for any reimbursement or billing
questions.
You are responsible for ensuring that you appropriately and
correctly bill and code for any services for which you seek
payment. Oplinc does not guarantee the timeliness or
appropriateness of the information contained herein for
your particular use.
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DRUG ISSUES
Foreign Drugs
Single-Dose Vials
Wasted Drug

Importing Foreign Drugs
 The FDA has clearly stated

that virtually all drugs
imported to the United
States from Canada and
any other foreign country
would violate U.S. law.
 Billing Medicare for these
drugs has been
determined to be a
violation of the Federal
False Claims Act.
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Non-FDA Approved Drugs
 California – Oncologist Joel I. Bernstein, M.D., agreed to pay

approximately $2.28 million to resolve allegations under the False
Claims Act. His professional corporation also pleaded guilty to
charges of health care fraud and aiding and abetting. The
company was sentenced to probation and ordered to pay a
$500,000 fine and $1.7 million in restitution.

 Bernstein allegedly purchased non-FDA-approved prescription

oncology drugs from a variety of sources that purported to
contain the same active ingredient as oncology drugs sold in the
United States. The drugs were administered to patients, including
Medicare beneficiaries, and submitted and caused to be
submitted false claims for payment to Medicare related to the
administration of the drugs.

www.oig.hhs.gov
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Drug Quantities
 Single dose vials

• Bill the entire amount of vial even if all the drug is
not administered to the patient – when it is
discarded

 Multiple dose vials

• Bill for amount used
• Round up to nearest billing unit:
120 mg given on 100 mg code - round to quantity 2
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What is a single-dose or single-use vial?
A single-dose or single-use vial is a vial of liquid
medication intended for parenteral administration
(injection or infusion) that is meant for use in a single
patient for a single case/procedure/injection. Singledose or single-use vials are labeled as such by the
manufacturer and typically lack an antimicrobial
preservative.

www.cdc.gov/injectionsafety/providers/provider_faqs_singlevials.html
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Can single-dose or single-use vials be
used for more than one patient?
No.

Vials that are labeled as single-dose or single-use should be used for a
single patient and single case/procedure/injection. There have been
multiple outbreaks resulting from healthcare personnel using single-dose
or single-use vials for multiple patients.
Even if a single-dose or single-use vial appears to contain multiple doses
or contains more medication than is needed for a single patient, that vial
should not be used for more than one patient nor stored for future use on
the same patient.To prevent unnecessary waste or the temptation to use
contents from single-dose or single-use vials for more than one patient,
healthcare personnel should select the smallest vial necessary for their
needs when making purchasing decisions.

www.cdc.gov/injectionsafety/providers/provider_faqs_singlevials.html
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What is the policy on single use
vials/packages of drugs and biologicals
Section 40 of Chapter 17 of the Medicare Claims Processing Manual
is amended to address single use vials/packages of drugs and
biologicals.
If after administering a dose/quantity of the drug or biological to a
Medicare patient, a physician, hospital or other provider must
discard the remainder of a single use vial or other single use
package, the program provides payment for the amount of drug or
biological administered and the amount discarded, up to the total
amount of the drug or biological as indicated on the vial or
package label.
www.cms.hhs.gov/mlnmattersarticles/downloads/MM5520.pdf
www.cms.hhs.gov/transmittals/downloads/R1248CP.pdf
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Discarded Drug
If the provider must discard the remainder of a single-use vial or
other package after administering the prescribed dosage of any
given drug, Medicare may cover the amount of the drug discarded
along with the amount administered. The following elements must
be followed in order for the discarded amount to be covered:
1. The vial must be a single-use vial. Multi-use vials are not subject to
payment for any discarded amounts of the drug.
2. The units billed must correspond with the smallest dose (vial)
available for purchase from the manufacturer(s) that could provide
the appropriate dose for the patient.
3. The left-over amount must actually be discarded and may not be
used for another patient regardless of whether or not that other
patient has Medicare.
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www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE1316.pdf

Discarded Drug
Do not bill for discarded drug when the actual dose of the drug or
biological administered is less than the billing unit.
Example:
One billing unit for a drug is equal to 10mg of the drug in a single use vial.
A 7mg dose is administered to a patient while 3mg of the remaining drug
is discarded.
The 7mg dose is billed using one billing unit that represents 10mg on a
single line item. The single line item of 1 unit would be processed for
payment of the total 10mg of drug administered and discarded.

Billing another unit for the discarded 3mg of drug is not permitted because
it would result in overpayment.
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www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE1316.pdf

Drug Wastage
Drug wastage or discard must be documented in the patient's
medical record with:
• Date
• Time
• Amount wasted
• Reason for wastage
• Total amount the vial is labeled for
Upon review, any discrepancy between amount administered to
the patient and amount billed may be denied as non-rendered
unless the wastage is clearly and acceptably documented. The
amount billed as "wasted" must not be administered to another
patient or billed again to Medicare.
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www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE1316.pdf

Wasted Drug
Q. If you ordered a non returnable short dated
item from pharmaceutical company and patient
cancelled the appointment, can you still bill
insurance for that drug?
A. Medicare does not pay for drug discarded
unless a portion must be discarded after the
drug is administered to the patient.
Many private payers (including many Blues
plans) also follow this rule.
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Central Venous Access Procedures
CODE

Description

36591

Collection of blood specimen from a completely implantable venous
access device

36592

Collection of blood specimen using established central or peripheral
catheter, venous, not otherwise specified (use this code for PICC line or
peripheral IV)

Rules:
Medicare – Only paid if there are no other services payable under the physician fee
schedule billed on the same date by the same provider
AMA CPT Guidelines – Do not report with any other service
36593

Declotting by thrombolytic agent of implanted vascular access device or
catheter

36415

Collection of venous blood by venipuncture

Rules:
Medicare – Separately payable
AMA CPT Guidelines – Separately payable
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IV Push
 Intravenous or intra-arterial push:
• An injection in which the healthcare
professional who administers the
substance/drug is continuously present to
administer the injection and observe the
patient, or
• An infusion of 15 minutes or less.
 Do not use IV push codes for port access

or “pushing” a drug into IV bag to drip
intravenously
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Billing Port Flush
Q. We use central venous access device ports in many patients to draw
blood for laboratory testing. Is it appropriate to report code 96523,
Irrigation of implanted venous access device for drug delivery systems,
when drawing a blood specimen for laboratory testing (e.g. code 85025 )?
A. No. From a CPT coding perspective, it is appropriate to report either
code 36591, Collection of blood specimen from a completely implantable
venous access device, or code 36592, Collection of blood specimen using

established central or peripheral catheter, venous, not otherwise specified,

for blood specimen collection from a central venous access port performed
for a laboratory service (e.g., 85025 ). The services described by codes
36591 and 36592 include irrigation of the venous access device.

CPT® Assistant July 2011 Volume 21 Issue 7
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Billing IV Fluids
Q. When reporting code 96360 Intravenous infusion, hydration; initial, 31 minutes
to 1 hour, is it only the administration of the fluids included or are the intravenous
fluids included in the code as well?
A. Basic intravenous fluids are included in these codes, as well as their
administration. As indicated on page 593 of the CPT Professional 2014 codebook,
“Codes 96360- 96361 are intended to report a hydration IV infusion to consist of a
pre-packaged fluid and electrolytes (e.g., normal saline, D5-1/2 normal
saline+30mEq KCl/liter), but are not used to report infusion of drugs or other
substances.

CPT® Assistant May 2014 Volume 24 Issue 5

If the agent is mixed in a bag of IV fluids and infused (i.e., the fluid is the
vehicle in which the drug is administered), the fluid is considered
incidental and not separately reportable as hydration.
CPT® Assistant June 2008, Volume 18, Issue 6

18

Hydration Clarification
 Some chemotherapeutic agents and other therapeutic agents require hydration to be given in

order to avoid specific toxicities (e.g., nephrotoxicity associated with cisplatinum). In these
circumstances, if hydration services are provided before or after the intravenous
administration of the chemotherapeutic agent, it is both clinically necessary and appropriate,
and the hydration services are separately reportable. There is a minimum time duration of 31
minutes of hydration infusion to report the service.

 The patient does not have to require hydration for any purpose other than toxicity

prevention, and it can be routine, or part of a regimen, to hydrate before and/or after
infusing the specific chemotherapy agent. The purpose of the September 2007 comment was
to indicate that concurrent hydration or admixture solutions are not separately reported as
hydration using procedure codes 90760 and 90761 when other intravenous infusions are
being reported for the same time interval.

 When IV fluids are allowed to continue to run during the intravenous administration of the

chemotherapy or other therapeutic agent, that portion (the simultaneously administered
portion) of the hydration is not separately reportable

CPT® Assistant June 2008, Volume 18, Issue 6
19

Remember:
Do not bill IV push for port flushes
Do not report venipuncture when blood draw is from
port
Billing - Round infusion hours to the nearest 30
minutes
Leucovorin & Mesna – bill with non-chemo admin
codes
Hydration administered “concurrently” not separately
billable

20

Master
Evaluation & Management
Coding

New or Established Patient?
Q. Would it be appropriate to bill a patient as “new” if a
physician changes practices and sees a patient that he or she
had previously seen within the past 3 years while working for
another medical group? The physician would not have access
to the old medical records unless he or she requests them
from the previous medical group.
A. The determining factor for choosing a new versus
established patient E/M code is that physician services were
previously provided by the same physician within the past
three years, regardless of whether the physician changes
practice settings.

CPT Assistant March 2012
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New Patient?
Q. Would it be appropriate to bill a patient as “new” if a physician changes practices
and sees a patient that he or she had previously seen within the past 3 years while
working for another medical group? The physician would not have access to the old
medical records unless he or she requests them from the previous medical group.
A. In CPT 2012, the above reporting instruction is unchanged. In the previous
scenario, the determining factor for choosing a new versus established patient E/M
code is that physician services were previously provided by the same physician
within the past three years, regardless of whether the physician changes practice
settings.
Similarly, if the patient is now seen for an E/M service by a new physician of the
same specialty as the original physician in the former medical group practice, an
appropriate level established patient office or other outpatient evaluation and
management service code should be reported per the guidelines
CPT Assistant March 2012
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Can an NP or PA do any part of a new patient office
visit and still bill under the physician's billing
number?
The E/M guidelines allow a physician's ancillary staff (which may
include NPPs) to document a patient's review of systems and/or
past, family, social history**. No other parts of an initial visit or
consultation (i.e. the other key components-exam, medical
decision-making or the chief complaint of the patient's history)
could be done by these practitioners and the service still be billed
under the physician's billing number.
**"The ROS and/or PFSH may be recorded by ancillary staff or on
a form completed by the patient. To document that the physician
reviewed the information, there must be a notation supplementing
or confirming the information recorded by others.“
www.cms.hhs.gov/MLNEdWebGuide/25_EMDOC.asp
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Split/Shared Billing
 Limited To:
•
•
•
•

Physician Assistants
Nurse Practitioners
Clinical Nurse Specialists
Certified Nurse Mid-wives

 Level of service based on combined documentation
 Identify both practitioners who performed the care
 Physician must document the services personally

performed
 Billed by either the physician or the NPP
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Split/Shared Billing
 Physician must provide a face-to-face encounter with






the patient
Physician must document at least one element of the
history, exam and/or medical decision making
component
Physician signature to justify involvement in the
patient care
Non-physician practitioner’s service must be within
scope of practice
Both practitioners currently enrolled in the Medicare
program
26

Split/Shared E/M Services - Hospital
Inpatient, Outpatient, or Emergency Dept.
 If physician and NPP are in the same group practice, and the

physician performs any face-to-face portion of the E/M encounter
with the patient, you may submit the service under either
the physician or NPP’s NPI.

 If there was no face-to-face encounter between the physician

and the patient (e.g., if the physician reviewed a portion of the
patient’s medical records but did not “see” the patient), the
service may only be submitted under the NPP’s NPI.

 Remember, the concept of “incident to” does not apply in this

setting.

Medicare Claims Processing Manual
Chapter 12 - Physicians/Nonphysician Practitioners
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Split/Shared E/M ServicesOffice/Clinic Setting
 When an E/M service is a shared/split encounter

between a physician and a non-physician practitioner
(NP, PA, CNS or CNM), the service is considered to
have been performed “incident to” if the requirements
for “incident to” are met and the patient is an
established patient.
 If “incident to” requirements are not met for the
shared/split E/M service, the service must be billed
under the NPP’s UPIN/PIN, and payment will be made
at the appropriate physician fee schedule payment.
Medicare Claims Processing Manual
Chapter 12 - Physicians/Nonphysician Practitioners
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Split/Shared Billing FAQs
Q: The split/shared guidelines state the physician must document a
substantive portion of the E/M service (Inpatient/Hospital
Outpatient/Emergency Department), what does substantive mean?
A: A substantive portion of an E/M visit involves at least one of the three
key components (History, Examination, or Medical Decision Making). A cosignature alone or a statement such as 'Agree with the above' is not
acceptable.
Q: If a service is performed split/shared in the Inpatient/Hospital
Outpatient/Emergency Department setting will the physician signature
support a face-to-face occurred.
A: No. The physician must document a substantive portion of the E/M
service. A co-signature alone or a statement such as 'Agree with the
above' is not acceptable.
Palmetto GBA Incident To, Split/Shared and Locum Tenens Webcast:
Questions and Answers, May 14, 2013
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Physician Documentation that
Does Not Support Split/Shared Visit:
"I have personally seen and examined the patient independently,
reviewed the history, exam and MDM and agree with the assessment and
plan as written" signed by the physician
"Patient seen" signed by the physician
"Seen and examined" signed by the physician
"Seen and examined and agree with above (or agree with plan)" signed
by the physician
"As above" signed by the physician
Documentation by the NPP stating "The patient was seen and examined
by myself and Dr. X., who agrees with the plan" with a co-sign of the
note by Dr. X
No comment at all by the physician, or only a physician signature at the
end of the note

WPS Medicare
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E/M Visit on Day of Drug Administration
 When a medically necessary, significant, and

separately identifiable E/M service (which meets a
higher complexity level than CPT code 99211) is
performed, in addition to one of these drug
administration services, the appropriate E/M CPT code
should be reported with modifier -25.
 Documentation must support the level of E/M service
billed.
 For an E/M service provided on the same day, a
different diagnosis is not required.

www.cms.hhs.gov/mlnmattersarticles/downloads/MM4032.pdf
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Use of Modifier 25
Complex medical review has revealed confusion over the proper billing of evaluation
and management (E/M) CPT codes with modifier 25 on same date as procedures
and/or drug administration codes.
 It may be appropriate to report an E/M service code when a separately
identifiable, medically necessary service has been provided in addition to a
procedure provided on the same date.
 The physician/NPP's documentation must indicate that on the day a procedure
was performed, the patient's condition required a significant separately
identifiable E/M service.
 A separately billable E&M service does not relate directly to the actual
performance of the procedure.
 Commonly, the separately identifiable nature of a service is indicated by a
separate diagnosis code.
 Rarely, an E&M service separate from the procedure may be associated with the
same diagnosis code.
32

https://www.noridianmedicare.com

Inappropriate Use of Modifier 25
• An E/M with modifier 25 may not be billed for use of a room,

technician time, nursing care, assessment, or monitoring.

• A routine interval evaluation, for example to assure there are no

new issues when the patient presents for chemotherapy, may not
be separately paid by Medicare and should not be billed.

Example: The patient arrives for chemotherapy treatment. The
nurse completes an assessment including vital signs, confirms
there are no new or interval issues; starts the treatment and
continues to periodically monitor the patient during the treatment.
A separately identifiable E/M service has not been provided and
should not be billed with modifier 25.
33

https://www.noridianmedicare.com

Appropriate Use of Modifier 25
An E/M with modifier 25 may be billed on the same day as a drug
administration code when documentation clearly supports a medically
necessary E/M service unrelated to the chemotherapy administration. This
may include physician/NPP evaluation and management of the disease
process requiring the administration for the drug if an alteration of the
treatment plan may be required due to symptoms/signs, adverse
treatment reactions, etc.
Example: The patient arrives for chemotherapy treatment, refusing to
continue home medication regimen due to side-effects. The physician/NPP
evaluates the patient complaint and makes a determination on potential
changes in the treatment plan. The patient also receives chemotherapy. An
E/M with modifier 25 may be billed for the physician/NPP service in
addition to the administration of the chemotherapy.

34

https://www.noridianmedicare.com

Modifier 25 – “Unbundling”
 Payment for a service with an "XXX" global days indicator already includes the
E&M component required to provide the service. For example: CMS Publication
100-4 Claims Processing Manual Section 30.5 states: Physician work related to

hydration, injection, and infusion services involves the affirmation of the
treatment plan and the supervision (pursuant to incident to requirements) of nonphysician clinical staff.

 Work ordinarily provided by the physician or non-physician clinical staff to
evaluate the patient before & after an injection/infusion service is already
reflected in the fee schedule payment amount for the service. In situations where
the pre/post infusion evaluation services are the only E&M component provided,
no additional payment for an E&M may be made on the same date of service.
 Circumventing the CCI edit to maximize payment; i.e. having the patient come in
on another day to bill for the E&M services separately, is inappropriate and
considered "unbundling" of services. This billing pattern could result in
prepayment medical review and/or referral to the Zone Program Integrity
Contractor.
35

www.cgsmedicare.com/partb/pubs/news/2012/0512/cope18823.html

Insufficient Documentation
 Billed CPT 99213-25
 Submitted documentation does not support

beneficiary was seen for a "significant, separately
identifiable evaluation and management service
by the same physician on the same day of the
procedure or other service".
 Submitted progress note states: "Patient is here
for chemo. No new problems. Physical Evaluation:
same as last visit."
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99211
Documentation
• Must Show a clinically
relevant & necessary
exchange of
information between
provider and patient,
and
• Demonstrate an
influence on patient
care (ex., medical
decision making,
patient education, etc.)

99211
Should Not be Used
For
• Phone calls to patients
• Drawing of blood for
laboratory analysis or
when performing other
diagnostic tests
• Administration of
medications when an
injection or infusion
code is submitted
separately

Can A Physician Bill “Incident to”
Another Physician?
Q. Can I bill under my MD/DO provider number for
services provided by a new physician to our group who
is currently in the provider enrollment process? They
have a National Provider Identifier (NPI) number.
A. A physician can bill for incident to services provided
by another physician. This would be a very rare
circumstance. The situations would have to follow the
incident to guidelines including the billing physician
must be in the office suite, and the performing
physician cannot change anything in the billing
physician’s plan of care.
www.wpsmedicare.com/.../2013-0723-incident-to-services-handout.pdf
Updated March 2014 with clarification provided by CMS
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Can a physician bill “incident to”
another physician?
A. Yes.

In the Medicare Physician Fee Schedule 2002 Final Rule, CMS states the
following:
“We have not further clarified who may serve as auxiliary personnel for a
particular incident to service because the scope of practice of the auxiliary
personnel and the supervising physician (or other practitioner) is
determined by State law. We deliberately used the term any individual so
that the physician (or other practitioner), under his or her discretion and
license, may use the service of anyone ranging from another physician to a
medical assistant. In addition, it is impossible to exhaustively list all
incident to services and those specific auxiliary personnel who may
perform each service.”
* Remember - all “incident to” requirements must still be met.
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“Incident To” FAQs
 Q. If a doctor has already set up the plan of care for

chemotherapy and the patient comes into the office for chemo
but now has a new complaint of nausea and vomiting, would
that be considered a new problem that the physician would then
have to see the patient for or since it is a side effect of chemo,
could the service still be billed as incident to?

 A. The answer to this question will depend on how the physician

initially documented the plan of care for this patient and whether
handling the nausea and vomiting was part of the physician’s
plan of care to which the service would be incidental. Again,
looking at medical records would be the best way to determine if
this met the incident to requirements.
www.Palmettogba.com
Jurisdiction 11 Part B Ask the Contractor Teleconference
Questions and Answers: June 18, 2013
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“Chemotherapy Teaching”
“Treatment planning and services provided relative to chemo admin
(patient teaching, phone calls, financial counseling, psychosocial support)
not separately payable.”
Dean Gesme MD FACP FACPE
Past Chair, ASCO Clinical Practice Committee

Past Chair, National Coalition for Cancer Survivorship

H.R. 1661 Improving Cancer Treatment Education Act of 2013 - Amends
title XVIII (Medicare) of the Social Security Act to extend Medicare
coverage to comprehensive cancer patient treatment education services,
including a one-hour patient treatment education session delivered, in
advance of treatment, by a registered nurse to an individual diagnosed
with cancer (or whose course of treatment has been materially modified).
But no movement on this bill for over a year.
https://www.govtrack.us/congress/bills/113/hr1661
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“Incident To” Requirement Not Met
Q. The MD/DO orders drug x at x dosage. The NPP sees
the patient in follow up and determines x drug at x
dosage is not working and changes to y drug at y
dosage. Can the service be billed under the MD/DO
provider number?
A. No, because the NPP is now determining the plan of
care for the patient, the service no longer meets the
incident to requirements.

www.wpsmedicare.com/.../2013-0723-incident-to-services-handout.pdf
Updated March 2014
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CMS “Incident To” Requirement
Not Met
Q. If the treating physician (Doctor X) refers a patient to an anticoagulation monitoring clinic, can Doctor X bill these services as
“incident to?”
A. No, because the services are not being provided by an employee
under supervision of Doctor X.
Q. Can the supervising physician (Doctor Y) at the anti-coagulation
monitoring clinic (a physician group) bill the services as “incident
to” if Doctor Y directly supervises those services at the clinic?
A. No, because Doctor Y is not treating the patient for the
underlying condition. However, If Doctor Y receives a referral from
Dr. X, and Dr. Y performs an initial evaluation of the patient and
then orders and supervises the services, they may be billed by
Doctor Y incident to her initial service.
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www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/se0441.pdf

Time Based Codes

 Document time for:
• Infusion codes
• Prolonged service codes 99354-99357
• E/M visits for counseling and/or
coordination of care
–

Must include what was discussed

• Care Plan Oversight
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When Medicare is the primary payer & a secondary payer
pays more than the 20% coinsurance. Can we keep the
amount that is over Medicare’s allowable?
“If the enrollee has private insurance in addition to Medicare, the
physician/supplier who has accepted assignment of SMI benefits is
in violation of his/her assignment agreement if he/she bills or
collects from the enrollee and/or the private insurer an amount
which, when added to the Medicare benefit received, exceeds the
Medicare allowed amount. If it comes to a carrier’s attention that a
physician/ supplier has received an excessive amount, inform
him/her to refund such amount to the appropriate party. Where it
is not clear as to who is entitled to receive the refund under the
terms of the private insurance, any excess amount paid by the
enrollee may be returned to the enrollee.”

Medicare Claims Processing Manual Chapter 1
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Identify Sanctioned
Coding & Billing
Guidelines

Medicare Sanctioned Coding
Guidelines
 Written Medicare Policy including
• National Coverage Determination (NCD)
• Local Coverage Determination (LCD)

 Medicare article
 AMA CPT statement
 AMA CPT Assistant statement
 AHA Coding Clinic statement
47

Important Publications/Articles
 AMA CPT Changes: An Insider’s View 2006
 CPT®
• Part
• Part
• Part

Assistant 3 Part Series on Drug Administration
1: May 2007 Volume 17, Issue 5
2: June 2007 Volume 17, Issue 6
3: September 2007 Volume 17, Issue 9

 CPT Assistant Coding Clarification Hydration
• June 2008, Volume 18, Issue 6
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NCCI Website

www.cms.gov/NationalCorrectCodInitEd/01_overview.asp

NCCI Policy Manual

www.cms.gov/NationalCorrectCodInitEd/

 Review coding books each year
 Subscribe to Medicare sanctioned coding resources

• Monitor for changes in billing rules/guidance
 Monitor CMS Provider Compliance website
 Maintain file of coding/billing guidance from Medicare
contractor & private payers

 Provide staff involved in billing access to

updated billing/coding resources
 Provide ongoing coding and billing compliance
training – include RNs if they are responsible
for choosing billing codes
 Perform audits routinely to identify
billing/coding errors
 Track denials/incorrect payments due to coding
errors
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Sponsored By
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Print Copy
Distributed
by
Oncology
Supply
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Resources

E/M Resources
CMS E/M Documentation Resources
www.cms.gov/MLNEdWebGuide/25_EMDOC.asp
CMS Distribution of E/M Services by Specialty
www.cms.gov/medicarefeeforsvcpartsAB/04_medicareu
tilizationforpartb.asp
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“Incident To” Resources
CMS IOM 100-02, Chapter 15
www.cms.gov/manuals/Downloads/bp102c15.pdf
CMS IOM 100-04, Chapter 12
www.cms.gov/manuals/downloads/clm104c12.pdf
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Compliance Resources
OIG Work Plans
http://oig.hhs.gov/publications/workplan.asp
Provider Compliance Training Modules
http://oig.hhs.gov/newsroom/video/2011/heat_modules.asp

OIG Physician Compliance Plan
http://oig.hhs.gov/authorities/docs/physician.pdf
OIG Avoiding Medicare/Medicaid Fraud & Abuse
http://oig.hhs.gov/fraud/PhysicianEducation/roadmap_web_version.pdf

CMS Compliance Webpage
www.cms.gov/MLNProducts/45_ProviderCompliance.asp

