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PURPOSE OF PRESENTATION

* Goals:
* To discuss potential opportunities for integrating Community Health Workers and Community Integrated
Health Professional into reimbursable services which allow auxiliary /clinical personnel to perform entire or

portions of a service.

* Considerations of other non-reimbursable services which can be of benefit to facility in improving the health

and wellbeing of their patients.
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BACKGROUND OF COMMUNITY
HEALTH WORKER (CHW) AND
COMMUNITY INTEGRATED
HEALTH PROFESSIONAL (CIH)



COMMUNITY HEALTH WORKER (CHW)

Xy CHWs are frontline health workers who are members or have a deep
understanding of the communities they serve.

and clients, especially within organizations that aim to support vulnerable
populations.

@ CHW programs address both the clinical and nonclinical needs of patients

A\ CHWs can help health care organizations improve health care quality,
m reduce provider burden, and strengthen relationships and trust within the
communities for which they provide care.
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CHW RESPONSIBILITIES

* CHW programs build valuable connections to the communities they serve.

* CHW programs help by understanding conditions that affect community members quality of life,
including socioeconomic and environmental factors.

* CHWs can help identify and address many of these major barriers by engaging people in ways
that other providers may not.

* CHWs typically act as liaisons between the community and health care organization. They work

to improve the delivery of health education, follow-up care, and case management.
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COMMUNITY INTEGRATED HEALTH (CIH) PROFESSIONAL

Community Integrated Health (CIH), also known as Community Paramedicine (CP), is an
emerging field in healthcare where emergency care providers operate in expanded roles
to help connect underserved populations with underutilized resources.

CIH work with patients, care providers, and local services to address individual and
community health needs.

Examples of services provided by community paramedics include:

health education and
clinical assessment and care, motivational interviewing for medication reconciliation, general welfare and home safety checks, and
chronic disease management,

community outreach and
education.




CIH TYPICAL RESPONSIBILITIES

* Responsibilities:

Provide clinical assessment and care, including (not limited to) assessment of vital signs, cardiac monitoring, medication
administration, wound care, lab draws and specimen collection.

Provide outreach to community resources, disease management coaching, preventative care, and other needed activities
to patients managing various chronic health conditions and to referral sources and community.

Provide advocacy to address health disparities at the individual and community levels.

Assist patients in understanding care plans and instructions.

Acts as a liaison between referral sources, facilities and outside entities to prevent and /or resolve continuum of care
issues.

Demonstrates skills in effectively coordinating and monitoring care to promote quality and cost-effective outcomes.
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CIH TYPICAL RESPONSIBILITIES

* Responsibilities:
* Assesses health status, social determinates of health and health equity barriers.
* Reduce stigma and other barriers to initiating or continuing health care by providing necessary information to both
community members and health care providers.
* Assist patients with completion of forms and paperwork.
* Schedule appointments for patients in clinic or other health /social service agency.
* Qvutreach and assistance with COVID testing for community members.
* Providing information to the community on contract tracing.
* Providing information to the community on quarantine and isolation requirements for those exposed to COVID.
* Providing medical care (within licensure scope of practice) and other assistance to those in quarantine or isolation who

may need help with food, communications, housing and other social needs.
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ROLES IN CARE MANAGEMENT TEAM

@)

Can also be known as:

Case Manager

Care Coordinator

Patient Navigator

Outreach

Community Resource Specialist
Community Health Representative
Advocate

Educator

Translation /Interpretation Specialist
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AUXILIARY PERSONNEL DEFINED BY CMS

* Auxiliary personnel must meet applicable state requirements, including licensure. In states with no
applicable requirements, auxiliary personnel providing PIN services must be trained or certified

in the competencies of:

* Patient and family communication

* Interpersonal and relationship-building

* Patient and family capacity building

* Service coordination and systems navigation

* Patient advocacy, facilitation, individual and community assessment

* Professionalism and ethical conduct

* Developing an appropriate knowledge base, including specific certification or training on the serious, high-

risk condition, illness, or disease being addressed
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BENEFIT AND OPPORTUNITIES

* The US Department of Health and Human Resources published a report “On the Front Lines of
Health Equity: Community Health Workers”.

* This report discussed the benefits of CHW programs and planning and implementing a program.
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BENEFITS OF CHW PROGRAM IDENTIFIED IN REPORT

» Provide culturally competent care- design interventions that meet the needs of specific populations with the aim of
delivering appropriate and equitable care. Programs may accomplish this by incorporating cultural and /or faith-based
beliefs or norms into interventions, providing services in preferred languages, and/or employing CHWs from the same
geographic, linguistic, or racial and ethnic community they serve.

» Serve populations with limited English proficiency- using materials and/or by speaking the language of the target
population. These improvements include increased screening completion, more appropriate health care service utilization,
improved health knowledge and positive changes in health behaviors.

P Serve rural populations- help health care organizations address the socioeconomic and environmental challenges of
individuals living in rural areas. Limited public transportation in these areas can make it difficult for individuals to access
health care. Lack of providers for some health services can make it difficult to effectively integrate care teams, as fewer
care team members for various health services may be available in these communities. CHWs can address these challenges

by offering assistance with transportation or by helping their clients navigate the health care system.
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BENEFITS OF CHW PROGRAM IDENTIFIED IN REPORT

> Assist with chronic conditions- chronic conditions, often confounded by socioeconomic and environmental factors,
negatively impact quality of life and lead to higher costs to health care organizations. Chronic conditions often require
home health, home and community-based services, remedial treatment regimens, medical monitoring, and medication
adherence oversight. CHW programming can assist patients in using information and products given to them by clinical
providers to help manage their chronic conditions. CHWs reinforce prevention strategies and help patients and populations
develop strategies to overcome barriers to lifestyle and behavior change to achieve personal goals and prevent
complications.

» Support behavioral health care- CHW interventions can effectively address mental health disorders in various
populations. For substance use disorder (SUD), services are provided by individuals trained to draw from their own
experiences with recovery to engage in the recovery process and reduce the likelihood of relapse. They can provide critical
support for self-management and promote resiliency and whole health.

> Save organization spending- Evidence shows that CHW programs can be cost effective, and CHW:s can be a valuable

EideBailly
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OTHER CONSIDERATION OF BENEFITS FOR A CHW PROFESSIONAL

» Difficult Discharges — All organizations have instances in which hospital staff are not able to secure authorization for
services following discharge. This could include a swing bed stay, SNF stay, Rehab stay, or Home Health Care services. The
Community Health worker may be able to assist an organization bridge the post discharge care gap and work with the
patient to obtain community resources and stay in contact with the patient.

P Exploring options for Healthcare Coverage - services to screen uninsured and underinsured patients for available
health care coverage through local, government and internal programs. Assisting patients with navigating steps of
obtaining health insurance through the Marketplace or exploring if qualify for medical assistance,

P Exploring options for assistance with drug costs - drug manufacturers’ patient assistance programs and grants to
lower the cost of treatments for cancer.

P Care coordinator — Aid with healthcare system navigation. In particular, seeing this in the Oncology and Behavioral

Health service line.
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HOW MANY CHW DOES YOUR ORGANIZATION EMPLOY

* Responding to the survey — 26

* How many employ CHW (Community Health Worker) professionals in their organization: 14

* How many employ CIH (Community Integrated Health) professionals in their organization: 14
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JOB TITLES WITHIN ORGANIZATION

* Title for CHW or CIH employees in your organization
*  Community Health Worker — 8
e EMT-3
*  Community Paramedic — 3

*  Community Integrated Health Coordinator — 4

* Public Health Nurse — 1
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PEER SUPPORT SPECIALISTS

* Do you employee Peer Support Specialists
°* Yes—4
* No-22
* Do staff in organization filling the role of CHW /CHI have other credentials which allow them to
provide other services?
°* Yes—24
°* No-2

* Types of credentials listed: EMT, RN, Paramedic
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SETTINGS FOR CHW/CIH

* In what type of settings are you employing CHW /CIH
 CAH-5
* FQHC -1
* Ambulance/EMS - 13
* PB clinic— 2
* PBRHC-3
* Public Health =1
e Other-56
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MEDICAL AND BEHAVIORAL HEALTH CARE

* Does your organization provide medical care
* No-3
* Yes—23
* Does your organization provide behavioral health care
* No-10
* Yes—16
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JOB ROLES

* What roles currently are the CHW /CIH filling:
* Transportation
* Help with Insurance

* Fill gapsin 211 coverage

* Currently billing for CIH/CHW services
* No-23
* Yes—3
* Does your organization use CIH/CHW assist in screening for SDOH?
* No-9
° Yes-17
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ANNUAL WELLNESS VISITS USAGE

* Does your organization provide Annual Wellness Visits for Medicare?
No-15
Yes - 11

EideBailly
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OPPORTUNITIES

Despite important steps to pay separately for care management services promoted by CMS, there has

’ been limited uptake of care management services and Medicare still overwhelmingly pays for primary
. care through traditional office /outpatient (O/QO) Evaluation and Management (E/M) visit codes, which
‘!‘ describe a broad range of physicians' services but do not fully distinguish and account for the resources

associated with primary care and other longitudinal care.

= Increasing the provision of care management services can influence other reimbursable services to be

E performed.

There are multiple indirect benefits of care management which improve patients overall health and
wellness.
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USAGE PER AMA

flgiﬁ DESCRIPTION EP::iiuus :i:.ln::m Ratio ::::':1 ghmvi:i?;nct::nrie " iﬁ‘:::" ::::;ii in Total
Utilization | Utilization RVU Payment
99439 Chrnc care mgmt staf ea addl 1,812,427 | 1,585,874 0.875 0.70 $ (5,110,732) $ (11,418,612)
99452 Ntrprof ph1/ntrnet/ehr rfrl 20,803 18,639 0.896 0.70 $ (48,768) $ (52,269)
99487 | Cpbechmc care 15t 60 min 411,603 | 368796 | 0.896 |1.81 $ (2,494,892) | 8 (4,884,242)
99483 | Cpbxchimc care ea addl 30 784,850 | 658,489 | 0.839 [1.00 $ (4,075841) | § (8.,548,501)
99490 Chrnc care mgmt staff 1st 20 5,007,519 | 4,486,737 0.896 1.00 $ (16,769,404) % (32,747,187)
99491 Chrnc care mgmt phys 1st 30 193,760 173609 | 089 |1.50 $ (973,308) g (1,633,206)
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PLANNING AND IMPLEMENTING

Assess Community Needs- Listen to Community. Gather Information. Address Disparities.

@ Define Core Competencies and Roles — See next slide.

%4*  Recruit and Hire- Hire. Train. Supervise. Plan for Retention.

‘,'__I Conduct Training /Ensure Retention- Keep Developing Skills. Adequate Training. Continuing Education.

[[s.] Secure Funding — See next slide.



DEFINE CORE COMPETENCIES

Roles Sub-roles

Care Coordination, Case
Management, and System

Participate in care coordination and/or case management, including
making referrals, providing follow up, and documenting/tracking
individual and population level data

Facilitate transportation to/from services and help address barriers to

Roles Sub-roles

Cultural Mediation Among
Individuals, Communities,
and Health and Social
Service Systems

Educate individuals on how to use health and social service systems
Educate health and social service systems about community
perspectives and cultures (including implementing culturally and
linguistically appropriate services standards)

Understand medical terminology in relevant languages

Increase individuals' health literacy and cross-cultural
communication

Advocating for Individuals
and Communities

Advocate for the needs and perspectives of communities

Connect individuals to resources and advocate for basic needs (e.g.,
safety, food, and shelter)

Conduct general pelicy advocacy within organizations

Individual and Community
Capacity Building

Strengthen individual and community knowledge, skills,
processes, and resources
Train additional CHWs and build capacity of CHW workforce

Culturally Appropriate
Health Education and
Information

Conduct culturally and linguistically competent health promotion and
disease prevention education

Provide necessary information and clear instruction to individuals so
they can understand and manage their health conditions

Navigation care . , , , , , ,
. o Participate in design, implementation, and interpretation of
Inform stakeholders on community assets, opportunities, threats, P .
and challenges individual-level assessments (e.g., home environmental
Individual and Community assessment)
Conduct basic screening tests and services (e.g., height and weight, . . . . . . .
) . blood pressure, first aid, diabetic foot checks) Assessments Participate in design, implementation, and interpretation of
Direct Service Assist individuals with basic socioeconomic or geographic needs community-level assessments {Eg mndSh'Eldl survey of community
(e.g., providing transportation, linking to outside social services) assets and challenges, community asset mapping)
Motivate individuals to obtain health care and other services Engage with/recruit individuals, families, and community groups to
Coaching and Social Support individuals' self-management of disease screenings, appropriate services and systems
Support prevention, and management of health conditions Foll health and ial . ith individugl
Plan and/or lead SUDDOM GrouDs ollow up on hea t and social service encounters with individuals,
pport group Outreach families, and community groups

Conduct home visits to provide education, assessment, and social
support
Present at local agencies and community events

Evaluation and Research

Document social determinants of health £ codes on medical charts

|dentify and engage community members as research partners,
including conducting community consent processes

Advance principles of community-based participatory research
Engage stakeholders to act on findings
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SECURE FUNDING

€ Sustainable funding is crucial for maximizing the value of CHWs.

ﬁ Health care organizations can use a variety of mechanisms to fund CHWs,
including opportunities such as care management services.

EideBailly.
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CARE MANAGEMENT SERVICES

* Community Health Integration Services

* Principal lliness Navigation Services

* Principal lliness Navigation Services — Peer Support Specialist
* |PPE — Initial Preventative Physical Exam

*  AWY — Annual Wellness Visit

e SDOH Assessment

* Chronic Care Management

* Complex Care Management

* Principal Care Management

* Transitional Care Management

* Remote Monitoring
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WHY CARE MANAGEMENT?

CMS recognizes that Care Management is just one component of
primary care that is critical to improving beneficiary outcomes
while providing higher patient satisfaction.

Takes provider time and effort to provide the between appoint
help to stay on track with plans.

Provides separate payment billing codes to allow for additional
time and resources.

One in eight Medicare beneficiaries are dually enrolled with
Medicare /Medicaid.

Tool to help reduce geographic, racial or ethnic healthcare
disparities.




CLINICAL STAFF & AUXILIARY STAFF

Billing time for clinical or auxiliary staff:

* For services we are presenting on, there is a component of the service which can be performed by
clinical or auxiliary staff.

* Furnished under the direction of the billing practitioner (incident to) as an integral part of services

provided.
* Clinical staff includes employees or contracted services for facility.

For example, CCM services are subject to general supervision rules under the Medicare Physician Fee

Schedule (MPFS).
* Under their overall direction and control as outlined in Comprehensive Care Plan.
* Billing practitioner need not be physically present while services are furnished.

When we discuss specifically Care Management type services there is an exception to the Direct
Supervision rules for billing these services.

For example, CCM services are subject to general supervision rules under the Medicare Physician Fee
Schedule (MPFS).

* Under their overall direction and control as outlined in Comprehensive Care Plan.

* Billing practitioner need not be physically present while services are furnished. EideBaiHy:



CLINICAL STAFF & AUXILIARY STAFF REQUIREMENTS

* Policies and procedures should be in place to outline services and duties provided by clinical and
auxiliary staff

* Provide education on expectations of auxiliary services providing

* Provide ongoing education as guidance and requirements change for services involved in
providing

* Dependent on what individuals are assigned to will dictate supervision requirements

* For billable services, work under the supervision of the physician

* Examples of services staff will provide are non face to face phone calls and digital contact

EideBailly
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COMMUNITY HEALTH INTEGRATION SERVICES

G0019 CHI services may be billed once per calendar month after Auxiliary
at least 60 minutes of services performed by certified personnel
or trained auxiliary personnel under the direction of a under general
physician or other practitioner. CHI activities address unmet | supervision,
SDOH needs that are significantly limiting the ability to or the billing
diagnose or treat problem(s) identified in an initiating wvisit: provider may
choose to
= Patient-centered assessment personally deliver
« Coordination with home- and community-based these services.
resources

* Health education

* Dewveloping self-advocacy skills

= Patient behavioral change facilitation

= Facilitate and provide social and emotional patient
support

GO022* CHI services, each addtl’ 30 minutes per calendar month.
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COMMUNITY HEALTH INTEGRATION (CHI) SERVICES DEFINITION

* Definition:
* Community Health Integration (CHI) are personalized and supportive services provided
to patients with unmet social drivers of health (SDOH) needs that interfere with, or
present a barrier to, the diagnosis, treatment, and self management of illnesses,

diseases, or conditions.
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WHO IS ELIGIBLE-CHI SERVICES

* Medicare Part B beneficiaries.
* Have unmet SDOH (Social Determinants of Health) need(s) that interfere with, or present a
barrier to, the diagnosis and treatment of the problems identified during an initiating visit.
* Have been seen for an initiating visit prior to the start of services. Provide consent for services.
* SDOH include economic and social condition(s) that affect the health of people and communities.
Examples of unmet SDOH needs may include:
* Food insecurity
* Housing insecurity
* Transportation insecurity

* Unreliable access to public utilities (i.e., heat, water, electricity)
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DESCRIPTION OF COMMUNITY HEALTH INTEGRATION (CHI) SERVICES

* Auxiliary/Clinical staff who provide CHI services are certified or trained in all service
elements and authorized to perform them under applicable state laws and regulations. If the
state does not have applicable licensure or other laws, they are proposing to require
auxiliary personnel to be trained to provide the services.

* Auxiliary /Clinical staff perform:
* Obtain patient consent for services (verbal or written)
* Provide CHI services
* Document CHI service activities and time spent on such activities in the medical record.

*  Communicate any newly identified SDOH concerns to the billing practitioner for review.

EideBailly



DESCRIPTION OF COMMUNITY HEALTH INTEGRATION (CHI) SERVICES

* CMS believes that a substantial portion of the work would be in person, but some could be performed over
the phone.

* The services will be performed incident to the practitioner who performed the initiating visit.

* If the auxiliary personnel who perform the service are employed by a community-based organization or
other third-party, CMS wants to be clear that there must be “sufficient clinical integration between the third
party and the billing practitioner in order for the services to be fully provided, and the connection between

the patient, auxiliary personnel, and the billing practitioner must be maintained.”

EideBailly



DESCRIPTION OF COMMUNITY HEALTH INTEGRATION (CHI) SERVICES

* Practitioner (physician/NPP) identifies Social Determinants of Health (SDoH) needs that
interfere with diagnosis or treatment at an initiating visit
* Monthly services performed by certified or trained auxiliary personnel, such as a community

health worker

* Practitioner who does the initiating visit, bills for the service

* There are incident to services, requiring general supervision

EideBailly



COMMUNITY HEALTH INTEGRATION (CHI) SERVICES

* The initiating visit must:

* Precede the start of CHI services.

* Be performed by the same billing provider who will also furnish and bill for subsequent CHI services,
regardless of whether the initiating visit is an E/M, AWV, or TCM encounter.

* Identify the unmet SDOH needs which "significantly limit" the practitioner's ability to diagnose or treat
health conditions and thus, the patient's ability to receive treatment and self-manage such health conditions.

* Establish a patient-centered treatment plan that specifies how addressing unmet SDOH need(s) would
remove barriers to diagnosis and treatment.

* If it is an AWY, the practitioner identifies and documents that an unmet SDOH need prevents or inhibits the
AWY personalized prevention plan from being carried out.

* Establish the CHI services as incidental to the practitioner’s Medicare Part B services and explain to the

patient that auxiliary personnel may perform subsequent CHI services. EideBaiHy



COMMUNITY HEALTH INTEGRATION (CHI) SERVICES

* CMS is requiring that all auxiliary personnel who provide CHI services are certified or trained in all service elements
and authorized to perform them under applicable state laws and regulations.
* If the state does not have applicable licensure or other laws, they are proposing to require auxiliary personnel to
be trained to provide the services.
* The time spent furnishing services must be documented as well as the activities that were performed.
* They are proposing to require that SDoH needs are documented in the medical record and for data
standardization, practitioners are encouraged to use the ICD 10 codes from categories Z55—Z265 in the medical

record and on the claim.
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COMMUNITY HEALTH INTEGRATION (CHI) SERVICES DOCUMENTATION

* Be sure to capture the following documentation elements when billing for CHI services:

o The unmet SDOH needs (i.e., ICD-10 Z-codes) that are significantly limiting the ability to diagnose or treat problem(s).

o The date and practitioner who furnished the initiating visit.

O Patient consent.

o Details of patient-centered assessment, action plan, patient goals, and support plan needed to accomplish treatment plan.

o Communication and care coordination between care team and community-based services, including caregivers at home.

o Plans to support the patient in accessing community based social services (e.g., housing, utilities, transportation, food assistance)
to address SDOH need:s.

o Patient education contextualized for the patient’s SDOH and treatment plan needs and on how to best participate in medical
decision-making.

O Methods used to build patient self-advocacy skills.

O Activities designed to aid the patient in accessing healthcare providers, including appointment scheduling.

O Activities to facilitate any needed behavioral changes to meet diagnosis and treatment goals.

o Activities to facilitate and provide social and emotional support to the patient.

O

Time spent on each CHI activity and who performed them. EldeBalﬂy



CHI INCIDENT TO PROVIDER

* Question: Is CHI intended for use in primary care settings or can it be used in behavioral health settings too?

* Answer: CMS is not including 20791 as an initiating visit for CHI, so these services could not be billed incident
to a clinical psychologist. They could be used in a behavioral health setting by a psychiatrist or psychiatric
NP /PA who can report an E/M service as the initiating visit.

* From page 313 in the Final Rule:

*  While we considered adding services provided by clinical psychologists, specifically CPT codes 20791 and 96156
to the list of services that could serve as an initiating visit for CHI services based on from commenters, we are not
including these services as services that can serve as an initiating visit for CHI. We believe that these services would
be better captured under the PIN below and would better serve the needs being addressed with the PIN we will

continue to analyze the uptake of CHI services and will consider these comments for future rulemaking.
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PRINCIPAL ILLNESS NAVIGATION SERVICES

* Four codes for PIN services that auxiliary personnel, including care navigators and peer support
specialists, may perform incidental to the professional services of a physician or other billing
practitioner, under general supervision.

* PIN services
* Two codes
* PIN — Peer support services

* Two codes
* This group of codes is intended for patients with high risk behavioral conditions

* Slightly different service elements that better describe scope of practice of peer support specialists
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PRINCIPAL ILLNESS NAVIGATION

One serious high-risk condition

Navigation due to
socioeconomic disadvantages
or barriers to care

Performed by trained patient
navigators or certified peer
specialists.

G0023

G0024

Principal illness navigation
services by certified or trained
auxiliary personnel under the
direction of a physician or
other practitioner, including a
patient navigator; 60 minutes
per calendar month

Principal illness navigation
services, additional 30 minutes
per calendar month (List
separately in addition to

G0023)

Person-centered assessment,
performed to better
understand the individual
context of the serious, high-risk
condition

*Identifying or referring
patient (and caregiver or
family, if applicable) to
appropriate supportive
services

*Practitioner, home- and
community-based care
communication

Coordinating receipt of
needed services from health
care practitioners, providers,
and facilities; home- and
community-based service
providers; and caregiver (if
applicable)



PRINCIPAL ILLNESS NAVIGATION

e G0023 & G0024 continued:

* Communicating with practitioners, home-, and community-based service providers, hospitals,
and skilled nursing facilities (or other health care facilities) regarding the patient’s
psychosocial strengths and needs, functional deficits, goals, preferences, and desired
outcomes, including cultural and linguistic factors.

* Coordination of care transitions between and among health care practitioners and settings,
including transitions involving referral to other clinicians; follow-up after an emergency
department visit; or follow-up after discharges from hospitals, skilled nursing facilities or

other health care facilities.
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PRINCIPAL ILLNESS NAVIGATION

e G0023 & G0024 continued:

* Facilitating access to community-based social services (e.g., housing, utilities, transportation, food assistance) as needed to

address SDOH need(s)

* Headlth education - helping the patient contextualize health education provided by the patient’s treatment team with the patient’s
individual needs, goals, preferences, and SDOH need(s), and educating the patient (and caregiver if applicable) on how to best
participate in medical decision-making.

* Building patient self-advocacy skills, so that the patient can interact with members of the health care team and related community-
based services (as needed), in ways that are more likely to promote personalized and effective treatment of their condition.

* Health care access/health system navigation.

* Helping the patient access health care, including identifying appropriate practitioners or providers for clinical care, and helping secure

appointments with them.

* Providing the patient with information/resources to consider participation in clinical trials or clinical research as applicable
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PRINCIPAL ILLNESS NAVIGATION

* GO0023 & G0024 continued:

* Facilitating behavioral change as necessary for meeting diagnosis and treatment goals,
including promoting patient motivation to participate in care and reach person-centered
diagnosis or treatment goals

* Facilitating and providing social and emotional support to help the patient cope with the
condition, SDOH need(s), and adjust daily routines to better meet diagnosis and treatment
goals

* Leveraging knowledge of the serious, high-risk condition and/or lived experience when

applicable to provide support, mentorship, or inspiration to meet treatment goals

EideBailly



p>>
PRINCIPAL ILLNESS

NAVIGATION SERVICES —
PEER SUPPORT



PRINCIPAL ILLNESS NAVIGATION PEER SUPPORT CODES TO REPORT

One serious high-risk condition

Navigation due to
socioeconomic disadvantages
or barriers to care

Designated for “peer
support” by the certified or
trained auxiliary personnel
specifically for patients with

behavioral health conditions.

G0140

GO0146

Principal illness navigation -
peer support by certified or
trained auxiliary personnel
under the direction of a
physician or other practitioner,
including a certified peer
specialist; 60 minutes per
calendar month.

Principal illness navigation -
peer support, additional 30
minutes per calendar month
(list separately in addition to
G0140)

Person-centered interview,
performed to better
understand the individual
context of the serious, high-risk
condition.



PRINCIPAL ILLNESS NAVIGATION PEER SUPPORT

* GO0T140 & GO146 continued:
* Person-centered interview, performed to better understand the individual context of the serious, high-risk
condition
* Conducting a person-centered interview to understand the patient’s life story, strengths, needs, goals,
preferences, and desired outcomes, including understanding cultural and linguistic factors, and including
unmet SDOH needs (that aren’t billed separately)
* Facilitating patient-driven goal setting and establishing an action plan
* Providing tailored support as needed to accomplish the person-centered goals in the practitioner’s

treatment plan
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PRINCIPAL ILLNESS NAVIGATION PEER SUPPORT

e G0140 & G0146 continued:

* Identifying or referring patient (and caregiver or family, if applicable) to appropriate
supportive services

* Practitioner, home, and community-based care communication
* Assisting the patient in communicating with their practitioners, home-, and community-based service
providers, hospitals, and skilled nursing facilities (or other health care facilities) regarding the patient’s
psychosocial strengths and needs, goals, preferences, and desired outcomes, including cultural and linguistic
factors.

* Facilitating access to community-based social services (e.g., housing, utilities, transportation, food assistance)

as needed to address SDOH need(s).
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PRINCIPAL ILLNESS NAVIGATION PEER SUPPORT

e G0140 & G0146 continued:

* Health education
* Helping the patient contextualize health education provided by the patient’s treatment team with the
patient’s individual needs, goals, preferences, and SDOH need(s), and educating the patient (and caregiver

if applicable) on how to best participate in medical decision-making.

* Building patient self-advocacy skills, so that the patient can interact with members of the health
care team and related community-based services (as needed), in ways that are more likely to

promote personalized and effective treatment of their condition.

EideBailly



PRINCIPAL ILLNESS NAVIGATION PEER SUPPORT

* GO0T140 & GO146 continued:

* Developing and proposing strategies to help meet person-centered treatment goals and
supporting the patient in using chosen strategies to reach person-centered treatment goals.

* Facilitating and providing social and emotional support to help the patient cope with the
condition, SDOH need(s), and adjust daily routines to better meet person-centered diagnosis and
treatment goals.

* Leveraging knowledge of the serious, high-risk condition and/or lived experience when

applicable to provide support, mentorship, or inspiration to meet treatment goails.
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WHO IS ELIGIBLE FOR PRINCIPAL ILLNESS NAVIGATION SERVICES

* The billing practitioner initiates PIN services during an initiating visit addressing a serious high-

risk condition, illness, or disease, with these characteristics:

One serious, high-risk condition and for PIN-PS, a serious, high-risk behavioral health condition expected to

last at least 3 months that places the patient at significant risk of:

Hospitalization

Nursing home placement

Acute exacerbation or decompensation

Functional decline or death

A condition that requires development, monitoring, or revision of a disease-specific care plan, and may

require frequent adjustment in the medication or treatment regimen, or substantial assistance from a

caregiver EideBailly.



WHO IS ELIGIBLE FOR PRINCIPAL ILLNESS NAVIGATION SERVICES

* Examples of a serious, high-risk condition, illness, or disease include:
* Cancer
* Chronic obstructive pulmonary disease
* Congestive heart failure
* Dementia
e HIV/AIDS
* Severe mental illness

e Substance use disorder

EideBailly



INITIATING VISIT FOR PRINCIPAL ILLNESS NAVIGATION SERVICES

* A health care practitioner initiates PIN services during an initiating visit where they identify the
medical necessity of PIN services and establish an appropriate treatment plan.
* The same practitioner bills for the subsequent PIN services that auxiliary personnel provide.

* The billing practitioner personally performs initiating visits including:
* E/M visit, other than a low-level E/M visit done by clinical staff
* A Medicare AVW provided by a practitioner who meets the requirements to furnish subsequent PIN services

* CPT code 90791 (Psychiatric diagnostic evaluation) or the Health Behavior Assessment and Intervention

(HBAI) services that CPT codes 96156, 26158, 26159, 96164, 96165, 96167, and 96168 describe

* An initiating visit by a provider for PIN must occur before furnishing and billing PIN services.
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WHO CAN PROVIDE PIN SERVICES

The billing practitioner will establish the treatment plan, specify how PIN services are reasonable and necessary to help

accomplish that plan, and establish the PIN services as incidental to their professional services.

* Auxiliary personnel can perform the subsequent PIN services.
* Auxiliary personnel like patient navigators and peer support specialists provide navigation in the treatment of a serious,

high-risk condition or illness.

* These services help guide the patient through their course of care, including addressing any unmet social needs that
significantly limit the practitioner’s ability to diagnose or treat the condition.

* PIN services include items like:

* Health system navigation

* Person-centered planning

* Identifying or referring patient and caregiver or family, if applicable, to supportive services

*  Practitioner, home, and community-based care coordination or communication

*  Patient self-advocacy promotion E1deBalﬂy

*  Community-based resources access facilitation



PIN AUXILIARY PERSONNEL

* Auxiliary personnel must meet applicable state requirements, including licensure. In states with no
applicable requirements, auxiliary personnel providing PIN services must be trained or certified in the
competencies of:

* Patient and family communication

* Interpersonal and relationship-building

* Patient and family capacity building

* Service coordination and systems navigation

* Patient advocacy, facilitation, individual and community assessment

* Professionalism and ethical conduct

* Developing an appropriate knowledge base, including specific certification or training on the serious,

high-risk condition, illness, or disease being addressed
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PIN — PS AUXILIARY PERSONNEL

* For PIN-PS services (HCPCS codes G0O140 and GO0146), if no applicable state requirements
exist, the training must be consistent with the National Model Standards for Peer Support
Certification published by Substance Abuse Mental Health Services Administration (SAMHSA).

* This is the most universally recognized standard for peer support specialists in the country and

was developed and is maintained by SAMHSA, who has an expertise in this area.
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INITIAL PREVENTIVE PHYSICAL EXAM (IPPE)

Definition:

"Welcome to Medicare" Visit. Promotes good health through disease prevention and detection. CMS pays for 1 IPPE per lifetime if it’s

provided within the first 12 months after the patient’s Part B coverage starts.
Primary Care Practitioners under which services can be provided:

* MD/DO - Physician

* Clinical Nurse Specialists

* Nurse Practitioners

* Physician Assistants

Auxiliary /Clinical staff can perform

Obtain patient consent (verbal or written)

Facilitate completion of screening questionnaires and collect patient information
Record vital signs

Provide patient education

Coordinate follow up appointments and services

EideBailly



WHO IS ELIGIBLE-IPPE

Medicare beneficiaries who are within the first 12 months after the patient’s Part B coverage

starts.

= Available to Medicare beneficiaries within 12 months of
enrolling in Medicare Part B

- May be a new or established FQHC patient

= Hawe not previously received an IPPE or AWYW (within or
outside the FQHC)

= Provide consent for services

EideBailly



IPPE CODES

0403 Electrocardiocgram, routine ecg with 12 leads; performed as a screening for the initial
preventive physical examination with interpretation and report

G0404 Electrocardiogram, routine ecg with 12 leads; tracing only, without interpretation and
report, performed as a screening for the initial preventive physical examination

G0405 Electrocardiogram, routine ecg with 12 leads; interpretation and report only,
performed as a screening for the initial preventive physical examination

G0468" Federally qualified health center (fghc) visit, ippe or awv; a fghc visit that includes an
initial preventive physical examination (ippe) or annual wellness visit (awv) and
includes a typical bundle of medicare-covered services that would be furnished per

AWA N A LA A AL %‘



ANNUAL WELLNESS VISIT (AWV)

o Definition:

"A yearly appointment with a healthcare provider that helps patients identify and reduce health risks, and develop a personalized prevention plan

through a health risk assessment (HRA). "
. Primary Care Practitioners under which services can be provided:

* MD/DO - Physician

*  Clinical Nurse Specialists

*  Nurse Practitioners

*  Physician Assistants
Medical professional (including a health educator, a registered dietitian, nutrition professional, or other licensed practitioner) or a team of such
medical professionals working under the direct supervision of a physician (doctor of medicine or osteopathy)
*  Auxiliary/clinical staff can perform:

. Obtain patient consent (verbal or written)
Facilitate completion of Health Risk Assessment (HRA), screening questionnaires, and collect patient information
. Record Vital Signs

. Provide Patient Education

*  Coordinate follow up appointments and services EldeBalﬂy



WHO IS ELIGIBLE-AWV

* Initial-Medicare beneficiaries in second year

of Pt B coverage if had IPPE i fistyeor, | LA LA

» Available to Medicare beneficiaries after the first 12
months of enrolling in Medicare Part B and then every
IPPE and this is their first service. 12 months thereafter.

OR Medicare beneficiaries who missed the

* Subsequent-Medicare beneficiaries who + May be a new or established FQHC patient

» Have not received an IPPE or AWV within the past 12

have received their Initial AWV o .
months (within or outside the FQHC)

» Provide consent for services )
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G0438

G0439

G0468"

Annual wellness visit; includes a personalized prevention plan of service (pps), initial
visit

Annual wellness visit, includes a personalized prevention plan of service (pps)
subsequent visit

Federally qualified health center (fghc) visit, ippe or awv; a fghc visit that includes an
initial preventive physical examination (ippe) or annual weliness visit (awv) and
includes a typical bundle of medicare-covered services that would be furnished per
diem to a patient receiving an ippe or awv

EideBailly



SDOH ASSESSMENT

Definition:

Social Determinants of Health (SDoH) are important in assessing patient histories; in assessing patient risk; and

in guiding medical decision making, prevention, diagnosis, care, and treatment. The assessment is a way to

identify a patient's social needs and risk factors to help improve their health and well-being. SDOH assessments

can help healthcare providers better treat patients and refer them to appropriate services.

* Primary Care Practitioners under which services can be provided:

Physicians

Physician assistants
Nurse practitioners
Clinical nurse specialists
Certified nurse-midwives

Auxiliary staff

EideBailly



WHO IS ELIGIBLE-SDOH ASSESSMENT

* Everyone.

* |f being done during the AWY, would have to meet those requirements
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SDOH ASSESSMENT-CODES

* The implementation date for SDOH Risk Assessment claims is January 1, 2024. Both the Part B

SDOH Risk Assessment coinsurance and deductible is waived when it’s:
O Provided on the same day as the covered AWV

O Provided by the same provider as the covered AWV

o Billed with modifier 33 (Preventive Service)

o Billed on the same claim as the AWV

* Use this HCPCS code to file SDOH Risk Assessment claims as an optional AWV element:

o GO0136- Administration of a standardized, evidence-based social determinants of health risk assessment

tool, 5-15 minutes

EideBailly
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CHRONIC CARE MANAGEMENT DEFINITION

* Definition:
* Chronic Care Management (CCM)

* Generally, non face to face services provided to Medicare beneficiaries who have multiple (two or more) chronic conditions
expected to last at least 12 months, or until the death of the patient. Chronic conditions could put patient at risk for
exacerbation, decompensation, functional decline and death.

* Primary Care Practitioners under which services can be provided:

* MD/DO - Physician

* Certified Nurse Midwives

* Clinical Nurse Specialists

* Nurse Practitioners

* Physician Assistants
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COMPLEX CHRONIC CARE MANAGEMENT

Complex Chronic Care Management (CCCM)
e Similar definition to CCM with difference in amount of time spent with patient.
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PRINCIPAL CARE MANAGEMENT

Principal Care Management (PCM)

* Covers disease-specific services to help manage care for a single, high risk chronic
condition that puts a patient at risk of hospitalization, acute
exacerbation/decompensation, physical or cognitive decline, or death. Patients who have
one chronic high-risk condition that is expected to last at least 3 months (like cancer).
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WHO IS ELIGIBLE-CCM SERVICES

Beneficiary must have chronic conditions:

* Patient is at significant risk of death, acute exacerbation, decompensation or functional
decline.
* Expected to last at least 12 months or until the patient’s death.

* Over 2/3 of Medicare beneficiaries have 2(+) chronic conditions.

Practitioner identifies CCM patient candidates using criteria such as:
* Number/type of illnesses.
* Medications the patient is on.

* Patient history of repeat admissions or ER visits.
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DESCRIPTION OF CCM SERVICES AND ROLE OF AUXILIARY STAFF

e A comprehensive care plan must be created which outlines a patient's goals, medications, and community
services.

e Goals are set for the patient as part of the care plan to help manage their conditions.

e Patient is provided educational resources to help mange and stay engaged in care of chronic conditions.

* Regular check-ins and reminders of care plan.

 Keeping patients engaged and communicating with care team through phone calls and other digital
means.

 Overall goal with close follow up and engaged communication is to improved adherence to treatment
recommendations and increase patient satisfaction.

* Auxiliary/clinical staff can provide much of the contact with patient.
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CHRONIC CARE MANAGEMENT CODES

General Care Management Services HCPCS/CPT Codes

CCM | 99487, 99490, 99491

99487 Complex CCM (over 60 minutes of care management per month)

99490 | Basic CCM (Minimum 20 minutes of care management)

99491 30 minutes or more of CCM furnished by a physician or other qualified health
professional
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| ll Focuson |
PCM 99424, 99426 :

g\% primary
99424 30 minutes or more of Principal Care Management

furnished by practitioner d | v g no Si -

30 minutes or more of PCM furnished by clinical staff )
99426 o >

under the supervision of a practitioner

Note that the add-on codes 99425 (99424) for practitioner &
99427 (99426) for staff additional time are not billable in the RHC.
* Can be added to charge, but only quantity 1 is billed. 2N
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TRANSITIONAL CARE MANAGEMENT DEFINITION

e TCM
* Definition of TCM services in CPT book:

* TCM services “are for a new or established patient whose medical and/or psychosocial problems require
moderate or high level of medical decision-making during transitions in care from an inpatient hospital
setting (including acute hospital, rehabilitation hospital, long-term acute care hospital), partial hospital,
observation status in a hospital, or skilled nursing facility to the patient’s community setting (home,
domiciliary, rest home, or assisted living).”

* Purpose of TCM is to reduce the number of subsequent readmissions to an acute care facility by giving
patients and caregivers the knowledge and skills to address healthcare needs as they arise
* Care coordination with goal of streamlining care and addressing needs of the patient at any given time

* Multidisciplinary approach, with an emphasis on teamwork between community resources, ancillary staff

and patient's provider EideBaiHy



WHO IS ELIGIBLE FOR TCM

When CMS refers to discharge, they include transitional care management services for a
patient following:

* Discharge from a hospital

* Skilled Nursing Facility (SNF)

* Community Mental Health Center (CMHC) stay

* Qutpatient Observation

* Partial Hospitalization

Communication with patient or caregiver within 2 business days of discharge.

* Direct contact
* Telephone or electronic

* If unsuccessful — document attempts until patient is contacted

EideBailly



DESCRIPTION OF TCM

* TCM
* TCM is composed of both face-to-face and non-face-to-face services
* Unlike most other evaluation and management codes, TCM services span a period of time
versus a single snapshot date of service.
* Time devoted to the entirety of the service begins upon discharge from an acute care facility
to the patient’s community setting and continues for the next 29 days

* Service is reported once per patient during the TCM period

EideBailly



TRANSITIONAL CARE MANAGEMENT SERVICES

Transitional Care Management

99496 — within 7 days of discharge

* High complexity decision making
99495 — within 14 days of discharge

* Moderate complexity decision making

Face-to-face visit

e Date of service on the claim will be the date of the face-to-face encounter.

* Work RVU for a TCM visit is typically higher.

EideBailly
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DESCRIPTION OF GENERAL BEHAVIORAL HEALTH INTEGRATION

* BHI — Behavioral Health Integration

* Care management services for behavioral health conditions, at least 20 minutes of clinical staff
time, directed by a physician or other qualified health care professional, per calendar month.
* Codes are specific for clinical staff and may be reported when services are provided by clinical

staff under the direction of a physician or other qualified healthcare professional.

EideBailly



GENERAL BEHAVIORAL HEALTH INTEGRATION CODES

Code 99484 may be reported in any setting except inpatient or observation, provided the
reporting physician/QHP has an established relationship with the patient and clinical staff, and
the clinical staff is available for face-to-face services.

Clinical-staff time spent coordinating care with emergency department may not be reported for
time spent while the patient is inpatient or in observation status.

For new patients or patients not seen within a year prior to the commencement of BHI services,
BHI must be initiated by the billing practitioner during a “comprehensive” Evaluation &
Management (E/M) visit, annual wellness visit (AWV) or initial preventive physical exam (IPPE).

The billing practitioner must discuss BHI with the patient at this visit.
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GENERAL BEHAVIORAL HEALTH INTEGRATION ELEMENTS

* Required elements of BHI:

* Initial assessment or follow-up monitoring, including the use of applicable validated rating scales

* Behavioral health care planning in relation to behavioral /psychiatric health problems, including
revision for patients who are not progressing or whose status changes

* Facilitating and coordinating treatment such as psychotherapy, pharmacotherapy, counseling
and /or psychiatric consultation

* Continuity of care with a designated member of the care team.

EideBailly
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CPT CODES FOR REMOTE MONITORING SET UP & CAPTURE DATA

* 99453 - Initiating visit with the patient to describe the program and obtain patient acceptance
to participate. Remote monitoring of physiologic parameter(s) (e.g., weight, blood pressure,

pulse oximetry, respiratory flow rate), initial; set-up and patient education on use of equipment.

* 99454 - This is for providing the monitoring device(s) to the patient, the software to capture
readings from the patient and ensuring that both are functioning on an ongoing basis. Remote
monitoring of physiologic parameter(s) (e.g., weight, blood pressure, pulse oximetry, respiratory

flow rate), initial; device(s) supply with daily recording(s) or programmed alert(s) transmission,

each 30 days.
EideBailly



REMOTE PATIENT MONITORING ANCILLARY AND CLINICAL STAFF

INVOLVEMENT

* Clinical staff can furnish RPM under the general supervision of the billing provider.

* Q: Who can provide RPM services?

* A: The collection and evaluation of patient data (CPT code 99091) can only be carried out by a physician
or qualified healthcare professional. However, other services such as remote physiologic monitoring services
(CPT codes 99457 and 99458) can be furnished by a physician, a qualified healthcare professional, or
clinical staff under the general supervision of the physician

* Inthe 2021 Final Rule, CMS allowed auxiliary personnel, in addition to clinical staff, to provide specific RPM
services under the general supervision of the billing physician or practitioner. Auxiliary personnel include
other individuals who are not clinical staff but are employees of the facility. The services they are allowed
to give are initial set-up and patient education services (CPT code 99453) and providing the devices used

by patients to monitor and record data (CPT 99454). EldeBaﬂly



INITIATING REMOTE CARE MONITORING

* For new patients or patients not seen by the billing practitioner within one year prior to billing,
CMS has indicated that the RPM services should be initiated during a face-to-face visit with the
billing practitioner.

* This face-to-face visit may be an Annual Wellness Visit, an Initial Preventive Physical Exam,
Levels 2-5 Evaluation and Management (“E/M”) visit, or the face-to-face visit included in TCM

services (CPT codes 99495 and 99496).

EideBailly
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GO511

* Currently the RHC bills the following codes with GO511 for Medicare:
* G0323, 99487, 99490-91, 99424, 99426, G3002 and G3003

* Effective 01/01/2024 additional services added for billing this code:
* RPM = Remote Physiologic Monitoring
* 99453, 99454,99457,99458, 99091
* RTM = Remote Therapeutic Monitoring
* 98975,98976, 98977, 98980, 98981
* CHI = Community Health Integration
e GO0019, G0022

* PIN = Principal lliness Navigation
* G0023, G0024 EideBailly



CARE MANAGEMENT BILLED WITH GO511 — WEIGHTED FOR AVERAGE

G0323 General Behavioral Health Integration (BHI)

99487 Complex CCM (over 60 minutes of care management per month)

99490 Basic CCM (Minimum 20 minutes of care management)

99491 30 minutes or more of CCM furnished by a physician or other qualified health professional

99424 30 minutes or more of Principal Care Management furnished by practitioner

99426 30 minutes or more of PCM furnished by clinical staff under the supervision of a practitioner

G3002 Chronic pain management - Minimum of 30 minutes

G3003 Chronic pain management - each additional 15 minutes

Remote monitoring of physiologic parameter(s) (e.g., weight, blood pressure, pulse oximetry, respiratory flow rate) initial; set-up and patient

99453 . .
education on use of equipment

99454 Remote monitoring of physiologic parameter(s) (e.g., weight, blood pressure, pulse oximetry, respiratory flow rate) initial; device(s) supply with
daily recording(s) or programmed alert(s) transmission, each 30 days

Remote physiologic monitoring treatment management services, clinical staff /physician/other qualified health care professional time in a calendar

99457
month requiring interactive communication with the patient /caregiver during the month - minimum 20 minutes

99458 Remote physiologic monitoring treatment management services, clinical staff /physician/other qualified health care professional time in a calendar
month requiring interactive communication with the patient /caregiver during the month - each additional 20 minutes

Collection and interpretation of physiologic data (e.g. blood pressure, glucose monitoring) digitally stored and/or transmitted
99091 by the patient and/or caregiver to the practitioner or other qualified health professional, qualified by education, training,
licensure /regulation (when applicable) requiring a minimum of 30 minutes of time, each 30 days




CARE MANAGEMENT BILLED WITH GO511 — WEIGHTED FOR AVERAGE (CONTD)

98975 Remote therapeutic monitoring (e.g. therapy adherence, therapy response); initial set-up and patient education on use of equipment

98976 Remote therapeutic monitoring (e.g. therapy adherence, therapy response); device(s) supply with scheduled (e.g. daily) recording(s) and/or
programmed alert(s) transmission to monitor respiratory system, each 30 days

98977 Remote therapeutic monitoring (e.g. therapy adherence, therapy response); device(s) supply with scheduled (e.g. daily) recording(s) and /or
programmed alert(s) transmission to monitor musculoskeletal system, each 30 days

98980 Remote therapeutic monitoring treatment management services, physician or other qualified health care professional time in a calendar month
requiring at least one interactive communication with the patient or caregiver during the calendar month - minimum 20 minutes

98981 Remote therapeutic monitoring treatment management services, physician or other qualified health care professional time in a calendar month

requiring at least one interactive communication with the patient or caregiver during the calendar month - each additional 20 minutes

Community health integration services by certified or trained auxiliary personnel, including a community health worker, under the direction of
GO0019 practitioner - Minimum 60 minutes per calendar month - in the following activities to address social determinants of health (SDOH) needs(s) that are
significantly limiting the ability to diagnose or treat problem(s) addressed in the initiating E/M visit.

G0022 Community health integration services - each additional 30 minutes per calendar month

G0023 Principal lllness Navigation services by certified or trained auxiliary personnel under the direction of practitioner,
patient navigator or certified peer specialist - Minimum 60 minutes per calendar month

G0024 Principal lliness Navigation services - additional 30 minutes per calendar month




CARE MANAGEMENT REIMBURSEMENT

* Reimbursement for 2024 is $72.90:
 $71.71 from 1/1/24 to 3/8/24.

* Multiple GO511 codes can be billed in the same month if all requirements are
met, and services are not being double counted:

* Quantity = Total number of allowed services within calendar month:
* MUE limit = 8 (Submit one claim per month).

* Add-on codes may increase charges, but not the quantity billed.

e CG Modifier is not added to code.

* Reimbursed at lesser of MPFS amount or charged amount (deductible /coinsurance apply).
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2025 PROPOSED CARE MANAGEMENT BILLING CHANGES

* Report the individual CPT code which describes
the services being provided:

* Will align with system set-up for all payers.

* Add-on codes associated with the services will be
also billed.

e Reimbursed at MPFS.

* Beneficiaries will be able to better understand
the services being provided.

* The Care Management Codes are reimbursed
in addition to RHC AIR for face-to-face

services. EideBailly.



RHC BILLING EXAMPLES — GO511

Billed at the end of the calendar month or when time thresholds have been met.

Charges
 $100.00 99424 — 30 minutes or more of Principal Care Management furnished by practitioner

Paid at MPFS — Medicare 80% = $58.32 + Patient responsibility 20% = $14.58

($72.90)

Charges

 $100.00 99424 — 30 minutes or more of Principal Care Management furnished by practitioner
« $ 75.00 99490 — Basic CCM (Minimum 20 minutes of care management)

Rev Code Description HCPCS/CPT Service Date Service Units Total Charge
521 CCM G0511 60124 2 $175.00

Paid at MPFS — Medicare 80% = $116.64 + Patient 20% = $29.16 ($1 45.&53]6]331113@



p>>

TOOL TO ASSIST



OVERVIEW OF TOOL PROVIDED

 Services which can be provided utilizing auxiliary and/or clinical staff
* Providers in which services will be assigned on the claim form

* By clinic type, specific billing information

EideBailly



QUESTIONS?




THANK YOU!

Susan Rohde, RHIT, CCS-P - Director
srohde@eidebadilly.com
701.239.8540

Joy Krush, RHIT, CCS, CCS-P, CDIP — Senior Manager
ikrush@eidebailly.com
701.239.8571

EideBailly.

CPAs & BUSINESS ADVISORS
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