PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS
PART A DURABLE MEDI CAL EQUI PMENT

Ceneral Information for the billing of Durable Medical Equi prent (DVE)
to the Medicare Part A Internediary

The purpose of these policies is to assist in the correct billing of
DVE to the Part A Internediary when appropriate.

These policies have been adapted from the Durable Medical Equipnent
Regi onal Carrier (DMERC) policies but should not be confused with those
policies. These policies apply to the Mdicare Part A billing
procedures and should not be used with the Durable Medical Equipnent
Regi onal Carrier (DMERC) billing procedures.

For any itemto be covered by Medicare, it nust:
1) be eligible for a defined Medi care Benefit Category,

2) be reasonable and necessary for the diagnosis or treatnment of
illness or injury or to inprove the functioning of a malformed body
nmenber, and

3) neet all other applicable Medicare statutory and regulatory
requirenents. For the itens addressed in these |ocal nedical review
policies, “reasonable and necessary” is defined by the criteria

foll owi ng the coverage and paynment rul es of each policy.

Bill Types

Hone Heal th 32x, 33x, 34x,

Skilled Nursing Facilities 21x, 22x, 23x

Conpr ehensi ve Qutpatient Rehabilitation Facilities 75x

Revenue Codes

Hone Heal th: 0274, 0291, 0294, 0600, 0601, 0602, 0603, 0604, 0946
Skilled Nursing Facilities: 0270, 0272, 0291, 0946

Conprehensive Qutpatient Rehabilitation Facilities: 0290, 0291, 0292,
0293, 0946

Not e: Revenue code 0946 is only used when billing HCPCS code EO0194
air fluidized bed.
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Modi fiers

VWhen nodifiers are listed in a policy they will be required with the
cl ai m submi ssi on.

Certificates of Medical Necessity (CMNs)/ Physician Orders

VWhen a certificate of medical necessity is required it does not have to
be submitted with the claim However the CWMN and /or physician s order
must document the nedical necessity of the item being ordered

Docurmentation (with the same information as CWN) nust be kept on file
by the provider and be available to the Internedi ary upon request.

Docunent ati on Requi red

Al'l docunentation requirenments mnmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

HCPCS codes

The true and correct HCPCS code should be used at all times. Only use
m scel | aneous HCPCS codes when absolutely necessary, as these codes
will require detailed docunentation of nanme, nodel and manufacturer of
the product as well as the nedical necessity of the item Cains for
these itens may be subject to manual review

Skilled Nursing Facilities

Consolidated billing requires that services provided by individuals or
conpani es other than the enployees of the SNF must be billed to the
Internediary on the HCFA-1450 for Medicare beneficiaries under both
Part A and Part B including those services provided by vendors for the
following itens or services:

orthotics/prosthetics
ost ony/ col ost ony supplies
sterile dressings/surgical dressings and supplies

enteral /parenteral nutrition and supplies

If you have any questions concerning this Durable Medical Equipnent
Manual , please contact the Medicare Part A Custoner Service Center at
(803) 736-4730 (for South Carolina Part A; and Southeast, Southwest and
M dwest RHH providers) or (727) 773-9225 (for @lf Coast RHH
provi ders).



PALMETTO GOVERNVMENT BENEFI TS ADM NI STRATCRS

PART A DURABLE MEDI CAL EQUI PMENT POLI CY LI ST

Ankl e- Foot Orthotics

Canes and Crutches

Col d Ther apy

Commodes

Conti nuous Positive Airway Pressure system ( CPAP)
Ext ernal Breast Prostheses

Ext ernal | nfusion Punps

Eye Prosthesis

Faci al Prostheses

Hone Bl ood G ucose Mnitors and Rel ated Supplies

Hospi tal Beds Fi xed Hei ght

Hospi tal Beds

Vari abl e Hei ght

Hospi tal Beds Sem Electric

Total Electric

Hospi tal Beds
| mmunosuppr essi ve Drugs
Lower Linb Prostheses
Nebul i zers

Ot hopedi ¢ Foot wear

Ost eogenesi s Stimulators
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Gst ony Suppl i es

Oxygen and Oxygen Equi prent

General Parenteral /Enteral Nutrition Therapy |nformation
Parenteral Nutrition

Enteral Nutrition

Patient Lifts

Pneurati c Conpression Devices (Used for Lynphedenm)
Power Qperated Vehicl es (POVs)

Pressure Reduci ng Support Surfaces-Goup 1
Pressure Reduci ng Support Surfaces-G&Goup 2
Pressure Reduci ng Support Surfaces-G&Goup 3
Recumbent Ankl e Positioning Splints
Refracti ve Lenses

Repairs

Seat Lift Mechani sns

Spi nal Orthoses, TLSO and LSO

Sucti on Punps

Ther apeutic Shoes for Diabetics

Tracheost ony Care Supplies

Transcut aneous El ectrical Nerve Stinulators (TENS)
Trapeze Bars and Other Bed Accessories

Ur ol ogi cal Supplies

val kers

Manual Wheel chair Base

Mot or i zed/ Power WWheel chair Base

VWeel chair Options/ Accessori es
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Ankl e- Foot / Knee- Ankl e- Foot Ort hoti cs

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

L1900 AFQO, spring wire, dorsiflexion assist calf
band
L1920 AFQO, single upright with static or
adj ustabl e stop (Phel ps or Perlstein type)
L1930 AFQO, plastic
L1940 AFO, nolded to patient nodel, plastic
L1960 AFQO, posterior solid ankle, nolded to

pati ent nodel, plastic

L1980 AFQO, single upright free plantar
dorsiflexion, solid stirrup, calf band/cuff
(single bar “BK’ orthosis)

L1990 AFQO, doubl e upright free plantar
dorsiflexion, solid stirrup, calf band/cuff
(doubl e bar “BK’ orthosis)

L2000 KAFQO, single upright, free knee, free
ankle, solid stirrup, thigh and calf
bands/ cuffs (single bar “AK’" orthosis)

L2010 KAFO, single upright, free ankle, solid
stirrup, thigh and calf bands/cuffs (single
bar “AK’ orthosis), w thout knee joint

L2020 KAFO, doubl e upright, free knee, free
ankle, solid stirrup, thigh and calf
bands/ cuffs (double bar “AK’ orthosis)

L2030 KAFO, doubl e upright, free ankle, solid
stirrup, thigh and cal f bands/cuffs,
(doubl e bar “AK’ orthosis), wthout knee
j oi nt

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect:  ANKLE- FOOT/ KNEE- ANKLE- FOOT ORTHOTI CS

L2036 KAFQ, full plastic, double upright, free
knee, nolded to patient nodel

L2037 KAFQ, full plastic, single upright, free
knee, nolded to patient nodel

L2038 KAFQ, full plastic, wthout

knee joint,

mul ti-axis ankle, nolded to patient nodel

(Lively orthosis or equal)

L2102 AFQO, fracture orthosis, tibial fracture
cast orthosis, plaster type casting

material casting material, nolded to
pati ent
L2104 AFQO, fracture orthosis, tibial fracture

cast orthosis, synthetic type casting

material, nolded to patient

L2106 AFQO, fracture orthosis, tibial fracture
cast orthosis, thernoplastic type casting

material, nolded to patient

L2108 AFQO, fracture orthosis, tibial fracture
cast orthosis, nolded to patient nodel

L2112 AFO fracture orthosis, tibial fracture

orthosis, soft

L2114 AFO fracture orthosis, tibial fracture

orthosis, senm-rigid

L2116 AFO fracture orthosis, tibial fracture

orthosis, rigid

L2122 KAFO, fracture orthosis, fenoral fracture
cast orthosis, plaster type casting

material, nolded to patient

L2124 KAFO, fracture orthosis, fenoral fracture
cast orthosis, synthetic type casting

material, nolded to patient

L2126 KAFO, fracture orthosis, fenoral fracture
cast orthosis, thernoplastic type casting

material, nolded to patient

Approved by: Harry Feliciano, MD., MP.H
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect:  ANKLE- FOOT/ KNEE- ANKLE- FOOT ORTHOTI CS

L2128 KAFO, fracture orthosis, fenoral fracture
cast orthosis, nolded to patient nodel

L2132 KAFO, fracture orthosis, fenoral fracture
cast orthosis, soft

L2134 KAFO, fracture orthosis, fenoral fracture
cast orthosis, sem-rigid

L2136 KAFO, fracture orthosis, fenoral fracture
cast orthosis, rigid

L3215 Ot hopedi ¢ footwear, woman's shoes, oxford
L3219 Ot hopedi c footwear, man’s shoes, oxford
L4110 Repl ace | eat her cuff KAFO AFQ, cal f or

di stal thigh

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual

DEFI NI TI ONS

1. A custom nol ded (nol ded-to-patient nodel) ankle-foot orthosis (AFO,
codes L1940, L1960, involves taking a nold of a patient and
fabricating an AFO fromthat nold. This device is constructed for
only one patient and is not generic in design.

2. Acustomfitted AFQO code L1930, is an AFO manufactured in generic
sizes, which is subsequently nodified to fit the patient.

| NDI CATI ONS

1. Ankle-foot orthoses are nedically necessary for patients with
weakness or deformty of the foot and ankle, who require
stabilization for nmedical reasons, and have the potential to benefit
functionally.

2. Knee-ankl e-foot orthoses are covered for patients for whom an ankl e-
foot orthosis is covered and for whom additi onal knee stability is
required.

3. Othoses that are nol ded-to-patient nodel are covered when one of the
following criteria is net:

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect:  ANKLE- FOOT/ KNEE- ANKLE- FOOT ORTHOTI CS

Failure to fit a customfitted AFOto the patient, or

b. The condition necessitating the orthosis is expected to be
per manent or of |ong-standing duration (nore than 6 nonths), or

c. There is a need to control the knee, ankle or foot in nore than
one pl ane, or

d. The patient has a docunented neurol ogical, circulatory, or
ort hopedi c status that requires custom fabricating over a nodel
to prevent tissue injury

e. A healing fracture |acking nornmal anatomical integrity or
ant hroponetri c proportions

COVERAGE AND PAYMENT RULES

1

If the criteria for a nol ded-to-patient nodel AFO (L1940, L1960) are
not met, but the criteria for a customfitted AFO (L1930) is nmet,
paynment is based on the | east costly alternative, L1930.

Shoes are covered only when they are an integral part of a covered
orthosis. Since the orthoses represented by codes L1940 and L1960 fit
i nsi de of shoes, the shoes are non-covered.

Separate paynent is allowed for shoes when used as an integral part
of codes L1900, L1920, L 1980, L1990, L2000, L2010, L2020, L2030.
Shoes shoul d be billed using either code L3215 or code L3219. Paynent
for covered shoes billed under other shoe codes will be based on the
| east costly alternative, L3215 or L3219.

Repl acenent, repair or adjustment of the orthosis (including a new
shoe attached to the orthosis to replace a worn one) is a covered
servi ce when required by excessive wear or by a change in the
patient’s condition and ordered by a physician

CODI NG GUI DELI NES

1. AColum Il code is included in the allowance for the correspondi ng
Col um 1 code when provided at the sane tinme.
Col um | Code Colum 11 Code
L1990 L4110

2. Fitting and neasurenent for an orthotic device, or casting for the
purpose of fitting and neasurenment of an orthotic device, is included
in the allowance for the purchase or replacenent of the device.
Separate charges are not all owed.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect:  ANKLE- FOOT/ KNEE- ANKLE- FOOT ORTHOTI CS

DOCUMENTATI ON REQUI RED

1. A physician’s order for the itemthat has been conpl eted, signed, and
dated by the ordering physician must be kept on file in the patient’s
nmedi cal record

2. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy.

Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Canes and Crutches

HCPCS CODES

E0100

E0105

EO0110

EO111

EO0112

EO0113

EO0114

EO116

A9270

BENEFI T CATEGORY

Cane, includes canes of all materials,
adjustable or fixed, with tip

Cane, quad or three prong, includes canes
of all materials, adjustable or fixed with
tips

Crutches, forearm includes crutches of
various materials, adjustable or fixed,
pair, complete with tips and handgri ps

Crutch, forearm includes crutches of
various materials, adjustable or fixed,
each, with tip and handgri ps

Crutches, underarm wood adj ustable or
fixed, pair, with pads, tips and handgri ps

Crutch, underarm wood adjustable or
fixed, each, with pad, tip and handgrip

Crutches, underarm other than wood,
adjustable or fixed, pair, with pads, tips
and handgri ps

Crutches underarm ot her than wood,
adj ustable or fixed, each, with pads, tip
and handgrip

Non- covered item or service

Dur abl e Medi cal Equi prment

REFERENCE

HCFA Pub. 6, Coverage |ssues Manual 60-9, 60-3

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: CANES AND CRUTCHES

| NDI CATI ONS

Canes (E0100, E0105) and crutches (E0110-E0116) are covered when
prescribed by a physician for a patient with a condition causing

i mpai red anbul ati on and when there is a potential for anbul ation
COVERAGE AND PAYMENT RULES

A white cane for a blind person is non-covered since it is a “self-help”
item Use code A9270 for this item

DOCUMENTATI ON REQUI RED

1. An order for canes and crutches which is reviewed, signed, and dated
by the ordering physician nust be kept on file in the patient’s
nmedi cal record. The nedical records nust contain information that
supports the nmedi cal necessity of the item ordered.

2. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy.

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 2 of 2



10

11

12

13

14

15
16
17

18

19
20
21

22
23

24
25

26
27

28

PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Col d Ther apy

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age.

E0218 Water circulating cold pad with punp

A9270 Non- covered item or service

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual

DEFI NI TI ONS

Code EO0218 describes a device that has an electric punp that circul ates
cold water through a pad.

COVERAGE AND PAYMENT RULES

A water circulating cold pad with punp (E0218) will be denied as not
medi cal | y necessary. O her non-DME cool i ng devices (see CODI NG
QUIDELINES) will be denied as non-covered.

CODI NG GUI DELI NES

1. A device in which ice water is put in a reservoir and then circul ated
t hrough a pad by neans of gravity is not considered durable nedical
equi prent ( DIVE) .

2. O her devices (not all-inclusive) which are also not considered to be
DVE are:
a. single use packs which generate cold tenperature by a chem cal
reaction;

b. packs which contain gel or other material which can be
repeatedly frozen;

c. sinmple containers into which ice water can be pl aced.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: COLD THERAPY

3. Al of these types of devices nust be coded A9270 if clains are
submtted to the Internediary.

4. A provider wanting a coding determnation for a particul ar product
shoul d contact the Medicare Part A Service Center.
DOCUMENTATI ON REQUI RED

1. An order for the device that is signed and dated by the ordering
physi ci an nust be kept on file in the patient’s nedical record.

2. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON

Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy.

Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Commodes

HCPCS CODES
E0163 Commode chair, stationary, with fixed arms
E0164 Commode chair, nobile, with fixed arns
E0165 Commode chair, stationary, w th detachabl e

ar ms

E0166 Commode chair, nobile, with detachable arns
E0167 Pail or pan for use with commode chair
E0175 Foot rest for commode chair, each
K0457 Extra-w de/ heavy-duty commode chair, each

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual, 60-9

DEFI NI TI ON

Extra-w de/ heavy-duty commodes are defined as those that have a width 3
23 inches and are capabl e of supporting patients who wei gh 300 pounds or
nor e.

| NDI CATI ONS
A commpde is covered when the patient is incapable of utilizing regular
toilet facilities.

COVERAGE AND PAYMENT RULES

1. The patient nust be confined to a single roomor to one |evel of
hi s/ her hone environnent. This neans that |eaving this environnent is
medi cal | y contraindicated or that the patient is physically incapable
of doi ng so.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: COVWODES

2. Wen there are no toilet facilities anywhere in the home, it would be
an appropriate setting for a comode.

3. Coverage would be provided if a patient’s nedical condition confines
himher to a single level and there is no toilet facility on that
| evel .

4. Detachable arns (E0165) are covered when used to facilitate
transferring the patient or if the patient has a body configuration
that requires extra w dth.

5. A footrest (E0175) is non-covered because it is not nmedical in
nat ure.

6. A nmobile comobde chair (E0164, E0166) is not nedically necessary.
Payment is based on the |east costly alternative stationary conmnode.

7. An extra-w de/ heavy-duty conmode chair (KO0457) is covered when the
patient’s weight is 300 pounds or nore.
CODI NG GUI DELI NES

A Colum Il code is included in the allowance for the correspondi ng
Colum 1 code when provided at the sane tinme.

Col um 1: Col um 11:
EO0163 EO167
EO0164 EO167
EO0165 EO167
E0166 EO167
K0457 EO167

DOCUMENTATI ON REQUI RED

1. An order for the commobde that is reviewed, signed, and dated by the
ordering physician nmust be kept on file in the patient’s nedica
record.

2. The nedical records must contain information that supports the
nmedi cal necessity of the item ordered

3. For a heavy-duty, extra-w de commode chair, the patient’s nedica
record nust document a wei ght of 300 pounds or nore.

4. Documentation requirenents nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: COVWODES

49  SOURCE OF | NFORMATI ON
50 Adapted from existing Durable Medical Equi prent Regional Carrier policy.

Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Conti nuous Positive Airway Pressure System ( CPAP)

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

E0601 Conti nuous positive airway pressure
( CPAP) devi ce

K0183 Nasal application device used with
positive airway pressure device

K0184 Nasal pillows/seals, replacenent for nasal
application device, pair

K0185 Headgear used with positive airway
pressure device

K0186 Chin strap used with positive airway
pressure device

K0187 Tubi ng used with positive airway pressure
devi ce

K0188 Filter, disposable, used with positive
ai rway pressure device

K0189 Filter, non-disposable, used with positive
ai rway pressure device

K0193 Conti nuous positive airway pressure (CPAP)
device, with humdifier

K0194 Intermttent assist device with continuous
positive airway pressure (CPAP)wi th
hum di fi er

K0268 Hum di fier, non-heated, wused with

positive airway pressure (CPAP)device

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: CONTI NUQUS PCSI TI VE Al RWAY PRESSURE SYSTEM ( CPAP)

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-17

DEFI NI TI ONS

1. CPAP is a noninvasive provision of air pressure, through a nose mask
and fl ow generator system through the nostrils to prevent coll apse
of the oropharyngeal walls during sleep

2. Code EO0601 has a single delivered pressure.
| NDI CATI ONS

CPAP is covered for patients with a diagnosis of obstructive sl eep apnea
wi th docunmentation of at |east 30 epi sodes of apnea, each lasting a

m ni mum of 10 seconds, during a m ninum of six-seven hours of recorded
sl eep. CPAP is covered when used in adult patients with noderate or
severe obstructive sl eep apnea, as defined above, for whom surgery is a
likely alternative to CPAP

COVERAGE AND PAYMENT RULES

Payment for CPAP (E0601) includes paynment for the provision of al
necessary accessories, i.e., mask, tubing or cannul a. Separate charges
for replacenent of nmasks, tubing, or cannula or for respiratory

equi prent mai nt enance services are not covered since they are included
in the rental paynment for CPAP

DOCUMENTATI ON REQUI RED

1. A Certificate of Medical Necessity (CM\) and/or a physician’ s order
t hat has been conpl eted, signed, and dated by the ordering physician
must be kept on file in the patient’s nedical record and be avail abl e
to the Intermedi ary upon request. The CWN for CPAP is DVERC 03.

2. Copies of the patient’s sleep | ab eval uation, including
pol ysommogram pul nonary function tests, and oxygen saturations mnust
be retained in the patient’s medical records.

3. Separate reinbursement will be allowed by the Internediary for a
hum difier, as long as the CPAP device is covered. Providers who bil
for this equi pnent for existing CPAP patients should submt their
cl ai nms usi ng HCPCS code E0601 for the CPAP (if appropriate) and HCPCS
code K0268 for the humdifier. The humidifier billed for an existing
CPAP patient, after the initial issue of the CPAP , can be rei nbursed
as a purchase. Rentals can be reinbursed up to the purchase
al | owance. Code K0193 (CPAP with hum difier) is used only for newy

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: CONTI NUQUS PCSI TI VE Al RWAY PRESSURE SYSTEM ( CPAP)

45 pl aced CPAPs with hum difier. HCPCS code KO0268 requires a pricing
46 nodi fier: NU, UE or RR

a7 4. Documentation requirenents nmust be kept on file in the patient’s
48 medi cal record and be available to the Internediary upon request.

49 Note: Effective with dates of service on and after January 1, 1994,
50 accessories used with CPAPs should be billed separately, whether the
51 itemis rented or purchased. The eligible accessories are:

K0183 Nasal application device, used with
positive airway pressure device

K0184 Nasal pillows/seals, replacenent for
nasal application device, pair

K0185 Headgear, used with positive airway
pressure device

K0186 Chin strap, used with positive airway
pressure device

K0187 Tubi ng, used with positive airway
pressure device

K0188 Filter, disposable, used with
positive airway pressure device

52 SOURCE OF | NFORMATI ON
53 Adapted from exi sting Durabl e Medical Equi prent Regional Carrier policy.

Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Ext ernal Breast Prostheses

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

L8000 Breast prosthesis, mastectony bra
L8010 Breast prosthesis, mastectony sleeve
L8015 External breast prosthesis garnment, with

mast ect ony form post-nastectony

L8020 Breast prosthesis, mastectony form
L8030 Breast prosthesis, silicone or equal
L8035 Cust om breast prosthesis, post-mastectony,

nol ded to patient nodel

L8039 Breast prosthesis, not otherw se
classified

K0400 Adhesi ve skin support attachment for use
wi th external breast prosthesis, each

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual

COVERAGE AND PAYMENT RULES

1. A breast prosthesis is covered for a patient who has had a
mast ect ony.

2. A mastectony sleeve (L8010) is denied as non-covered, since it does
not nmeet the definition of prosthesis.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: EXTERNAL BREAST PROSTHESES

CODI NG GUI DELI NES

1

The right (RT) and left (LT) nodifiers should be used with these
codes. Wen the same code for two breast prostheses are billed for
both breasts on the sane date, the itens (RT and LT) should be
entered on the sane line of the claimformusing the RTLT nodifier
and two units of service.

Cust om breast prosthesis, post-mastectony, nolded to patient nodel
(L8035) will be paid at the |east costly nedically appropriate
alternative (L8030).

DOCUMENTATI ON REQUI RED
1. An order for the breast prosthesis, which shows the type of

prosthesis, and that is signed and dated by the treating physician

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON

Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Ext ernal | nfusion Punps

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

Equi pnent :

E0781 Anmbul at ory i nfusion punp, single or multiple
channel s, with adm nistrative equi pnent,
worn by patient

E0782 I nf usi on punp, inplantable, non-programmabl e

E0791 Parent eral infusion punp, stationary, single
or nmul ti-channel

EO0776 IV pol e

E1399 Dur abl e nmedi cal equi pnment, m scel | aneous

K0284 Ext ernal infusion punp, mechani cal
reusabl e, for extended drug infusion

K0417 Ext ernal infusion punp, mechani cal
reusabl e, for short termdrug infusion

K0455 I nfusi on punp used for uninterrupted
adm ni stration of epoprostenol

Suppl i es:

A4221 Supplies for maintenance of a drug infusion
catheter, per week (list drug separately)

A4222 Supplies for external drug infusion punp,
per cassette or bag (list drug separately

A4305 Di sposabl e drug delivery system flowrate
of 50 mM or greater per hour

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: EXTERNAL | NFUSI ON PUMPS

A4306 Di sposabl e drug delivery system flowrate
of 5 mM or less per hour

A9270 Non-covered itemor service

Drugs

J0285 I njection, anphotericin B, 50 ng

J0286 I njection, anphotericin B, any lipid
formul ati on, 50 ng

J0895 I njection, deferoxan ne nesylate, 500 ng per
5 cc

J1170 I nj ection, hydronorphone, up to 4 ng

J1250 I njection, dobutam ne HO, per 250 ng

J1325 I nj ection, epoprostenol, 0.5 ng

J1455 I njection, foscarnet sodium per 1000 ng

J1570 I njection, ganciclovir sodium 500 ng

J2175 I njection, neperidine, per 100 ng

J2260 Injection, mlrinone |actate, per 5 ni

J2270 I njection, norphine sulfate, up to 10 ng

J2271 I nj ection, norphine sulfate, 100 ng

J2275 I njection, norphine sulfate (preservative-

free sterile solution), per 10 ng

J3010 Injection, fentanyl citrate, up to 2 n
J7799 NCOC drugs, other than inhal ation drugs,
adm ni stered through DVE
J9000 Doxor ubi cin HCL, 10 ng
Jo040 Bl eonycin sul fate, 15 units
J9065 I njection, cladribine, per 1 ng
Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: EXTERNAL | NFUSI ON PUMPS

J9100 Cyt ar abi ne, 100 ng

J9110 Cyt ar abi ne, 500 ng

J9190 Fl uorouracil, 500 ng
J9200 Fl oxuri di ne, 500 ng

J9360 Vi nbl astine sulfate, 1 ng
Jo370 Vincristine sulfate, 1 ng
JOo375 Vincristine sulfate, 2 ng
J9o380 Vincristine sulfate, 5 ng

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-14

DEFI NI TI ONS

1. An anbul atory infusion punp (EO781) is an electrical device that is
used to deliver solutions containing parenteral mnedication under
pressure at a regulated flowrate. It is small, portable and designed
to be carried by the patient.

2. A stationary infusion punp (EO791) is an electrical device that
serves the same purpose as an anbul atory punp but is larger and
typically nmounted on a pole.

3. An infusion controller (E1399) is an electrical device that regul ates
the flow of parenteral solutions under gravity pressure.

4. A reusabl e nechani cal infusion punp (K0284) is a device used to
deliver solutions containing parenteral nedication under pressure at
a constant flow rate determ ned by the tubing with which it is used.
It is small, portable and designed to be carried by the patient. It
must be capable of a single infusion cycle of at |east eight hours.

5. Code K0417 descri bes a mechanical infusion punp which is simlar to a
K0284 punp, but that is only capable of a single infusion cycle of
| ess than ei ght hours.

6. A disposable drug delivery system (A4305, A4306) is a device used to
deliver solutions containing parenteral nedication under pressure
generated fromthe elastic properties of the container. It is

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: EXTERNAL | NFUSI ON PUMPS

37 commonly call ed an el astoneric infusion punp. Code KO0455 describes an
38 anbul atory electrical infusion punp that is used for the

39 adm ni stration of epoprostenol

40 7. Code A4221 includes dressings for the catheter site and flush

41 solutions not directly related to drug infusion. The catheter site

42 may be a peripheral intravenous line, a peripherally inserted central
43 catheter (PICC), a centrally inserted intravenous line with either an
44 external or subcutaneous port, or an epidural catheter

45 8. Code A4222 includes the cassette or bag, diluting solutions, tubing
46 and ot her adm nistration supplies, port cap changes, conmpoundi ng

a7 charges, and preparation charges.

48 COVERAGE AND PAYMENT RULES

49 1. An infusion punp is indicated for the adm nistration of parentera

50 nmedi cation in the hone setting when both of the following criteria
51 are net:

52 a. parenteral administration of the nmedication in the hone is
53 reasonabl e and necessary

54 b. an infusion punp is necessary to safely adm nister the

55 medi cati on

56 2. An external infusion punmp is covered for the follow ng indications:

57 a. in the adm nistration of deferoxam ne for the treatnent of
58 chronic iron overl oad
59 b. chenotherapy for the treatnment of primary hepatocell ul ar
60 carci noma or colorectal cancer where this disease is un-
61 resectabl e or where the patient refuses surgical excision of
62 t he tunor
63 c. norphine when used in the treatnment of intractable pain caused
64 by cancer
65 3. Additional uses of an infusion punp are covered for the
66 adm ni stration of parenteral nedication in the hone setting if the
67 patient neets criteria a., b., and c. (below) or a., d., and e.
68 (bel ow):
69 - Criteria:
70 a. Parenteral admnistration of the nmedication in the honme is
71 reasonabl e and necessary.
72 b. The drug is administered by a prol onged infusion of at | east
73 ei ght hours because of proven inproved clinical efficacy.
74 c. The therapeutic reginmen is proven or generally accepted to
75 have significant advantages over:
76 - Intermittent bolus adm nistration regi mens or

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: EXTERNAL | NFUSI ON PUMPS

I nfusions lasting | ess than eight hours

d. The drug is adm nistered by intermttent infusion (each
epi sode of infusion lasting | ess than ei ght hours) which
does not require the patient to return to the physician's
office prior to the begi nning of each infusion

e. Systemc toxicity or adverse effects of the drug is
unavoi dable without infusing it at a strictly controlled
rate as indicated in the Physicians Desk Reference, American
Medi cal Association’s Drug Evaluations, or the U S.
Phar macopoei a Drug I nformation

4. The criteria for additional uses of infusion punps as described in a.

and b.
a.

above are nmet in the follow ng situations:

adm ni stration of cladribine, fluorouracil, cytarabine,

bl eonyci n, floxuridine, doxorubicin, vincristine or vinblastine
by continuous infusion over at |east eight hours when the
regimen is proven or generally accepted to have significant
advant ages over intermttent adm nistration regimens. This does
not apply to primary hepatocel lular carcinoma or |iver
net ast ases from col orectal carcinona.

Admi ni stration of narcotic anal gesics (except neperidine) in
pl ace of nmorphine to a patient with intractable pain caused by
cancer that has not responded to an adequate oral/transdermal

t herapeutic regi nen and/ or cannot tolerate oral/transdernal
narcoti c anal gesi cs.

Admi ni stration of the follow ng anti-fungal or anti-vira
drugs: foscarnet, anphotericin B, acyclovir, and ganciclovir.

Admi ni stration of parenteral inotropic therapy, using the drugs
dobut ami ne, milrinone and/or dopanmi ne for patients with
congestive heart failure and depressed cardiac function if a
patient has all of the follow ng conditions:

1. Dyspnea at rest despite treatnment wth maxi num or near
maxi mum t ol erated doses of digitoxin, a loop diuretic,
and an angi otensin converting enzyme inhibitor or another
vasodi l ator (e.g., hydralazine or isosorbide dinitrate),
used sinultaneously (unless allergic or intolerant), and

2. Doses are within the follow ng ranges (| ower doses wil |
be covered only if part of a weaning or tapering protoco
from hi gher dose levels):

Dobut am ne 2.5 - 10 ncg/ kg/ mn
M rinone 0.375 — 0.750 ntg/kg/ mn

Dopami ne < 2 ntg/ kg/ mn, and

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 5 of 12



118
119
120
121
122
123
124
125
126

127
128
129
130
131
132

133
134
135
136

137
138
139

140
141
142

143
144
145
146

147
148
149

150
151
152

153
154
155
156
157
158
159

160
161
162

Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

3.

Subj ect: EXTERNAL | NFUSI ON PUMPS

I nvasi ve henodynam ¢ studies performed within six nonths
prior to the initiation of home inotropic therapy show
(a) cardiac index (Cl) is less than or equal to 2.2
liters/mn/meter squared and/or pul nonary capillary wedge
pressure (PCWP) is greater than or equal to 20 mm Hg

bef ore inotrope infusion on maxi mum nedi cal nanagenent
and (b) at least a 20%increase in O and/or at |least a
20% decrease in PCWP during inotrope infusion at the dose
initially prescribed for home infusion.

An inprovenent in patient well being, (less dyspnea,

i nproved diuresis, inproved renal function and/or
reduction in weight) with the absence of dyspnea at rest
at the tine of discharge and the capability of outpatient
eval uation by the prescribing physician at |east nonthly,
and

In the case of continuous infusion, there is docunented
deterioration in clinical status when the drug(s) is
tapered or discontinued under observation in a hospital
or

In the case of intermttent infusions, there is
docunent ati on of repeated hospitalizations for congestive
heart failure despite maxi rum nedi cal managenent, and

Any life threatening arrhythma is controlled prior to
hospital discharge and there is no need for routine
el ectrocardi ographi c nonitoring at hone, and

The patient is maintained on the | ower practical dose and
efforts to decrease the dose of the drug(s) or the
frequency/duration of infusion are docunented during the
first three nonths of therapy, and

The patient’s cardiac synptons, vital signs, weight, |ab
val ues, and response to therapy are routinely assessed
and docunented in the patient’s nedical record.

Admi ni stration of parenteral epoprostenol sodiumfor
patients with primary pul nonary hypertension (PPH) is the
patient nmeets all of the following criteria:

a. PPH is evidenced by a nean pul nonary artery
pressure of greater than 25 nmHg at rest, or
greater than 30 mMmm Hg with exercise, in the absence
of left-sided cardiac val vul ar di sease, nyocardi al
di sease, congenital heart di sease, and any
clinically inportant respiratory, connective-tissue
or chronic thronboenbolic diseases, and

b. The patient has significant synptons fromthe PPH
(i.e., dyspnea on exertion, and variably,
fatigability, angina, or syncope), and

Approved by:
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Subj ect: EXTERNAL | NFUSI ON PUMPS

c. Aclinical trial or oral calciumchannel bl ocking
agents has been conducted or considered prior to
long termconmtnment to chronic intravenous
epopr ost enol therapy.

Ext ernal infusion punps and rel ated drugs and supplies will be denied
as not nedically necessary when these criteria are not nmet. Wen an

i nfusion punp is covered, the nmedication necessitating the use of the
punp and necessary supplies are al so covered. Wen a punp has been
purchased by the Medi care program other insurer, or the patient, or
the rental cap has been reached, the nedication necessitating the use
of the punp, and supplies are covered as |long as the coverage
criteria for the punp are net.

I njectable drugs adm nistered in a physician’s office, whether with
or without a punp, nmust be billed to the local Carrier and not the
Internediary. Drugs put into an infusion punp in the physician's
office for use in the patient’s home nust be billed to the
Internediary if the punp is billed to the Internediary.

Medi care only pays for one punp for adm ni stering epoprostenol
(K0455); the provider is responsible for ensuring that there is an
appropriate and acceptabl e contingency plan to address any energency
situations or nechanical failures of the equipnment. A second punp
provi ded as a backup will be denied as not nedically necessary.

Di sposabl e drug delivery systens, including elastoneric infusion
punps (A4305, A4306) are non-covered devi ces because they do not neet
the Medi care definition of durable nedical equipnent. Medication and
supplies used with di sposable drug delivery systens are al so non-
covered itens.

An external infusion punp and rel ated nedi cation and supplies will be
deni ed as not nedically necessary in the hone setting in the
foll owi ng situations:

a. Heparin for the treatnent of thronboenbolic di sease and/or
pul monary enbol i sm

b. Insulin for the treatnment of diabetes nellitus
An infusion controller device (E1399) is not nedically necessary.

An 1V pole (E0776) is covered only when a stationary infusion punp
(E0791) is covered. It is considered not nedically necessary if it is
billed with an anbul atory infusion punp (E0781).

Supplies for the naintenance of a parenteral drug infusion catheter
(A4221) are covered during the period of covered use of an infusion
punp. They are al so covered for the weeks in between covered infusion
punp use, not to exceed four weeks per episode. Mdre than one unit of
service per week is not separately all owed.

Supplies used with an external infusion punp, KO0111, are covered.
Al l owance i s based on the number of cassettes or bags prepared. For

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: EXTERNAL | NFUSI ON PUMPS

intermttent infusions, no nore than one cassette or bag is covered
for each dose of nedication. For continuous infusion, the
concentration of the drug and the size of the cassette or bag should
be maxim zed to result in the fewest cassettes or bags in keeping
wi t h good pharmacol ogi ¢ and nedi cal practice. Medications and
supplies that are dispensed but not used for conpletely unforeseen
circunstances (e.g., energency adnmission to hospital, drug toxicity,
etc.) are covered. Providers are expected to anticipate changi ng
needs for drugs (e.g., planned hospital adm ssions, drug |evel
testing with possible dosage change, etc.) in their drug and supply
preparati on and delivery schedul e.

14. The Internedi ary does not process clains for inplantable infusion
punps or mnedi cati ons and supplies used in conjunction with
i npl ant abl e i nfusion punps. Cainms for these itens nust be submtted
to the local carrier

CODI NG GUI DELI NES

1. Supplies (including dressings) used in conjunction with a durable
i nfusi on punp (E0781, E0791, KO0284, KO0455) are included in codes
A4221 or A4222. Other codes should not be used for the separate
billing of these supplies.

2. Use codes A4221 and A4222 only for supplies related to durable
i nfusi on punps. Charges for supplies for non-covered infusion therapy
vi a di sposabl e punp or without a punp may be billed under code A9270.

3. Medication used in a durable infusion punp should be coded using the
appropriate HCPCS codes. If the nedication does not have a distinct
code, then use the unclassified drug code J7799. Do not use code
J9999. If there is no distinct HCPCS code for the drug billed, and
the drug is not admnistered via an infusion punp, use code A9270.

4. A new code has been established for any formul ati on of Anphotericin B
lipid conplex:

J0286 I njection, Anphotericin B, any lipid
formul ati on, 50 ng

The new code is effective for clains with dates of service on/after
January 1, 1999. Currently, there are three |iposonal preparations of
Amphot ericin B bei ng manufactured. They are:

a. Abel cet
b. Anphot ec
c. AnBi sone

5. Use code J2275 only for norphine sulfate that is | abel ed
“preservative free”. Mirphine sulfate that is not |abeled
“preservative free” nmust be coded J2270.

Approved by: Harry Feliciano, MD., MP.H Initials:
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For disposable drug delivery systens (e.g., elastoneric) with a fl ow
rate of nmore than 5 m per hour and | ess than 50 ml per hour, use
code A9270

DOCUMENTATI ON REQUI RED
1. A Certificate of Medical Necessity (CM\) and/or an order that has

been conpl eted, signed and dated by the ordering physician nmust be
kept on file by the provider. The CWN for external infusion punps is
DVERC 09.

If a patient begins using an infusion for one drug and subsequently
the drug is changed or another drug is added, a revised CWN and/ or
physician’s order nust be submtted for use of the punp with the new
or additional drug. In the case of an additional drug, all drugs for
whi ch the punp is used should be included on the revised CW and/ or
physici an’ s order

If an inotropic drug is ordered, a copy of the order (prescription
and docunentation fromthe ordering physician) including information
relating to each of the criteria (“d.1.” through “d.8.”) defined in
COVERAGE AND PAYMENT RULES shoul d be docunmented in the patient’s

medi cal record. This must include the before and after inotropic drug
i nfusion values defined in “d.3.” A suggested formfor collecting
this information is attached. Questions pertaining to nedica
necessity on any formused to collect this information may not be
conpl eted by the provider or by anyone in a financial relationship
with the provider. If coverage criteria stated in the policy are not
met, docunentation in the patient’s nedical record should include a
copy of a letter fromthe physician giving details of the patient’s
history (e.g., dates of past hospitalization for heart failure, prior
use of parenteral inotropics and the results, etc.). If invasive
henodynam ¢ studi es were not perfornmed, the docunentation in the
patient’s nedical record should include a letter fromthe attendi ng
physi ci an explaining the rationale for not performng the tests
acconpani ed by any ot her docunentati on deenmed appropriate to explain
this exception. This information is to be available to the

I nt ernedi ary upon request.

Initial clains for JO0286 nust be subnmitted with a statenent obtained
by the provider fromthe physician indicating why the |iposomal form
of Anphotericin B is needed for a particular patient. If the
docunentation is not submitted or does not support the nedica
necessity of the need for this formof the drug for the particular
patient, coverage will be based on the least costly nedically
appropriate alternative, standard Anphotericin B (J0285).

Docunent ati on requirements nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON

Approved by: Harry Feliciano, MD., MP.H Initials:
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Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy

NOTE: A new code has been established for the standard form of

Amphot ericin B. K0453 was the appropriate code used for billing standard
Amphotericin B. Effective for clains with dates of service on/after
January 1, 1999, a new J code has been establi shed.

J0285 — Injection, Amphotericin B, up to 5 ng

Clains for code KO453 will not be valid for claimsubn ssion to the
Internediary if both of these apply:

The date of service is on or after January 1, 1999
The claimis received on or after April 1, 1999.

Approved by: Harry Feliciano, MD., MP.H Initials:
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HOVE PARENTERAL | NOTROPI C THERAPY, DATA COLLECTI ON FORM

Patient’s Nane

H C #

Information bel ow may not be conpleted by the supplier nor anyone in a financial
relationship with the supplier.

1. Results of invasive henpdynami ¢ nonitoring:

Car di ac Wedge
I ndex Pressure Date
Bef ore inotrope infusion
On inotrope infusion
Dr ug Dose nmcg/ kg/ min

2. Cardiac medications (digoxin, diuretics, vasodilators) immediately prior to inotrope
infusion (list nane, dose, frequency):

3. Does this represent nmaxi mumtol erated doses of these nedications?

4. Breathing status Prior to At tinme
(check one in each col um) i notrope infusion of di scharge

No dyspnea on exertion

Dyspnea on noderate exertion

Dyspnea on mld exertion

Dyspnea at rest

5. Initial home prescription: Drug Dose nmcg/ kg/ min

hrs/day days/week (or every day)

6. |If continuous infusion is prescribed, have attenpts to discontinue inotrope infusion
in the hospital failed?

7. If intermttent infusion is prescribed, have there been repeated hospitalizations for
heart failure during which parenteral inotropes were required?

8. Is the patient capable of going to the physician for outpatient eval uation?

9. |Is routine el ectrocardiographic nmonitoring required in the hone?

10. The above statenents and any additional explanations included separately are true and
accurate and there is docunentation present in the patient’s medical record to support
these statenents.

Physi ci an Si gnature: Dat e:
Physi ci an nane Printed/ Typed: UPI N #:
Approved by: Harry Feliciano, MD., MP.H Initials:
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363 Physi ci an Speci alty:
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Medi care Review Policy: Public Information

SUBJECT

Eye Prosthesis

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

V2623 Prosthetic eye, plastic, custom

V2624 Pol i shi ng/ resurfacing of ocul ar prosthesis

V2625 Enl argenent of ocul ar prosthesis

V2626 Reduction of ocul ar prosthesis

V2627 Scl eral cover shel

V2628 Fabrication and fitting of ocul ar
conf or ner

V2629 Prost hetic eye, other type

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual

I NDI CATI ONS

An eye prosthesis is indicated for a patient wi th absence of an eye due
to trauma or surgical renoval

COVERAGE AND PAYMENT RULES
1. Polishing and resurfacing is covered on a yearly basis.

2. Replacenment is covered every five (5) years unless docunentation
supports nedi cal necessity of nore frequent replacenent.

3. One enl argenent (V2625) or reduction (V2626) of the prosthesis is
covered w thout docunentation. Additional enlargenents or reductions
are rarely nmedically necessary and are therefore covered only when
acconpani ed by docunentation that supports nedical necessity.
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: EYE PROSTHESI S

DOCUMENTATI ON REQUI RED

1. An order for the eye prosthesis that is reviewed, signed, and dated
by the ordering physician nust be kept on file by the provider. The
medi cal records must contain information that supports the nedica
necessity of the item ordered.

2. The ocul arist’s docunentation of the necessity for replacenent
prosthesis would be appropriate docunentation for that claimif the
repl acenent were necessitated by other than nedical reasons.

3. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Faci al Prost heses

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

A4455 Adhesi ve renover or solvent (for tape,
cenment or ot her adhesive), per ounce

A6265 Tape, all types, per 18 sqg. in.

K0440 Nasal prosthesis, provided by a non-
physi ci an

K0441 M df aci al prosthesis, provided by a non-
physi ci an

K0442 Orbital prosthesis, provided by a non-
physi ci an

K0443 Upper facial prosthesis, provided by a
non- physi ci an

K0444 Hem -facial prosthesis, provided by a non-
physi ci an

K0445 Auricul ar prosthesis, provided by a non-
physi ci an

K0446 Partial facial prosthesis, provided by a

non- physi ci an

K0447 Nasal septal prosthesis, provided by a
non- physi ci an

K0448 Unspeci fied maxill of aci al prosthesis, by
report, provided by a non-physician

K0449 Repair or nodification of maxill ofaci al
prost hesi s, |abor conponent, 15 m nute
i ncrenents, provided by a non-physician
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Subj ect: FACI AL PROSTHESES

K0450 Adhesive liquid, for use with facial

prost hesis only, per ounce

K0451 Adhesi ve renpver, w pes, for use with

facial prosthesis, per box of 50

V2623 Prosthetic eye, plastic, custom

V2629 Prost hetic eye, other type

HCPCS MODI FI ERS

KM Repl acenent of facial prosthesis,

i ncl udi ng new i npressi on/ moul age

KN Repl acenent of facial prosthesis, using

previ ous master nodel

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

DEFI NI TI ONS

1

A nasal prosthesis (K0440) is a renovable superficial prosthesis that
restores all or part of the nose. It may include the nasal septum

A md-facial prosthesis (KO0441) is a renovable superficial prosthesis
that restores all or part of the nose plus significant adjacent

facial tissue/structures, but does not include the orbit or any
intra-oral maxillary conponent. Adjacent facial tissue/structures

i ncl ude one or nore of the follow ng: soft tissue of the cheek, upper
lip or forehead.

An orbital prosthesis (K0442) is a renpvable superficial prosthesis
that restores the eyelids and the hard and soft tissue of the orbit.
It also may include the eyebrow. This code does not include the
ocul ar prosthesis conponent.

An upper facial prosthesis (K0443) is a renovabl e superficial
prosthesis that restores all or part of the nose plus the orbit plus
significant adjacent facial tissue/structures, but does not include
any intra-oral maxillary conponent. This code does not include the
ocul ar prosthesis conponent.

An auricul ar prosthesis (K0445) is a renovable superficial prosthesis
that restores all or part of the ear.
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Subj ect: FACI AL PROSTHESES

A partial facial prosthesis (K0446) is a renovabl e prosthesis that
occludes a hole in the nasal septum but does not include superficial
nasal tissue.

Code V2623 describes an ocul ar prosthesis that is custom fabricated.

COVERAGE AND PAYMENT RULES

1

A facial prosthesis is covered when there is | oss or absence of
facial tissue due to disease, trauma, surgery or a congenital defect.

Adhesi ves, adhesive renmover and tape used in conjunction with a
facial prosthesis are covered. ther skin care products related to
the prosthesis, including but not limted to cosnetics, skin cream
cl eansers, etc., are non-covered.

The followi ng services and itens are included in the allowance for a
facial prosthesis and, therefore, are not separately billable to, or
payabl e by, Medicare under the prosthetic device benefit:

a. evaluation of the patient

b. pre-operative planning

c. cost of materials

d. labor involved in the fabrication and fitting of the prosthesis
e

nodi fications to the prosthesis made at the tinme of delivery of
the prosthesis, or within 90 days thereafter

f. repair due to normal wear or tear within 90 days of delivery,
or

g. followup visits within 90 days of delivery of the prosthesis

Modi fications to a prosthesis are separately payabl e when they occur
nmore than 90 days after delivery of the prosthesis and are required
because of a change in the patient’s condition

Repairs are covered when there has been accidental danmage to or

ext ensi ve wear on the prosthesis that can be repaired. If the expense
for repairs exceeds the estimated expense for a replacenent
prosthesis, no paynents can be nade for the amount of the excess.

Fol | owup visits which occur nore than 90 days after delivery and
whi ch do not involve nodification or repair of the prosthesis are
non- covered services.

Repl acenent of a facial prosthesis is covered in cases of |oss or

i rreparabl e damage or wear, or when required because of a change in
the patient’s condition that cannot be acconmodated by nodification
of the existing prosthesis. Wen replacenent involves a new

i mpr essi on/ moul age rat her than use of a previous nmaster nodel, the
reason for the new i npression/ moul age nust be documented clearly in
the patient’s nedical records and be available to the Internmediary on
request.
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: FACI AL PROSTHESES

Cains for facial prostheses billed by a skilled nursing facility,
conpr ehensi ve outpatient rehabilitation facility or hone health
agency are submitted to the Internediary. Cdains for facial

prost heses from physicians are submtted to the local Carrier. O ains
for facial prostheses provided in an outpatient hospital facility are
submtted to the I ocal Internmediary. Facial prostheses provided in an
in-patient hospital setting are included in the paynent made to the
hospital . I nplanted prosthesis-anchoring conmponents should be billed
to the Internediary.

If an ocul ar prosthesis is dispensed to the patient as an integra
part of a facial prosthesis, the ocul ar prosthesis conponent nust be
billed by the provider of the facial prosthesis (for information on
ocul ar prostheses not part of the orbital prostheses, refer to the
medi cal policy on eye prostheses).

CODI NG GUI DELI NES

1

VWhen a repl acenment prosthesis is fabricated starting with a new

i mpr essi on/ moul age, the KM nodifier should be added to the code. Wen
a repl acenent prosthesis is fabricated using a previous naster nodel,
the KN nodifier should be added to the code.

Covered nodifications or repairs are billed using code KO449 for the
| abor components and code K0448 for any materials used. Time reported
usi ng code K0449 should be only for |aboratory nodification/repair
time, and associ ated prosthetic evaluation used only for services
after 90 days fromthe date of delivery of the prosthesis. Evaluation
not associated with repair or nodification is non-covered and shoul d
not be coded as K0449.

Adhesi ves, adhesive renmover and tape used in conjunction with a
facial prosthesis should be billed using codes K0450, A4455, K0451 or
K0265. The unit of service is specified for each code. For tape, one
unit of service is 18 square inches. Therefore, a roll of tape ¥ x 3
yds. would be 3 units; 1”7 x 3 yds. would be 6 units. Other skin care
products related to the prosthesis generally should not be billed to
the Internediary, but if they are billed at the beneficiary’s
request, code A9270 (non-covered itemor service) should be used.

VWhen a new ocul ar prosthesis conponent which is used to attach it to
a bone-anchored inplant, or to an internal prosthesis (e.g.
maxillary obturator), that conmponent should be billed separately
usi ng code K0448. This code should not be used for inplanted

pr ost hesi s-anchori ng conponents.

Code K0448 also is used for a facial prosthesis that is not described
by a specific code (KO0440-K0447).

Code V2629 also is used for a facial prosthesis that is not custom
fabricated (i.e., stock prosthesis).

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: FACI AL PROSTHESES

7. When a prosthesis is needed for adjacent facial regions, a single
code must be used to bill for the item whenever possible. For
exanple, if a defect involves the nose and orbit, this should be
billed using the hem -facial prosthesis code and not separate codes
for the orbit and nose. This applies even if the prosthesis is
fabricated in two separate parts.

8. The right (RT) and left (LT) nodifiers should be used with faci al
prost hesi s codes when applicable. If bilateral prostheses using the
sane code are billed on the sane date of service, the code should be
entered on a single clainms line, using the LT/RT nodifiers, and
billed with 2 units of service.

DOCUMENTATI ON REQUI RED

1. An order for the initial prosthesis and/or related supplies that is
signed and dated by the ordering physician nust be kept on file by
the prosthetist/provider. A separate physician order is not required
for subsequent nodification, repairs or replacenent of a facial
prosthesis. A new order is required when different supplies are
ordered.

2. \Wen codes A4455, K0265 or KO0451 are billed for supplies used in
conjunction with a facial prosthesis, |1CD 9-CM di agnhosis code V43. 89
al so should be included on each claim

3. A photograph of the prosthesis and a photograph of the patient
wi t hout the prosthesis nust be retained in the patient’s nedical
record and be available to the Internediary upon request.

4. \Wen code KO0450 is billed, a conplete description and a draw ng/ copy
of photograph of the item provided and the nedical necessity must be
docunented in the patient’s nedi cal records and nade available to the
I nt ernedi ary upon request.

5. When code V2629 is billed, a conplete description of the item nmust be
docunented in the patient’s nedical record and nmade available to the
I nt ernedi ary upon request.

6. When clains for replacenment, repair or nodification of a facial
prosthesis are billed, a conplete description of the repair or
nmodi fication nmust be docunented in the patient’s nedical record and
made available to the Internmedi ary upon request.

7. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 5 of 7



Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

152 MADI FI ERS

Subj ect: FACI AL PROSTHESES

153 The following listed nodifiers are frequently used to identify the
154 service/ charges billed for Prosthetics and Orthotics:

CcC

KO

K1

K3

Procedure code change

Used by the Carrier when the procedure code

subm tted was changed either for administrative
reasons or because an incorrect procedure code was
filed. Do not use this nodifier when filing your
clains to Palmetto GBA

Advance notice of possible nmedical necessity denial
on file

Lower linmb extremty prosthesis functional Level 0O

Does not have the ability or potential to anmbul ate

or transfer safely with or wi thout assistance, and

a prosthesis does not enhance their quality of life
or nmobility

Lower extremty prosthesis functional Level 1

Has the ability to use a prosthesis for transfers
or anbul ation on | evel surfaces at fixed cadence.
Typical of the limted and unlimted househol d
anbul at or

Lower extremty prosthesis functional Level 2

Has the ability or potential for anmbulation wth
the ability to traverse |ow |l evel environnmenta
barriers such as curbs, stair or uneven surfaces.
Typical of the linmted conmunity anbul at or

Lower extremty prosthesis functional Level 3

Has the ability or potential for anmbulation wth
vari abl e cadence. Typical of the community

anbul ator who has the ability to traverse nost
environnental barriers and may have vocati onal

t herapeutic, or exercise activity that demands
prosthetic utilization beyond sinple |oconotion

Approved by: Harry Feliciano, MD., MP.H Initials:
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K4

LT

ZX

Y

Subj ect: FACI AL PROSTHESES

Lower extremty prosthesis functional Level 4

Has the ability or potential for prosthetic
anmbul ation that exceeds basic anbul ation skills,
exhi biting high inpact, stress or energy |evels.
Typi cal of the prosthetic demands of the child,
active adult or athlete

Left side of the body

Left side (used to identify procedures performed on
the LEFT side of the body)

DVE, orthotic and prosthetic device, repair or
repl acenent

Charges are for the device due to: |oss,

i rreparabl e damage or wear, or a change in the
patient’s condition. Replacenent and repair, RP may
be used to indicate replacenment of DVE, orthotic,
and prosthetic devices that have been in use for
sonme time. The claimshows the code for the part,
followed by the RP nodifier and the charge for this
part.

Ri ght side of the body

Ri ght side (used to identify procedures perfornmed o
the RI GHT side of the body).

Specific requirenments found in the DOCUMENTATI ON
REQUI RED section of the medical policy have been
nmet, and evidence of this is available in the
patient’s nedical records.

Potentially non-covered itemor service billed for
denial or at the beneficiary-s request (not to be
used for medi cal necessity denials).

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regi onal Carrier

policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Hone Bl ood G ucose Mnitors and Rel ated Supplies

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

E0607 Hone Bl ood G ucose Nonitor
E0609 Bl ood 3 ucose Monitor with Speci al

Features (e.g., voice synthesizers,
automatic tiners, etc.)

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

ACCESSORI ES/ SUPPLI ES:

Ad244 Al cohol or peroxide, per pint

A4245 Al cohol wi pes, per box

A4246 Bet adi ne or pH sohex sol ution, per pint
A4247 Bet adi ne or iodine swabs/wi pes, per box
A4250 Uine test or reagent strips or tablets

(100 tablets or strips)

A4253 Bl ood gl ucose test or reagent strips for
hone bl ood gl ucose nonitor, per 50 strips

A4254 Repl acenent battery, any type, for use
wi th nedically necessary hone bl ood
gl ucose nonitor owned by patient, each

A4255 Platforns for home bl ood gl ucose nonitor
50 per box
A4256 Normal , | ow and hi gh cali brator
sol uti on/ chi ps
A4258 Spring- powered device for |ancet, each
Approved by: Harry Feliciano, MD., MP.H Initials:

Page 1 of 6



10
11

12
13

14
15

16

17

18
19
20
21

22
23

24
25
26

27
28
29
30
31
32

33

34
35
36
37
38

39
40

Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: HOVE BLOOD GLUCOSE MONI TORS AND RELATED SUPPLI ES

A4259 Lancets, per box of 100

HCPCS MODI FI ERS

KS A ucose nonitor supply for diabetic beneficiary

not treated by insulin

ZX Specific requirenments found in the

DOCUMENTATI ON REQUI RED section of this policy
have been net and evidence of this is available
in the patient’s medical records

REFERENCE

HCFA Pub. 6, Coverage |ssues Manual 60-11 (addresses insulin-treated
di abeti cs)

Pr ogr am Menor andum B98- 26 (addresses non-insulin-treated di abetics)

DEFI NI TI ONS

1

Insulin-treated neans that the patient is receiving insulin
injections to treat their diabetes. Insulin does not exist in an ora
formand therefore patients taking oral nedication to treat their

di abetes are not insulin-treated.

A severe visual inpairment is defined as a best-corrected visual
acuity of 20/200 or worse

A renewal of an order is the witing of a new order by the treating
physician. Arefill of an order is the actual dispensing of the item
to the beneficiary based on an existing valid order

Code A4256 describes control solutions containing high, normal, and
| ow concentrations of glucose that can be applied to test strips to
check the integrity of the test strips. This code does not describe
the strip or chip which is included in a vial of test strips and

whi ch calibrates the glucose nonitor of that particular vial of test
strips.

COVERAGE AND PAYMENT RULES

1. For any itemto be covered by Medicare, it nust be reasonabl e and
necessary for the treatnent of illness or injury or to inprove the
functioning of a malformed body nenber. The determ nation of nedica
necessity for the itens addressed by this policy will be based on the
information contained in this section

2. Home bl ood gl ucose nonitors are covered for patients who are
di abetics and who can better control their blood glucose |evels by

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: HOVE BLOOD GLUCOSE MONI TORS AND RELATED SUPPLI ES

checki ng these I evels and appropriately contacting their attending
physi cian for advice and treatnent.

To be eligible for coverage, the patient nust nmeet the foll ow ng
basic criteria:

a. the patient has diabetes (ICD 9-CM codes 250. 00-250.93) which
is being treated by a physician; and

b. the glucose nonitor and rel ated accessories and supplies have
been ordered by the physician who is treating the patient’s
di abetes; and

c. the patient (or the patient’s caregiver) has successfully
conpleted training or is scheduled to begin training in the use
of the nonitor, test strips, and | ancets; and

d. the patient (or the patient’s caregiver) is capable of using
the test results to assure the patient’s appropriate glycenic
control; and

e. the device is designed for honme use.

For all glucose nmonitors and rel ated accessories and supplies, if the
basi c coverage criteria (3.a.-3.e.) are not net, the itens will be
deni ed as not nedically necessary.

Bl ood gl ucose nonitors with such features as voice synthesizers and
speci al |y designed arrangenents of supplies and materials to enable
the visually-inpaired to use the equi pment w thout assistance (E0609)
are covered when the basic coverage criteria (3.a.-3.e.) are net, and
the patient’s physician certifies that he or she has a visua

i mpai rment severe enough to require use of this special nonitoring
system

If an EO0609 gl ucose nmonitor is provided and basic coverage criteria
(3.a.-3.e.) are nmet but the additional criterion is not net, paynent
wi || be based on the allowance for the |east costly nedically
appropriate alternative, E0607.

Lancets (A4259), blood glucose test reagent strips (A4253), glucose
control solutions (A4256), and spring powered devices for |ancets
(A4258) are covered for patient’s for whomthe glucose nmonitor is
covered. Mdre than one spring powered device (A4258) per 6 nonths
will rarely be nmedically necessary.

The quantity of test strips (A4253) and | ancets (A4259) that are
covered depends on the usual nedical needs of the diabetic patient
according to the follow ng guidelines:

a. for a patient who is not currently being treated with insulin
injections, up to 100 test strips and 100 | ancets every 3

months are covered if criteriai., ii, and iii. (below) are
nmet :
Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: HOVE BLOOD GLUCOSE MONI TORS AND RELATED SUPPLI ES

b. for a patient who is currently being treated with insulin
injections, up to 100 test strips and 100 | ancets every nonth
are covered if criteriai., ii., and iii. (below) are net:

c. for a patient who is not currently being treated with insulin
i njections, nore than 100 test strips and 100 | ancets every 3
months are covered if criteria (3.a)-(3e) are net:

d. for a patient who is currently being treated with insulin
i njections, nore than 100 test strips and 100 | ancets every
nmonth are covered if criteria (3.a)-(3.e) are net:

i the coverage criteria 2a.-2e. (above) are net; and

ii. the provider of the test strips and | ancets maintains
init records the order fromthe treating physician
and

iii. the beneficiary has nearly exhausted the supply of test
strips and | ancets that have been previously dispensed

iv. t he provider has ordered a frequency of testing that
exceeds the utilization guidelines and has docunent ed
in the patient’s nmedical record the specific reason for
the additional strips for that particular patient.

V. The provider has seen the patient and has eval uat ed
their diabetes control within 6 nonths prior to
ordering quantities of strips and |l ancets that exceed
the utilization guidelines.

(I If refills of quantities of supplies that exceed the
utilization guidelines are dispensed, there nust be
docunentation in the provider’s records (e.g., a
specific narrative statenent that adequately docunents
the frequency at which the patient is actually testing
or a copy of the beneficiary’s log) or in the
provider’s records (e.g., a copy of the beneficiary's
log) that the patient is actually testing at a
frequency that corroborates the quantity of supplies
t hat have been di spensed. If the patient is regularly
using quantities of supplies that exceed the
utilization guidelines, new docunmentation nmust be
present at |east every 6 nonths.

If criteria 8.d.i.-8.d.iii are not met, all testing supplies will be
denied as not nedically necessary. If quantities of test strips or

| ancets that exceed the utilization guidelines are provided and
criteria 8.d.iv.-8.d.vi. are not net, the anount in excess will be
deni ed as not nedically necessary.

10. A provider should not dispense nore than a 3-nonth supply of test

strips and/or lancets at a tine.

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 4 of 6



126
127
128

129
130

131

132
133

134
135
136

137
138

139
140

141
142
143
144
145
146
147
148
149
150

151
152
153

154
155
156
157
158

159
160
161

162

Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: HOVE BLOOD GLUCOSE MONI TORS AND RELATED SUPPLI ES

11. Al cohol or peroxide (A4244, A4245), Betadine of pH sohex (A4246,
A4247) are non-covered since these itens are not required for the
proper functioning of the device.

12. Urine test reagent strips or tablets (A4250) are non-covered since
they are not used with a glucose nonitor
CODI NG GUI DELI NES

1. For glucose test strips (A4253), 1 unit of service = 50 strips. For
| ancets (A4259), 1 unit of service = 100 | ancets.

2. Blood glucose test or reagent strips that use a visual reading and
are not used in a glucose nmonitor nmust be coded A9270 (non-covered
itemor service). Do not use code A4253 for these itens.

3. Inthe following table, a Colum Il code is included in the all owance

for the corresponding Colum | code when provided at the sanme tine.
E0607 A4254, A4256, A4258

EO0609 A4254, A4256, A4258

DOCUMENTATI ON REQUI RED

1. The provider must have an original order that is signed and dated by
t he physician who is treating the patient’s diabetes. For supplies,
the order nmust list the itens that are to be di spensed and the

frequency of testing. A narrative diagnosis and/or |CD 9-CM di agnosi s

code must be present on each order for a glucose nmonitor or rel ated
accessory or supply. The order must al so include a statenent
i ndi cati ng whether the patient is being treated with insulin

injections. The provider is required to have a new witten order from

the treating physician every 6 nonths. The renewal of the order mnust
al so contain the information specified above.

2. The 1CD- 9-CM di agnosi s code describing the condition that
necessitates glucose testing nmust be included on each claimfor the
noni tor, accessories, and supplies.

3. If the order indicates that the patient is being treated with insulin
injections, the ZX nodifier nust be added to the code for the nonitor

and each related supply on every claimsubmtted. The ZX nodifier
must not be used for a patient who is not treated with insulin
i nj ections.

4. If the order indicates that the patient is not being treated with

insulin injections, the KS nodifier nust be added to the code for the

nmoni tor and supplies on each claimsubmtted.
5. Additional documentation requirenents apply to:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: HOVE BLOOD GLUCOSE MONI TORS AND RELATED SUPPLI ES

a. a diabetic patient who is not insulin-treated (KS nodifier
present) and whose prescri bed frequency of testing is nore
often than once per day, or

b. a diabetic patient who is insulin-treated (ZX nodifier present)

and whose prescribed frequency of testing is nore often than
three times per day.

6. When refills for quantities of supplies that exceed the utilization

gui del i nes are di spensed, the docunentation as described in 8.d.i.-
8.d.vi. section, nust be available to the Internedi ary upon request.

The nmedi cal necessity for E0609 nust be docunmented by a narrative
statement fromthe physician that includes the patient’s visua
acuity.

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy
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Page 6 of 6



PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

1 SUBJECT
2 Hospi tal Beds-Fi xed Hei ght

3 HCPCS CODES

E0250 Hospital bed, fixed height, with any type
side rails, with mattress

E0251 Hospital bed, fixed height, with any type
side rails, without mattress

E0290 Hospital bed, fixed height, w thout side
rails, with mattress

E0291 Hospital bed, fixed height, w thout side
rails, without mattress

5 BENEFI T CATEGORY

6 Dur abl e Medi cal Equi prment

7 REFERENCE

8 HCFA Pub. 6, Coverage |ssues Manual, 60-18
9 DEFI NI TI ONS

10 A fixed height hospital bed is one with manual head and | eg el evation
11 adj ustments but no hei ght adjustnent.

12 An ordinary bed is one that is typically sold as furniture. It consists

13 of a frame, box spring and mattress. It is a fixed height and has no

14 head or leg elevation adjustnents. An ordinary bed will accommodate npst
15 transfers to a chair, wheelchair or standing position. If needed, it can
16 al nrost al ways be adapted to accomodate these transfers. The need for a

17 particul ar bed height would rarely by itself justify the need for a

18 hospi tal bed.

19 I NDI CATI ONS

20 A fixed height bed is covered if one or nore of the foll ow ng
21 i ndi cations are net:

22 1. A patient who requires positioning of the body in ways not feasible

23 with an ordinary bed in order to alleviate pain.

24 2. A patient who requires the head of the bed to be el evated nore than

25 thirty degrees nost of the tine due to congestive heart failure,

26 chroni c pul nonary di sease, or problens with aspiration. Pillows or
Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: HOSPI TAL BEDS- FI XED HEI GHT

wedges nmust have been tried and failed to achieve the desired
clinical outcone.

3. A patient who requires traction equi prment which can only be attached
to a hospital bed.
DOCUMENTATI ON REQUI RED

1. A Certificate of Medical Necessity (CM\) and/or an order that has
been conpl eted, signed and dated by the ordering physician nmust be
kept on file by the provider. The CWN for hospital beds is DVERC 01

2. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

1 SUBJECT
2 Hospi tal Beds-Vari abl e Hei ght

3 HCPCS CODES

E0255 Hospital bed, variable height (hi-lo),
with any type side rails, with mattress

E0256 Hospital bed, variable height (hi-Ilo),
with any type side rails, without mattress

E0292 Hospital bed, variable height (hi-lo),
without side rails, with nmattress

E0293 Hospital bed, variable height (hi-lo),
w thout side rails, w thout mattress

5  BENEFI T CATEGORY
6 Dur abl e Medi cal Equi prent

7 REFERENCE
8 HCFA Pub. 6, Coverage |ssues Manual, 60-18

9 DEFINTION

10 A variable height hospital bed is one with manual hei ght adjustnent and
11 with manual head and | eg el evati on adj ust nments.

12 | NDI CATI ONS

13 A variable height bed is covered if one of the following indications is
14  met:

15 1. A patient who requires positioning of the body in ways not feasible

16 with an ordinary bed in order to alleviate pain.
17 2. A patient who requires the head of the bed to be el evated nore than
18 thirty degrees nost of the tine due to congestive heart failure,
19 chroni c pul nonary di sease, or problens with aspiration. Pillows or
20 wedges must have been tried and fail ed.
21 3. A patient who requires traction equipnent that can only be attached
22 to a hospital bed and the patient requires a bed height different
23 than a fixed height hospital bed to permt transfers to chair,
24 wheel chai r or standing position.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: HOSPI TAL BEDS- VARI ABLE HEI GHT

COVERAGE AND PAYMENT RULES

If the docunentation does not support the nedical necessity of a
vari abl e hei ght bed but does support the necessity for a fixed height
bed, paynment will be based on the allowance for the | east costly
alternative.

DOCUMENTATI ON REQUI RED

1. A Certificate of Medical Necessity (CM\) and/or an order that has
been conpl eted, signed, and dated by the ordering physician nmust be
kept on file by the provider. The CWN for hospital beds is DVERC 01.

2. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prment Regional Carrier policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Hospi tal Beds-Sem -El ectric

HCPCS CODES

E0260 Hospital bed, sem -electric (head and f oot
adjustnment), with any type side rails,
with mattress

E0261 Hospital bed, sem -electric (head and f oot
adjustnment), with any type side rails,
Wi thout mattress

E0294 Hospital bed, sem -electric (head and f oot
adjustnment), without side rails, with
mattress

E0295 Hospital bed, sem -electric (head and f oot
adjustnment), without side rails, wthout
mattress

K0456 Hospital bed, heavy-duty, extra-wi de, with

any type side rails, with mattress

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual, 60-18

DEFI NI TI ONS

1. A sem-electric bed is one with manual hei ght adjustment and with
electric head and | eg el evati on adj ustnents.

2. A heavy-duty, extra-w de hospital bed is a hospital bed that is
capabl e of supporting a patient that wei ghs nore than 350 pounds but
| ess than or equal to 600 pounds.

| NDI CATI ONS

1. A sem-electric bed is covered if one of the follow ng indications
are net:

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: HOSPI TAL BEDS- SEM - ELECTRI C

a. A patient requires positioning of the body in ways not feasible
with an ordinary bed in order to alleviate pain.

b. A patient requires the head of the bed to be elevated nore than
thirty degrees nost of the tine due to congestive heart
failure, chronic pul monary di sease, or problens wth
aspiration. Pillows or wedges nust have been tried and failed
to achieve the desired clinical outcone.

c. Apatient requires traction equi pnent that can only be attached
to a hospital bed and the patient requires frequent changes in
body position and/or has an i medi ate need for a change in body
posi tion.

A heavy-duty, extra-wi de hospital bed is covered when the patient’s
wei ght is 350 pounds or nore but |ess than 600 pounds.

COVERAGE AND PAYMENT RULES

1

If the docunentation does not support the nedical necessity of a
sem -el ectric bed but does support the necessity of a | ower |evel
bed, paynment will be based on the allowance for the |east costly
al ternative.

If the docunentation does not support the nedical necessity for a
heavy-duty, extra-w de hospital bed (KO0456) but does show nedi ca
necessity for a lower level bed, the |least costly alternative will be
pai d (HCPCS Code E0260).

DOCUMENTATI ON REQUI RED

1

A Certificate of Medical Necessity (CWN) and/or an order that has
been conpl eted, signed and dated by the ordering physician nmust be
kept on file by the provider. The CWN for hospital beds is DVERC 01

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prment Regional Carrier policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy:

SUBJECT
Hospital Beds-Total Electric
HCPCS CODES
E0265 Hospital bed, total
and hei ght adjustnents),
side rails, with mattress
E0266 Hospital bed, total
and hei ght adjustnents),
side rails, without mattress
E0296 Hospital bed, total
and hei ght adjustnent),
rails, with mattress
E0297 Hospital bed, total
and hei ght adjustnent),
rails, without mattress
BENEFI T CATEGORY
Dur abl e Medi cal Equi prent
REFERENCE
HCFA Pub. 6, Coverage |ssues Manual, 60-18
DEFI NI TI ON
A total

Public

el ectric (head,
with any type

el ectric (head,
with any type

el ectric (head,

el ectric (head,
wi t hout side

electric head and | eg el evati on adj ustnents.

COVERAGE AND PAYMENT RULES

| nformati on

f oot

f oot

f oot

w t hout side

f oot

electric bed is one with electric height adjustnment and with

1. An electric bed height adjustnment feature is not covered; it is a

conveni ence feature.

2. |If the docunentation supports a | ower

| evel

bed, paynent is based on

the all owance for the |east costly alternative.

3. If E0265-E0297 is billed it will
conparativel y.

be paid the sane as E0260- E0295

MD., MP
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Subj ect: HOSPI TAL BEDS- TOTAL ELECTRI C

DOCUMENTATI ON REQUI RED

1. A Certificate of Medical Necessity (CM\) and/or an order that has
been conpl eted, signed and dated by the ordering physician nmust be
kept on file by the provider. The CWN for hospital beds is DVERC 01.

2. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 2 of 2



PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

| mmunosuppr essi ve Drugs

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

J2920 I nj ection, nethyl predni sol one sodi um
succinate, up to 40 ng

J2930 I nj ection, nethyl predni sol one sodi um
succinate, up to 125 ng

J7503 Cycl osporine, parenteral, per 50 ngy
J7505 Monocl onal anti bodies, parenteral, 5 ng
J7506 Predni sone, oral, per 5 ng

J7507 Tacrolimus, oral, per 1 ng

J7508 Tacrolimus, oral, per 5 ng

J7509 Met hyl pr edni sol one, oral, per 4 ng
J7510 Pr edni sol one, oral, per 5 ny

J7513 Dacl i zumab, parenteral, 25 ng

J7599 | mmunosuppr essi ve drug, not otherw se

classified

J8530 Cycl ophosphani de, oral, 25 ng

J8610 Met hotrexate, oral, 2.5 ng

K0119 Azat hi oprine, oral, tab, 50 ng

K0120 Azat hi opri ne, parenteral, 100 ng

K0121 Cycl osporine, oral, 25 ngy

K0123 Lynphocyt e i mmune gl obulin, antithynocyte

gl obulin, parenteral, 250 ng

K0412 Mycophenol ate nofetil, oral, 250 ng
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: | MMUNCSUPPRESSI VE DRUGS

K0418 Cycl osporine, oral, per 100 ny

BENEFI T CATEGORY

| mmunosuppr essi ve Drugs

COVERAGE AND PAYMENT RULES

1. Prescription drugs used in inmunosuppressive therapy are covered if
all of the following criteria are met:

a. The drugs are prescribed follow ng a kidney, heart, liver,
bone marrow stemcell, lung or heart/lung transplant which net
Medi care coverage criteria in effect at the tine (e.qg.
approved facility for kidney, heart, liver, lung, or heart/|ung
transpl ant; national and/or |ocal nedical necessity criteria
etc.);

b. The drugs are furnished during the benefit period specified
bel ow,

c. The drugs are nedically necessary to prevent or treat
rejection of an organ transplant in the particul ar patient;

d. The patient was enrolled in Medicare Part A at the tine that
t he drugs were di spensed.

2. The benefit period for coverage of imunosuppressive drugs is
determ ned by the date that the beneficiary is discharged froma
hospital follow ng a covered transplant. For beneficiaries
di scharged on or before 7/31/93, coverage is limted to one year
fromthe date of discharge. Table 1 gives exanples of the phased-in
benefit period for patients discharged between 8/1/93 and 7/1/95.
For all patients discharged on or after 7/1/95 followi ng a covered
transpl ant, coverage of immunosuppressive drugs is linmted to 36
nont hs.

3. If criteria ais net, the transplant is considered a “covered
transplant’ for purposes of this policy whether paynent for the
transpl ant was nmade by Medi care or by another insurer

4. If criterion a, b or d (above) are not net, the drug(s) wll be
deni ed as non-covered. If criterion a, b and d are net but criterion
c is not net, the drug(s) will be denied as not nedically necessary.

5. The dosage, frequency and route of adm nistration of the
i mmunosuppr essi ve drugs must conformw th generally accepted nedica
practice.

6. Parenteral cyclosporine (J7503), anti-thynocyte gl obulin (K0123),
nmonocl onal anti bodies (J7505) and Daclizumab (J7513) are not safely
adm ni stered in the hone setting and therefore they will be denied as
not medically necessary in that setting.
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Subj ect: | MMUNCSUPPRESSI VE DRUGS

Coverage of parenteral azathioprine (KO0120) or methyl predni sol one
(J2920, J2930) is |limted to those situations in which the nedication
cannot be tolerated or absorbed if taken orally and is self-
adm ni stered by the patient. There is no coverage under the

i mmunosuppr essi ve drug benefit for supplies used in conjunction with
the adm nistration of parenteral immunosuppressive drugs.

The quantity of inmunosuppressive drugs di spensed nust be limted to
a 30-day supply. Prescriptions may be refill able.

CODI NG GUI DELI NES

1

Codes J7501, J7502 and J7504 are not valid for clains submtted to
the Internediary.

Code J7599 shoul d be used for imunosuppressive drugs that do not
have a specific J or K code.

For all i munosuppressive drugs, the nunber of units billed nust
accurately reflect the definition of one unit of service in each code
narrative. For exanple, if fifty 10 ng prednisone tablets are

di spensed, bill J7506, 100 units (1 unit of J7506 =5 ng). If fifty
2.5 ng prednisone tablets are di spensed, bill J7506, 25 units.

DOCUMENTATI ON REQUI RED

1

A prescription (order) for the drugs that has been signed and dated
by the ordering physician nust be kept on file by the provider. A new
prescription would be needed if there were a change in dose or
frequency of adm nistration.

If code J7599 is billed, the claimmnust list the nanme of the drug,
t he dosage strength, nunber di spensed and admi ni stration
i nstructions.

If a transplant was paid in full by a primary insurer other than
Medi care, docunentation of the transplant nmust be of the type
Medi care covers. The provider nust al so submt docunentation of
paynment by the primary insurer

Docunent ati on requirements nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

Approved by: Harry Feliciano, MD., MP.H Initials:
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TABLE 1

Subj ect: | MMUNCSUPPRESSI VE DRUGS

Phased-1 n Consecutive Benefit

Peri ods For | nmunosuppressive Drug Therapy

This tabl e gives exanples of the phased-in benefit periods using a
di scharge date of the first day of each nonth.

i od Ends Tot al

Di scharge Date

Cover age Per

Mont hs of Cover age

8/ 1/ 93 8/ 31/ 94 13
9/ 1/ 93 10/ 31/ 94 14
10/ 1/93 12/ 31/ 94 15
11/1/93 2/ 28/ 95 16
12/1/93 4/ 30/ 95 17
1/1/94 6/ 30/ 95 18
2/ 1/ 94 8/ 31/ 95 19
3/1/94 10/ 31/ 95 20
4/ 1/ 94 12/ 31/ 95 21
5/ 1/ 94 2/ 29/ 96 22
6/ 1/ 94 4/ 30/ 96 23
7/ 1/ 94 6/ 30/ 96 24
8/ 1/ 94 8/ 31/ 96 25
9/ 1/ 94 10/ 31/ 96 26
10/ 1/ 94 12/ 31/ 96 27
11/1/94 2/ 28/ 97 28
12/1/94 4/ 30/ 97 29
1/1/95 6/ 30/ 97 30
2/ 1/ 95 8/ 31/ 97 31
3/ 1/ 95 10/ 31/ 97 32
Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: | MMUNCSUPPRESSI VE DRUGS
4/ 1/ 95 12/ 31/ 97 33
5/ 1/ 95 2/ 28/ 98 34
6/ 1/ 95 4/ 30/ 98 35
7/ 1/ 95 6/ 30/ 98 36

83
84 SOURCE OF | NFORNMATI ON

85 Adapted from exi sting Durable Medical Equi prment Regional Carrier policy

Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Lower Linb Prostheses

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

L5000 Partial foot, shoe insert with |ongitudina
arch, toe filler

L5010 Partial foot, nol ded socket, ankle height,
with toe filler

L5020 Partial foot, nolded socket, tibial tubercle
height, with toe filler

L5050 Ankl e, Symes, nolded socket, SACH foot

L5060 Ankl e, Symes, netal franme, nolded | eather
socket, articul ated ankl e/ f oot

L5100 Bel ow knee, nol ded socket, shin, SACH f oot

L5105 Bel ow knee, plastic socket, joints and thigh

| acer, SACH f oot

L5150 Knee disarticulation (or through knee), nol ded
socket, external knee joints, shin, SACH foot

L5160 Knee disarticulation (or through knee), nol ded
socket, bent knee configuration, external knee
joints, shin SACH foot

L5200 Above knee, nol ded socket, single axis
constant friction knee, shin, SACH foot

L5210 Above knee, short prosthesis, no knee joint
(“stubbies”), with foot blocks, no ankle
joints, each

L5220 Above knee, short prosthesis, no knee joint
(“stubbies”), with articul ated ankl e/ foot,
dynam cal |y aligned, each

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: LOWNER LI MB PROSTHESES

L5230 Above knee, for proxinmal fenoral foca
deficiency, constant friction knee, shin, SACH
f oot

L5250 H p disarticulation, Canadian type; nol ded

socket, hip joint, single axis constant
friction knee, shin, SACH foot

L5270 H p disarticulation, tilt table type; nolded
socket, locking hip joint, single axis
constant friction knee, shin, SACH foot

L5280 Hem pel vect ony, Canadi an type; nol ded socket,
hip joint, single axis constant friction knee,
shin, SACH f oot

L5300 Bel ow knee, nol ded socket, SACH foot,
endoskel etal system including soft cover and
fini shing

L5310 Knee disarticulation (or through knee), nol ded

socket, SACH foot endoskel etal system
i ncludi ng soft cover and fi nishing

L5320 Above knee, nol ded socket, open end, SACH
foot, endoskeletal system single axis knee,
i ncludi ng soft cover and fi nishing

L5330 H p disarticul ation, Canadian type; nol ded
socket, endoskeletal system hip joint, single
axi s knee, SACH foot, including soft cover and
fini shing

L5340 Hem pel vect ony, Canadi an type; nol ded socket,
endoskel etal system hip joint, single axis
knee, SACH foot, including soft cover and
fini shing

L5400 | mredi at e post surgical or early fitting,
application of initial rigid dressing,
including fitting, alignment, suspension, and
one cast change, bel ow knee

L5410 | mredi at e post surgical or early fitting,
application of initial rigid dressing,
including fitting, alignment and suspension
bel ow knee, each additional cast change and
real i gnnent

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

L5420

L5430

L5450

L5460

L5500

L5505

L5510

L5520

L5530

L5535

L5540

Subj ect: LOWNER LI MB PROSTHESES

| mredi at e post surgical or early fitting,
application of initial rigid dressing,
including fitting, alignment and suspension
and one cast change ‘AK or knee

di sarticulation

| mredi at e post surgical or early fitting,
application of initial rigid dressing,
including fitting, alignment and suspension
“AK or knee disarticulation, each additiona
cast change and real i gnnment

| mredi at e post surgical or early fitting,
application of non weight bearing rigid
dressi ng, bel ow knee

| mredi at e post surgical or early fitting,
application of non weight bearing rigid
dressi ng, above knee

Initial, below knee *PTB type socket, non-
al i gnabl e system pylon, no cover, SACH foot,
pl aster socket, direct forned

Initial, above knee — knee disarticulation
i schial |evel socket, non-alignable system
pyl on, no cover, SACH foot, plaster socket,
direct forned

Preparatory, bel ow knee ‘' PTB type socket,
non- al i gnabl e system pylon, no cover, SACH
foot, plaster socket, nolded to nodel

Preparatory, bel ow knee ‘' PTB" type socket,
non- al i gnabl e system pylon, no cover, SACH
foot, thernoplastic or equal, direct forned

Preparatory, bel ow knee ‘' PTB' type socket,
non- al i gnabl e system pylon, no cover, SACH
foot, thernoplastic or equal, nolded to nodel

Preparatory, bel ow knee ‘' PTB" type socket,
non- al i gnabl e system pylon, no cover, SACH
foot, prefabricated, adjustable open end
socket

Preparatory, bel ow knee ‘' PTB' type socket,
non- al i gnabl e system pylon, no cover, SACH
foot, |am nated socket, nolded to nodel
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L5560

L5570

L5580

L5585

L5590

L5595

L5600

L5610

L5611

L5613

L5614

Subj ect: LOWNER LI MB PROSTHESES

Preparatory, above knee- knee disarticul ation,
i schial |evel socket, non-alignable system
pyl on, no cover, SACH foot, plaster socket,
nol ded to nodel

Preparatory, above knee- knee disarticul ation,
i schial |evel socket, non-alignable system
pyl on, no cover, SACH foot, thernoplastic or
equal, direct forned

Preparatory, above knee- knee disarticul ation
i schial |evel socket, non-alignable system
pyl on, no cover, SACH foot, thernoplastic or
equal , nol ded to node

Preparatory, above knee- knee disarticul ation,
i schial |evel socket, non-alignable system
pyl on, no cover, SACH foot, prefabricated

adj ust abl e open end socket

Preparatory, above knee- knee disarticul ation
i schial |evel socket, non-alignable system
pyl on, no cover, SACH foot, |am nated socket,
nol ded to nodel

Preparatory, hip disarticul ation-

hem pel vect ony, pylon, no cover, SACH foot,
t her mopl astic or equal, nolded to patient
nodel

Preparatory, hip disarticul ation-
hem pel vect ony, pylon, no cover, SACH foot,
| am nat ed socket, nolded to patient nodel

Addition to lower extremty, endoskel eta
system above knee, hydracadence system

Addition to lower extremty, endoskel eta
system above knee-knee disarticul ation, 4 bar
linkage with friction swi ng phase control

Addition to lower extremty, endoskel eta
system above knee-knee disarticul ati on, 4-bar
i nkage, with hydraulic swi ng phase control

Addition to |l ower extremty, exoskeleta
system above knee-knee disarticul ati on, 4-bar
i nkage with pneumati c swi ng phase control
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L5616 Addition to lower extremty, endoskel eta
system above knee, universal nultiplex
system friction swing phase control

L5617 Addition to |l ower extremty, quick change
self-aligning unit, above knee or bel ow knee,
each

L5618 Addition to |l ower extremty, test socket,
Symes

L5620 Addition to |l ower extremty, test socket,
bel ow knee

L5622 Addition to lower extremty, test socket, knee
di sarticulation

L5624 Addition to |l ower extremty, test socket,
above knee

L5626 Addition to lower extremty, test socket, hip
di sarticulation

L5628 Addition to |l ower extremty, test socket,
hem pel vect ony

L5629 Addition to |l ower extremty, bel ow knee,
acrylic socket

L5630 Addition to |l ower extremty, Synes type,
expandabl e wal | socket

L5631 Addition to |l ower extremty, above knee or
knee disarticulation, acrylic socket

L5632 Addition to |l ower extremty, Synes type, ‘PTB
bri m desi gn socket

L5634 Addition to |l ower extremty, Synes type,
posterior openi ng (Canadi an) socket

L5636 Addition to |l ower extremty, Synes type,
nmedi al openi ng socket

L5637 Addition to |l ower extremty, below knee, tota
cont act
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L5638 Addition to |l ower extremty, bel ow knee,

| eat her socket

L5639 Addition to |l ower extremty, bel ow knee, wood
socket
L5640 Addition to |l ower extremty, knee

di sarticul ati on, |eather socket

L5642 Addition to |l ower extremty, above knee,

| eat her socket

L5643 Addition to lower extremty, hip

disarticul ation, flexible inner socket,

external frame

L5644 Addition to |l ower extremty, above knee, wood
socket
L5645 Addition to |l ower extremty, bel ow knee,

flexible inner socket, external frame

L5646 Addition to |l ower extremty, below knee, air

cushi on socket

L5647 Addition to |l ower extremty, bel ow knee

sucti on socket

L5648 Addition to |l ower extremty, above knee, air

cushi on socket

L5649 Addition to lower extremty, ischial

cont ai nment/ narrow ML socket

L5650 Addition to lower extremty, tota

cont act,

above knee or knee disarticul ati on socket

L5651 Addition to |l ower extremty, above knee,
flexible inner socket, external frame

L5652 Addition to |l ower extremty, suction
suspensi on, above knee or knee disarticul ation
socket

L5653 Addition to lower extremty, knee

di sarticul ati on, expandable wall socket

Approved by: Harry Feliciano, MD., MP.H
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L5654 Addition to lower extremty, socket insert,
Symes, (Kenmblo, Pelite, Aliplast, Plastazote
or equal)

L5655 Addition to lower extremty, socket insert,

bel ow knee (Kenblo, Pelite, Aliplast,
Pl ast azote or equal)

L5656 Addition to lower extremty, socket insert,
knee disarticulation (Kenblo, Pelite,
Aliplast, Plastazote or equal)

L5658 Addition to |l ower extremty, socket inset,
above knee (Kenblo, Pelite, Aliplast,
Pl ast azote or equal)

L5660 Addition to lower extremty, socket insert,
Synmes, silicone gel or equa

L5661 Addition to lower extremty, socket insert,
mul tiduroneter Symnes

L5662 Addition to lower extremty, socket insert,
bel ow knee, silicone gel or equa

L5663 Addition to lower extremty, socket insert,
knee disarticulation, silicone gel or equa

L5664 Addition to lower extremty, socket insert,
above knee, silicone gel or equa

L5665 Addition to lower extremty, socket insert,
mul ti duroneter, bel ow knee

L5666 Addition to |l ower extremty, below knee, cuff
suspensi on

L5667 Addition to lower extremty, bel ow knee/above
knee, socket insert, suction suspension, with
| ocki ng mechani sm

L5668 Addition to |l ower extremty, bel ow knee,
nol ded di stal cushion

L5669 Addition to lower extremty, bel ow knee/above
knee, socket insert, suction suspension
wi t hout | ocki ng nmechani sm
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L5670 Addition to |l ower extremty, bel ow knee,
nmol ded supracondyl ar suspension (‘PTS or
simlar)

L5672 Addition to |l ower extremty, bel ow knee,

renovabl e nedi al brim suspension

L5674 Addition to |l ower extremty, below knee, |atex
sl eeve suspension or equal, each

L5675 Addition to |l ower extremty, below knee, |atex
sl eeve suspension or equal, heavy duty, each

L5676 Additions to | ower extremty, bel ow knee, knee
joints, single axis, pair

L5677 Additions to | ower extremty, bel ow knee, knee
joints, polycentric, pair

L5678 Additions to | ower extrenmty, bel ow knee,
joint covers, pair

L5680 Addition to lower extremty, bel ow knee, thigh
| acer, non-nol ded

L5682 Addition to lower extremty, bel ow knee, thigh
| acer, gluteal/ischial, nolded

L5684 Addition to |l ower extremty, bel ow knee, fork
strap

L5686 Addition to |l ower extremty, bel ow knee, back

check (extension control)

L5688 Addition to |l ower extremty, below knee, wai st
belt, webbing

L5690 Addition to |l ower extremty, below knee, wai st
belt, padded and lined

L5692 Addition to |l ower extremty, above knee,
pel vic control belt, Iight
L5694 Addition to |l ower extremty, above knee,

pel vic control belt, padded and |ined
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L5695 Addition to |l ower extremty, above knee,
pel vic control, sleeve suspension, neoprene or
equal , each

L5696 Addition to |l ower extremty, above knee or
knee disarticulation, pelvic joint

L5697 Addition to |l ower extremty, above knee or
knee disarticul ation, pelvic band

L5698 Addition to |l ower extremty, above knee or
knee disarticulation, Silesian bandage

L5699 Al lower extremty prostheses, shoul der
har ness

L5700 Repl acenent, socket, bel ow knee, nolded to
pati ent nodel

L5701 Repl acenent, socket, above knee/knee
di sarticul ation including attachment plate,
nol ded to patient nodel

L5702 Repl acenent, socket, hip disarticulation
including hip joint, nolded to patient nodel

L5704 Repl acenent, custom shaped protective cover,
bel ow knee

L5705 Repl acenent, custom shaped protective cover,
above knee

L5706 Repl acenent, custom shaped protective cover
knee disarticulation

L5707 Repl acenent, custom shaped protective cover
hip disarticulation

L5710 Addi ti on, exoskel etal knee-shin system single
axi s, manual | ock

L5711 Addi ti ons exoskel etal knee-shin system single
axi s, manual lock, ultra-light material

L5712 Addi ti on, exoskel etal knee-shin system single
axis, friction swing and stance phase control
(safety knee)
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L5714 Addi ti on, exoskel etal knee-shin system single
axis, variable friction swi ng phase control

L5716 Addi ti on, exoskel etal knee-shin system
pol ycentric, mechani cal stance phase | ock

L5718 Addi ti on, exoskel etal knee-shin system
pol ycentric, friction swing and stance phase
control

L5722 Addi ti on, exoskel etal knee-shin system single
axi s, pneumatic swing, friction stance phase
control

L5724 Addi ti on, exoskel etal knee-shin system single
axis, fluid swi ng phase control

L5726 Addi ti on, exoskel etal knee-shin system single
axis, external joints fluid sw ng phase
control

L5728 Addi ti on, exoskel etal knee-shin system single
axis, fluid swing and stance phase control

L5780 Addi ti on, exoskel etal knee-shin system single
axi s, pneumatic/hydra pneumatic swi ng phase
control

L5785 Addi ti on, exoskel etal system bel ow knee,
ultra-light material (titanium carbon fiber
or equal)

L5790 Addi ti on, exoskel etal system above knee,
ultra-light material (titanium carbon fiber
or equal)

L5795 Addi ti on, exoskeletal system hip

disarticulation, ultra-light material
(titanium carbon fiber or equal)

L5810 Addi ti on, endoskel etal knee-shin system
singl e axis, manual | ock

L5811 Addi ti on, endoskel etal knee-shin system
single axis, manual |ock, ultra-light material

L5812 Addi ti on, endoskel etal knee-shin system
single axis, friction swing and stance phase
control (safety knee)
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L5814 Addi ti on, endoskel etal knee-shin system
pol ycentric, hydraulic swi ng phase control
mechani cal stance phase | ock

L5816 Addi ti on, endoskel etal knee-shin system
pol ycentric, mechani cal stance phase | ock

L5818 Addi ti on, endoskel etal knee-shin system
pol ycentric, friction swing, and stance phase
control

L5822 Addi ti on, endoskel etal knee-shin system
single axis, pneumatic swing, friction stance
phase control

L5824 Addi ti on, endoskel etal knee-shin system
single axis, fluid swing phase control

L5826 Addi ti on, endoskel etal knee-shin system
single axis, hydraulic swi ng phase control
with mniature high activity frame

L5828 Addi ti on, endoskel etal knee-shin system
single axis, fluid swing and stance phase
control

L5830 Addi ti on, endoskel etal knee-shin system
single axis, 4-bar |inkage or multiaxial
pneumati ¢ swi ng phase control

L5840 Addi ti on, endoskel etal knee-shin system 4-bar
i nkage or multiaxial, pneumatic swi ng phase
control

L5845 Addi ti on, endoskel etal, knee-shin system
stance flexion feature, adjustable

L5846 Addi ti on, endoskel etal, knee-shin system
m croprocessor control feature, sw ng phase
only

L5850 Addi ti on, endoskel etal system above knee or
hip disarticul ati on, knee extension assi st

L5855 Addi ti on, endoskel etal system hip
di sarticul ati on, nechani cal hip extension
assi st
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L5910 Addi ti on, endoskel etal system bel ow knee,
al i gnabl e system

L5920 Addi ti on, endoskel etal system above knee or
hip disarticulation, alignable system

L5925 Addi ti on, endoskel etal system above knee,
knee disarticulation or hip disarticulation
manual

L5930 Addi ti on, endoskel etal system high activity
knee control frane

L5940 Addi ti on, endoskel etal system bel ow knee,
ultra-light material (titanium carbon fiber
or equal)

L5950 Addi ti on, endoskel etal system above knee,
ultra-light material (titanium carbon fiber
or equal)

L5960 Addi ti on, endoskel etal system hip
disarticulation, ultra-light material
(titanium carbon fiber or equal)

L5962 Addi ti on, endoskel etal system bel ow knee
flexible protective out surface covering
system

L5964 Addi ti on, endoskel etal system above knee
flexible protective outer surface covering
system

L5966 Addi ti on, endoskel etal system hip
di sarticul ation, flexible protective outer
surface covering system

L5968 Al lower extremty prosthesis, ankle,
mul ti axi al shock absorbing system

L5970 Al lower extremty prostheses, foot, externa
keel , SACH f oot

L5972 Al lower extremty prostheses, flexible kee
foot (Safe, Sten, Bock dynam c or equal)

L5974 Al lower extremty prostheses, foot, single
axi s ankl e/ f oot
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L5975 Al lower extremty prosthesis, conbination
single axis ankle and flexi ble keel foot

L5976 Al lower extremty prostheses, energy storing
foot (Seattle Carbon Copy Il or equal)

L5978 Al lower extremty prostheses, foot,
mul ti axi al ankl e/ f oot

L5979 Al lower extremty prostheses, multiaxial
ankl e/ foot, dynam c response

L5980 Al lower extremty prostheses, flex foot
system

L5981 Al lower extremty prostheses, flex-walk
system or equal

L5982 Al'l exoskeletal |ower extremty prostheses,
axial rotation unit

L5984 Al'l endoskel etal |ower extremty prostheses,
axial rotation unit

L5985 Al'l endoskel etal |ower extremty prostheses,
dynam c prosthetic pylon

L5986 Al lower extremty prostheses, multi-axial
rotation unit (“MCP" or equal)

L5987 Al lower extremty prostheses, shank foot
sytemw th vertical |oading pylon

L5988 Al lower extremty prosthesis, conbination
vertical shock and nultiaxi al
rotation/torsional force reduci ng pylon

L5999 Lower extremty prosthesis, not otherw se
specified

L7510 Repair of prosthetic device, repair or replace
m nor parts

L7520 Repair prosthetic device, |abor conponent, per
15 mi nutes

L8400 Prost hetic sheath, bel ow knee, each

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 13 of 22



Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: LOWNER LI MB PROSTHESES

L8410 Prost hetic sheath, above knee, each

L8417 Prost heti c sheath/sock, including a ge
cushion | ayer, bel ow knee or above knee, each

L8420 Prosthetic sock, multiple ply, below knee,
each

L8430 Prost hetic sock, multiple ply, above knee,
each

L8440 Prost hetic shrinker, below knee, each

L8460 Prost hetic shrinker, above knee, each

L8470 Stunmp sock, single ply, fitting, bel ow knee,
each

L8480 Stunmp sock, single ply, fitting, above knee,
each

L8490 Addition to prosthetic sheath/sock, air sea

suction retention system
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LEVEL |1 MODI FlI ERS

KO

K1

K3

K4

Lower linmb extremty prosthesis functiona

Level O — Does not have the ability or
potential to anbulate or transfer safely with
or wi thout assistance and a prosthesis does not
enhance their quality of life or nmobility

Lower extremty prosthesis functional Level 1 —
Has the ability or potential to use a
prosthesis for transfers or ambul ation on | evel
surfaces at fixed cadence. Typical of the
l[imted and unlimted househol d anbul at or

Lower extremty prosthesis functional Level 2 —
Has the ability or potential for anbul ation
with the ability to traverse |ow | evel

envi ronnental barriers such as curbs, stairs or
uneven surfaces. Typical of the limted
conmmuni ty anbul at or.

Lower extremty prosthesis functional Level 3 —
Has the ability or potential for anbul ation

wi th variabl e cadence. Typical of the community
anbul ator who has the ability to traverse nost
environnental barriers and may have vocati onal

t herapeutic, or exercise activity that demands
prosthetic utilization beyond sinple

| oconoti on.

Lower extremty prosthesis functional Level 4 —
Has the ability or potential for prosthetic
anmbul ation that exceeds basic anbul ation
skills, exhibiting high inpact, stress, or
energy levels. Typical of the prosthetic
demands of the child, active adult, or athlete.

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

DEFI NI TI ONS

1. A functional level is a nmeasurenent of the capacity and potenti al
the patient to acconplish his/her expected, post-rehabilitation
daily function. The functional classification is used by the
Internediary to establish the nmedical necessity only of prosthetic
knees, feet and ankl es.

of

Approved by:

Harry Feliciano, MD., MP.H Initials:

Page 15 of 22



17
18
19

20
21

22

23

24

25

26
27

28

29

30
31
32
33
34

35
36

37
38

39

40
41

Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: LOWNER LI MB PROSTHESES

An adjustnment is any nodification to the prosthesis due to a change
in the patient’s condition or to inprove the function of the
pr ost hesi s.

Arepair is a restoration of the prosthesis to correct problens due
to wear or danmage

A replacenment is the renoval and substitution of a conponent of a
prosthesis that has a HCPCS definition

COVERAGE AND PAYMENT RULES

1. Alower linb prosthesis is covered when the patient:

a. wll reach or mintain a defined functional state within a
reasonabl e period of tine; and

b. is notivated to anbul ate

2. Functional Levels

A determination of the nedical necessity for certain
conponents/additions to the prosthesis is based on the patient’s

potential functional abilities. Potential functional ability is based

on the reasonabl e expectations of the prosthetist, and ordering
physi ci an, considering factors including, but not linmted to:

a. the patient’s past history (including prior prosthetic use if
appl i cabl e)

b. the patient’s current condition including the status of the
residual linmb and the nature of other medical problens and

c. the patient’s desire to anbul ate

Cinical assessnents of patient rehabilitation potential should be
based on the follow ng classification |evels:

Level O Does not have the ability or potential to
anbul ate or transfer safely with or w thout
assi stance and a prosthesis does not
enhance their quality of [ife or nmobility

Level 1 Has the ability or potential to use a
prosthesis for transfers or ambul ati on on
| evel surfaces at fixed cadence. Typical of
the limted and unlimted household
anmbul at or

Level 2 Has the ability or potential for anbul ation
with the ability to traverse |ow | evel
environnental barriers such as curbs,
stairs or uneven surfaces. Typical of the
l[imted conmunity anbul at or
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Level 3 Has the ability or potential for anbul ation
wi th variabl e cadence. Typical of the
communi ty ambul ator who has the ability to
traverse nost environnental barriers and
may have vocational, therapeutic, or
exercise activity that demands prosthetic
utilization beyond sinple | oconotion

Level 4 Has the ability or potential for prosthetic
anmbul ation that exceeds basic anbul ation
skills, exhibiting high inpact, stress, or
energy levels. Typical of the prosthetic
demands of the child, active adult, or

athlete.

42
43 4. The medi cal records shoul d docunment the patient’s current functiona
44 capabilities and his/her expected functional potential, including an
45 expl anation for the difference, if that is the case. The Internedi ary
46 recogni zes within the functional classification hierarchy that
a7 bil ateral amputees often cannot be strictly bound by functional |evel
48 classifications.
49 CGENERAL
50 1. Prostheses are covered when furnished incident to physicians’
51 services or on a physician’s order. Accessories (e.g., stunp
52 stockings for the residual |inmb, harness - including replacenents)
53 are al so covered when these appliances aid in or are essential to the
54 effective use of the artificial linb.
55 2. The following itens are included in the rei nbursement for a
56 prosthesis and, therefore, are not separately billable to Medicare
57 under the prosthetic benefit:
58 a. evaluation of the residual linmb and gait
59 b. fitting of the prosthesis
60 c. cost of base component parts and | abor contai ned i n HCPCS base
61 codes
62 d. repairs due to norrmal wear or tear within 90 days of delivery
63 e. adjustnents of the prosthesis or the prosthetic conponent nade
64 when fitting the prosthesis or conponent and for 90 days from
65 the date of delivery when the adjustnments are not necessitated
66 by changes in the residual linb or the patient’s functiona
67 abilities.
68 3. Any prosthesis or prosthetic conponent provided in an inpatient
69 hospital setting should be submitted to the Internediary on the
70 i npatient bill.
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VWhen an initial bel ow knee prosthesis (L5500) or a preparatory bel ow
knee prosthesis (L5510-L5530, L5540) prostheses is provided,
prosthetic substitutions and/or additions of procedures and
conponents are covered in accordance with the functional |evel
assessnment except for codes L5629, L5638, L5639, L5646, L5647, L5667,
L5669, L5785, L5962, and L5980 which will be denied as not nedically
necessary. Wien a bel ow knee preparatory prefabricated prosthesis
(L5535) is provided prosthetic substitutions and/or additions of
procedures are covered in accordance with the functional |evel
assessnment except for codes L5620, L5629, L5645, L5667, L5669, L5670,
and L5676 which will be denied as not nedically necessary.

VWhen an above knee initial prosthesis (L5505) or an above knee
preparatory (L5560-L5580, L5590-L5600) prostheses is provided,
prosthetic substitution and/ or additions of procedures and conponents
are covered in accordance with the functional |evel assessment except
for codes L5610, L5631, L5640, L5642, L5644, L5648, L5980, and L5710-
L5780, L5790-L5795 which will be denied as not nedically necessary.
VWhen an above knee preparatory prefabricated prosthesis (L5585) is
provi ded, prosthetic substitution and/or additions of procedures and
conponents are covered in accordance with the functional |evel
assessnment except for codes L5624, L5631, L5648, L5651, L5652, L5964,
and L5966 which will be denied as not nedically necessary.

In the follow ng sections, the determ nation of coverage for sel ected
prost heses and conponents with respect to potential functional |evels
represents the usual case. Exceptions will be considered in an

i ndi vi dual case if additional docunmentation is included which
justifies the nmedical necessity. Prostheses will be denied as not

medi cal |y necessary if the patient’s potential functional |evel is
“0".

Feet

1. A determination of the type of foot for the prosthesis will be nmade

by the prescribing physician and/or the prosthetist based upon the
functional needs of the patient. Basic |lower extremty prostheses
i nclude a SACH foot. Prosthetic feet are considered for coverage
based upon functional classification

a. external keel, SACH foot (L5970) or single axis ankle/foot
(L5974) are covered for patients with a functional Level 1 or
above.

b. Fl exi bl e-keel foot (L5972) and nultiaxial ankle/foot (L5978)
candi dates are expected to denonstrate a functional Level 2 or
greater functional needs.

c. Flex foot system (L5980), Energy storing foot (L5976),
mul ti axi al ankl e/foot, dynami c response (L5979), or flex-walk
system or equal (L5981) are covered for patients with a
functional Level 3 or above.
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Coverage is extended only if there is sufficient clinica
docunent ati on of functional need for the technol ogic or design
feature of a given type of foot. This information nust be retained
the patient’s nedical records and available to the Internediary upon
request.

Knees

1

A determination of the type of knee for the prosthesis will be nade
by the prescribing physician and/or the prosthetist based upon the
functional needs of the patient. Basic |lower extremty prostheses
include a single axis, constant friction knee. Prosthetic knees are
consi dered for coverage based upon functional classification

a. fluid and pneumatic knees (L5610, L5613, L5614, L5722-15780,
L5822-15840) are covered for patients with a functional Level 3
or above.

b. other knee systems (L5611, L5616, L5710-L5718, L5810-L5818) are
covered for patients with a functional Level 1 or above.

Coverage is extended only if there is sufficient clinica
docunent ati on of functional need for the technol ogic design feature
of a given type of knee. This information nust be retained in the
patient’s nedical records and available to the Internediary upon
request.

Ankl es

Axial rotation units (L5982-1L5986) are covered for patients with a
functional Level 2 or above.

Socket s

1

Test (diagnostic) sockets for |mediate (L5400-L5460) prostheses are
not medi cally necessary.

2. No nore than 2 test (diagnostic) sockets for an individual prosthesis
are nedically necessary wi thout additional docunentation

3. No nore than two of the same socket inserts (L5654-L5665) are all owed
per individual prosthesis at the sane tinme.

4. Socket replacenents are considered nmedically necessary if there is
adequat e docunentati on of functional and/or physiol ogical need. The
Internediary recogni zes that there are situations where the
expl anation includes but is not limted to: changes in the residua
linb; functional need changes; or irreparable damage or wear/tear due
to excessive patient weight or prosthetic demands of very active
anmput ees.
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ADJUSTMENT, REPAI RS, AND COVPONENT REPLACEMENT

1

Routi ne periodic servicing, such as testing, cleaning, and checking
of the prosthesis, is non-covered. Adjustnents to a prosthesis
required by wear or by change in the patient’s condition are covered
under the initial physician’s order for the prosthesis for the life
of the prosthesis.

Repairs to a prosthesis are covered when necessary to nake the
prosthesis functional. If the expense for repairs exceeds the
estimated expense of purchasing another entire prosthesis, no
paynments can be made for the amobunt of the excess. Maintenance that
may be necessitated by nmanufacturer's reconmendati ons or the
construction of the prosthesis and nust be perfornmed by the
prosthetist is covered as a repair.

Repl acenent of a prosthesis or prosthetic conponent is covered in
cases of loss or irreparabl e damage or wear or when required because
of a change in the patient’s condition. Expenses for replacenment of a
prosthesis or prosthetic conponents required because of |oss or

i rreparabl e damage may be rei mbursed w thout a physician’ s order when
it is determined that the prosthesis as originally ordered stil

fills the patient’s medi cal needs. However, clains involving

repl acenent of a prosthesis or major conponent (foot, ankle, knee,
socket) necessitated by wear or a change in the patient’s condition
must be supported by a new physician’s order. Wen the Internediary
determ nes that malicious damage, cul pable neglect or w ongful

di sposition of the prosthesis has occurred, investigation will be
undertaken to determ ne whether it is unreasonable to nake program
paynment under the circunstances.

CODI NG GUI DELI NES

1

Adj ustments and repairs are billed as a | abor charge using HCPCS code
L7520 (one unit of service representing 15 mnutes of |abor tine).
Docunent ati on should exist in the patient’s nedical records

i ndicating the precise adjustnments and/or repairs performed and
actual tine involved. The time reported for L7520 should only be for

| aboratory repair tine and associ ated prosthetic eval uation

Eval uati on not associated with repair or adjustment is non-covered
and should not be coded with L7520. The time for patient evaluation
gait instruction, and other general education should not be reported
with code L7520

The L7510 code is used to bill for any “mnor” materials (those
wi t hout HCPCS definitions) used to achi eve the adjustnent and/or
repair.

Repl acenent of conponents (except sockets and covers) is billed using
t he base code for the conponent with the addition of the RP nodifier
Socket and cover replacenent procedures are identified by the codes
L5700 to L5707. Since these codes are defined as a replacenent, the
nodi fi er RP should not be used. The submitted charge for repl acenents
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reflects both the cost of the conmponent and the |abor associated with
the renoval, replacenment, and finishing of that conponent. Labor
associ ated with replacement should not be reported using code L7520.

The right (RT) and left (LT) nodifiers should be used with prosthesis
codes. Wen the same code for prostheses, sockets, or conponents for
bil ateral amputees are billed on the sane date of service, the itens
(RT and LT) will be entered on the sanme line of the claimusing the
LTRT nodifier and billed with 2 units of service.

DOCUMENTATI ON REQUI RED
1. An order for the prosthesis including all conponents which is signed

and dated by the ordering physician nmust be kept on file by the
provi der. Adjustments and repairs of prostheses and prosthetic
conponents are covered under this original order. dains involving
repl acenent of a prosthesis or major conponent (foot, ankle, knee,
socket) necessitated by wear or a change in the patient’s condition
nmust be supported by a new physician’s order. If replacenent of a
prosthesis or prosthetic conmponent is required because of |oss or

i rreparabl e damage, rei nbursenment may be nade without a new
physician’s order if it is determined that the prosthesis as
originally ordered, considering the tine since it was furnished,
still fills the patient’s medi cal need.

The prosthetist nust retain docunentation of the prosthesis or

prost heti c conponent replaced, the reason for replacenent, and a
description of the labor involved irrespective of the tine since the
prosthesis was provided to the beneficiary.

VWhen repl acenent of the entire prosthesis or socket is billed, the

cl ai m must be acconpani ed by an expl anati on of the nedical necessity
of the replacenent. The Intermedi ary recognizes that there are
situations where the explanation includes but is not limted to:
changes in the residual linb; functional need changes; or irreparable
damage or wear/tear due to excessive patient weight or prosthetic
demands of very active anputees.

VWhen submitting a prosthetic claimto the Internediary, the billed
code for knees, feet and ankles (HCPCS codes L5610-L5616, L5710-
L5780, L5810-L5840, L5970-L5986) conmponents nust be submitted with
nodi fiers KO-K4, indicating the expected patient functional |evel.
Thi s expectation of functional ability information nust be clearly
docunented and retained in the prosthetist’s records.

Docunent ati on requirements nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.
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PART A DURABLE MEDI CAL EQUI PMENT POLI CY
PALMETTO GOVERNVENT BENEFI TS ADM NI STRATORS
Medi care Review Policy: Public Information

1 SUBJECT
2 Nebul i zer s

3 HCPCS CODES

4 The appearance of a code in this section does not necessarily indicate
5  coverage

6  EQUI PMENT

E0565 Conpressor, air power source, for
equi prent which is not self-contained or
cylinder driven

EO0570 Nebul i zer wi th conpressor

E0575 Nebul i zer, ultrasonic

E0585 Nebul i zer, with conpressor and heater
E1375* Nebul i zer, portable with small conpressor,

with limted fl ow

K0269 Aer osol conpressor, adjustable pressure,
light duty for intermttent use

K0270 U trasonic generator with small vol une
ul trasoni c nebuli zer

K0501 Aer osol conpressor, battery powered, for
use with small vol une nebulizer

8 *This code is not valid for clains as of the effective date of this
9 policy

10  ACCESSORI ES

A4619 Face tent
A4621 Tracheost oy mask or coll ar
E0580 Nebul i zer, durable, glass or autoclavable

plastic, bottle type, for use with
regul ator or flowreter

E1372 | nmer si on external heater for nebulizer

Approved by: Harry Feliciano, MD., MP.H Initials:
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K0168 Admi ni stration set, small volune
nonfiltered pneumatic nebulizer
di sposabl e

K0169 Smal | vol ume nonfiltered pneumatic
nebul i zer, di sposable

K0170 Adm ni stration set, small volune
nonfiltered pneumatic nebulizer, non-
di sposabl e

K0171 Adm ni stration set, small volune filtered
pneumati ¢ nebul i zer

K0172 Large vol une nebulizer, disposable,
unfilled, used with aerosol conpressor

K0173 Large vol une nebulizer, disposable,
prefilled, used with aerosol conpressor

K0174 Reservoir bottle, non-disposable, used
with | arge volune ultrasonic nebulizer

K0175 Corrugat ed tubi ng, disposable, used with
| arge vol une nebulizer, 100 feet

K0176 Corrugat ed tubi ng, non-di sposabl e, used
with | arge vol ume nebulizer, 10 feet

KO177 Water collection device, used with |arge
vol une nebuli zer

K0178 Filter, disposable, used with aerosol
conpr essor

K0179 Filter, non-disposable, used with aerosol
conpressor or ultrasonic generator

K0180 Aerosol nmask, used with DVE nebulizer

K0181 Done and nout hpi ece, used wi th smal
vol une ul trasoni c nebulizer

K0530 Nebul i zer, durable, glass or autoclavable
plastic, bottle type, not used wi th oxygen

Approved by: Harry Feliciano, MD., MP.H Initials:
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12 | NHALATI ON DRUGS

J2545 Pent am di ne isethionate, inhalation
solution, per 300 ng, adm nistered through
DVE

J7051 Sterile saline or water, up to 5 cc

J7699 NCC drugs, inhalation solution adm nistered
t hr ough DMVE

K0182 Water, distilled, used with |arge vol une
nebul i zer, 1000 m

K0283 Saline solution, per 10 m, netered dose
di spenser, for use with inhalation drugs

K0503 Acetyl cysteine, inhalation solution
adm ni stered through DVE, unit dose form
per gram

K0504 Al buterol, inhalation solution adm nistered
t hrough DVE, concentrated form per
mlligram

KO505 Al buterol, inhalation solution adm nistered
t hrough DVE, unit dose form per mlligram

K0506 At ropi ne, adm ni stered through DVE,
concentrated form per mlligram

K0507 Atropi ne, inhalation solution adn nistered
t hrough DVE, unit dose form per mlligram

K0508 Bitolterol mesylate, inhalation solution
adm ni stered through DVE, concentrated form
per mlligram

K0509 Bitolterol mesylate, inhalation solution
adm ni stered through DVE, unit dose from
per mlligram

K0511 Cronol yn sodi um inhal ation solution

adm ni stered through DVE,
10 mI1igramns

per

unit dose form

Approved by: Harry Feli ci ano,
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Dexamet hasone, inhal ation
adm ni stered through DVE,
per mlligram

Dexamet hasone, inhal ation
adm ni stered through; DVE,
per mlligram

Dor nase al pha, inhal ation
adm ni stered through DVE,
per mlligram

sol uti on
concentrated form

sol uti on
unit dose form

sol ution
unit dose form

@ ycopyrrol ate, inhalation solution

adm ni stered through DVE,
per mlligram

concentrated form

@ ycopyrrol ate, inhalation solution

adm ni stered through DVE,
per mlligram

| pratropium brom de, inhal
adm ni stered through DVE,
per mlligram

unit dose form

ation sol ution
unit dose form

| soetharine HCL, inhalation solution

adm ni stered through DME,
per mlligram

concentrated form

| soetharine HCL, inhalation solution

adm ni stered through DVE,
per mlligram

unit dose form

| soproterenol HCL, inhalation solution

adm ni stered through DME,
per mlligram

concentrated form

| soproterenol HCL, inhalation solution

adm ni stered through DME,
per mlligram

unit dose form

Met aprot erenol sulfate, inhalation solution

adm ni stered through DME,
per 10 mlligrans

concentrated form

Approved by: Harry Feliciano, MD., MP.H
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K0524 Met aprot erenol sulfate, inhalation solution
adm ni stered through DVE, unit dose form
per 10 mlligrans

K0525 Terbutaline sulfate, inhalation solution
adm ni stered through DVE, concentrated form
per mlligram

K0526 Terbutaline sulfate, inhalation solution
adm ni stered through DVE, unit dose form
per mlligram

K0527 Tri anci nol one, inhal ation solution
adm ni stered through DVE, concentrated form
per mlligram

K0528 Tri anci nol one, inhal ation solution
adm ni stered through DVE, unit dose form
per mlligram

K0529 Sterile water or sterile saline, 1000 ni,
used with | arge vol une nebulizer

Q132 Di spensing fee for covered drug adni ni stered
t hrough DVE nebul i zer

HCPCS MODI FI ERS
KO Single drug unit dose fornulation

KP First drug of a multiple drug unit dose
formul ation

KQ Second or subsequent drug of a multiple drug
unit dose fornulation

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual, 60-9

DEFI NI TI ONS

Equi pnent :

1. Inthis policy, the actual equipnment (i.e., electrical device) wll
generally be referred to as either a conpressor (when nebulization of
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liquid is achieved by nmeans of air flow) or as a generator (when
nebul i zation of liquid is achieved by nmeans of ultrasonic

vi brations). The termnebulizer is generally used for the actua
chanmber in which the nebulization of liquid occurs and is an
accessory to the equi pnent. The nebulizer is attached to an aeroso
conpressor or an ultrasonic generator in order to achieve a
functioning delivery systemfor aerosol therapy.

Code EO565 describes an aerosol conpressor that can be set for
pressures above 30 psi at a flow of 6-8 L/mand is capable of
cont i nuous operation.

A nebulizer with conpressor (E0570) is an aerosol conpressor that
delivers a fixed, |low pressure and is used with a small vol une
nebulizer. It is only AC powered.

A portabl e conpressor (KO501) is an aerosol conpressor that delivers
a fixed, low pressure and is used with a small vol une nebulizer. It
must have battery or DC power capability and may have an AC power
option.

A light duty adjustable pressure conpressor (K0269) is a pneumatic
aerosol conmpressor which can be set for pressures above 30 psi at a
flow of 6-8 L/'m but is capable only of intermittent operation

Code KO0270 describes an ultrasonic generator used with a small vol une
chanmber for nedication delivery that is capable only of intermttent
operation.

Code EO575 describes a | arge volune ultrasonic nebulizer system which
is used for nedication and hum dification delivery, and which is
capabl e of continuous operation

Accessori es:

1

Code K0168, KO0170, and KO171 include the lid, jar, baffles, tubing,
T-pi ece and nout hpi ece. In addition, code KO171 includes a filter

Code KO0169 includes only the lid, jar and baffles.

Code KO0177 describes a device to collect water condensation that is
placed in line with the corrugated tubing used with a |arge vol une
nebul i zer.

I nhal ati on drugs:

1. Unit dose formof an inhalation drug or a conbination of drugs is one
in which the nedication is dispensed to a patient:
a. in a bottle/vial/anmpule that contains the dose usually used for a
single inhalation treatnent; and
b. in a concentration that is dilute enough that it may be
adm ni stered to a patient w thout adding any separate dil uent
Approved by: Harry Feliciano, MD., MP.H Initials:
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Concentrated formof a drug used for inhalation is one in which the
drug is dispensed to a patient in a concentration that requires that
a separate diluent (usually saline) be added to the nebulizer when
the drug is adnministered to a patient

COVERAGE AND PAYMENT RULES
1. A small volune nebulizer (KO0168, K0169, K0170) and rel ated conpressor

(EO570, KO0501) are covered when

a. it is medically necessary to adm nister beta-adrenergics,
anticholinergics, corticosteroids, and cronmolyn for the
managenent of obstructive pul monary di sease (1 CD 9- CM codes
491. 0-505); or

b. it is nedically necessary to adm ni ster gentam cin,
tobramyci n, am kacin, or dornase alfa to a patient with cystic
fibrosis (1CD 9-CM code 277.00); or

c. it is medically necessary to adm nister pentam dine to
patients with HV (1 CD 9-CM code 042); or
d. it is medically necessary to adm nister mnucol ytics (other than

dornase al pha) for persistent thick or tenacious pul nonary
secretions (1 CD 9-CM code 786. 4)

Use of inhalation drugs, other than those listed above, will be
deni ed as not nedically necessary.

For criterion (a) to be nmet, the physician nust have consi dered use
of a metered dose inhaler (MD) with and without a reservoir or
spacer device and decided that, for nedical reasons, it was not
sufficient for the adm nistration of needed inhal ati on drugs. The
reason for requiring a small volune nebulizer and rel ated
conpressor/generator instead of or in addition to an MD mnust be
docunented in the patient’s nedical record and be available to the
I nternediary on request.

If none of the drugs used with a nebulizer are covered, the nebulizer
and its accessories/supplies will be denied as not nedically
necessary.

A |l arge vol ume nebulizer (KO0530), related conpressor (E0565 or
K0269), and water or saline (KO0182 or KO0529) are covered when it is
medi cal |y necessary to deliver humidity to a patient with thick
tenaci ous secretions, who has cystic fibrosis (ICD 9-CM code 277.00),
bronchi ectasis (1 CD 9-CM code 494 or 748.61), or a tracheostony (I1CD
9-CM code V44.0 or V55.0). Conbination code E0585 will be covered for
the sane indications.

Approved by: Harry Feliciano, MD., MP.H Initials:
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An EO0565 or K0269 conpressor and filtered nebulizer (KO0171) are
covered when it is nedically necessary to adm nister pentanmidine to
patients with HV (1 CD 9-CM code 042).

If a large volunme nebulizer, related conpressor/generator, and water
or saline are used predominantly to provide roomhunmdification it
wi Il be denied as non-covered.

Because there is no proven nedical benefit to nebulizing particles to
di ameters smaller than achievable with a pneumatic nodel, when a
smal | vol unme ultrasoni c nebulizer (K0270) is ordered, it will be

rei moursed at the least costly alternative of a pneumatic conpressor
(E0570).

A large volunme ultrasoni c nebulizer (E0575) offers no proven clinical
advant age over a pneumatic conpressor. However, since code E0575 is
in a different paynent category than pneumatic conpressors, paynent
for a |l east costly alternate cannot be nmade. Therefore, when an E0575
nebul i zer is provided, it will be denied as not nedically necessary
as will any related accessories and supplies.

A battery powered conpressor (KO501) is rarely nedically necessary.
If this conpressor is provided w thout acconpanyi ng docunentati on
which justifies its medical necessity, and the coverage criteria for
code EO570 are net, paynent will be based on the all owance for the

| east costly nedically acceptable alternative, E0570.

O her uses of conpressors/generators will be considered individually
on a case by case basis, to determ ne their medical necessity.

Accessori es:

1

A |l arge vol ume pneumatic nebulizer (E0580) and water or saline (KO0182
or K0529) are not separately payable and should not be separately
billed when used for patients with rented hone oxygen equi prent.

Di sposabl e | arge vol unme nebulizers (K0172 and K0173) are non-covered
under the DME benefit because they are convenience itens. A

nondi sposabl e unfilled nebulizer (KO530 or E0585) filled with water
or saline (KO0182, KO0529) by the patient/caregiver is an acceptable
al ternative.

Kits and concentrates for use in cleaning respiratory equiprment will
be deni ed as non-covered.

Accessories are separately payable if the rel ated aerosol conpressor
and the individual accessories are nedically necessary.

The following table lists the conpressor/generator that is related to
t he accessories descri bed.

Note: Other than the conpressor/generator/accessory conbinations |isted
bel ow are consi dered nedi cally unnecessary.
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Conpr essor/
Cener at or

E0565

EO0570

E0585

K0269

K0270

K0501

6. This array of accessories represents al
may not

7. The following table lists the usua
for accessories.
amount wil |

Subj ect :
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Rel at ed Accessories

A4619,
K0176,

A4621,
K0180

A4619,
K0179,

KO171,
K0179,

A4621,
K0180

Cains for
be deni ed as not

A4621,
KO0177,

K0168,

A4621,
K0180

KO0179
K0181

K0168,

docunentation in the nedical

in the individual

case.

K0530, E1372,
KO0179, K0180
K0169, KO0170,

KO171, KO0175,

K0169, KO0170,

NEBULI ZERS

KO171, KO0175,

KO171, KO0178,

KO176, KO0177,

KO171, KO0178,

possi bl e combi nations but it
be appropriate to bill any or all of them for one device.

maxi mum frequency of repl acenent
nore than the usual maxi mum repl acenment

medi cal | y necessary unless there is
records that justifies a larger quantity
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Accessories Usual Maxi mum Repl acenent

A4619 One/ nont h

A4621 One/ nont h

K0530 One/ 3 years

E1372 One/ 3 years

K0168 Two/ nont h

K0169 Two/ month (in addition to KO168)
K0170 One/ 6 nont hs

K0171 One/ nont h

K0175 One unit (100 ft.)/2 nonths
KO176 One year

K0177 Two/ nont h

K0178 Two/ nont h

K0179 One/ 3 nont hs

K0180 One/ nont h

K0181 Two/ year

| NHALATI ON DRUGS AND SOLUTI ONS:
1. For all inhalation drugs and solutions, clains for dispensed

quantities greater than would be reasonabl e based on usual suggested
dosing guidelines will be denied as not nedically necessary unl ess
there is docunmentation in the nedical records justifying these
unexpected quantities. The pharmacist is responsible for assessing
how much inhal ati on solution a patient is actually using. Considering
this information, the pharmacist is responsible for assuring that the
pati ent usually has no nore than one nonth’s supply on hand at any
time.

The following table represents the maxi mumm | 1igramnms/ nonth of
i nhal ati on drugs that would be reasonably billed for each nebulized
drug. dainms for nore than these anmounts of drugs will be denied as
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168 not medically necessary unless there is docunentation in the nedica
169 records that justifies a larger anount in the individual case.
170 I nhal ati on Drugs Maxi mum Mg/ Mont h
Acet yl cyst ei ne up to 74 grans/ nonth
Al buterol sulfate up to 465 ng/ nonth
At ropi ne up to 186 ng/ nonth
Bitolterol up to 434 ng/ nonth
Cronol yn sodi um up to 2480 ng/ nonth (248
uni t s/ nont h)
Dor nase al pha up to up to 78 ng/ nonth
A ycopyrrol ate up to 75 ng/ nmonth
| pratropi um brom de up to 90 ng/ nmonth
| soet hari ne up to 930 ng/ nonth
| sopr ot er enol up to 450 ng/ nonth
Met apr ot er enol up to 2800 ng/ nonth (280
uni t s/ nont h)
Pent am di ne up to 300 ng/ nonth
Ter but al i ne up to 186 ng/ nonth

Sterile saline or water, up up to 186 units/nmonth
to 5cc/unit (J7051)

Sal i ne sol ution, netered up to 60 units/nonth
dose, 10 m /unit (K0283)

Distilled water, sterile up to 18 liters/nmonth
water or sterile saline in
| arge vol une nebuli zer

(K0529)
171
172 3. Wien a “concentrated fornf of an inhalation drug is dispensed,
173 separate saline solution (J7051 or KO0283) used to dilute it will be
Approved by: Harry Feliciano, MD., MP.H Initials:
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separately reinbursed. Saline dispensed for the dilution of
concentrated nebulizer drugs nmust be billed on the sanme claimas the
drug(s) being diluted. If the unit dose formof the drug is

di spensed, separate saline solution (J7051 or K0283) will be denied
as not nedically necessary. Water or saline in 1000 ml quantities
(KO182 or K0529) are not appropriate for use by patients to dilute

i nhal ation drugs and will therefore be denied as not nedically
necessary if used for this purpose. These codes are only nedically
necessary when used in a |large vol unme nebulizer (KO530 or EO0585).

Al buterol, bitolterol, epinephrine, isoetharine, isoproterenol

met aproterenol, and terbutaline are all bronchodilators with beta-
adrenergic stinulatory effect. It would rarely be nmedically necessary
for a patient to be using nore than one of these at a tine. The use
of nore than one of these drugs at the sane tine will be denied as
not medically necessary w thout docunentation of nedical necessity.

| pratropi um brom de, atropine, and gl ycopyrrol ate are al
anticholinergics. It would rarely be nedically necessary for a
patient to be using any nore than one of these at a tine. The use of
nore than one of these drugs at the sanme time will be denied as not
medi cal | y necessary without documentation of medical necessity.

Dornase al pha is covered for patients with cystic fibrosis (1CD 9-CM
277.00) who have a history of 2 respiratory infections requiring
parenteral antibiotics during the year prior to initiation of dornase
al pha and have a forced vital capacity equal to or greater than 40%
of predicted val ue.

Because of the difference in preparation costs, the all owance per ng
for a single drug dispensed as a unit dose formulation (e.qg.

KO505KO) will be higher than the allowance per ng for the same drug
di spensed in a concentrated form(e.g., KO0504). However, if multiple
i nhal ati on drugs are dispensed in a single container, only one of the
drugs (i.e., the drug billed with the KP nodifier) will be rei nbursed
at the higher allowance, whereas the other drug(s)(i.e., those billed
with the KQ nodifier) will be reinbursed at the sane all owance as the
concentrate (see CODI NG GUI DELI NES for explanation f the KO KP, and
KQ nodi fiers).

CODI NG GUI DELI NES

1. The billing unit for nost inhalation drugs is per mlligram(ng) of
the drug di spensed. The billing unit of KO0511, K0523 and K0524 is per
10 mlligrams (10 ng) of the drug dispensed. The billing unit of
KO503 is per gram (gn) of the drug dispensed. The billing unit of
J2545 is per 300 milligrams (300 ng) of the drug di spensed.

2. When inhal ation drugs are dispensed as a single drug fornul ation, the
coding of a unit dose formor a concentrated form (see DEFI NI TI ONS

Approved by: Harry Feliciano, MD., MP.H Initials:
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section) is determned by the formulation of the drug as it is

di spensed to the patient. If a pharnacist takes a concentrated form
of a single inhalation drug (e.g. 0.5%al buterol) and dilutes it to a
ready-to-use concentration (e.g. 0.083% al buterol) which is then

di spensed to the patient in single-dose bottles/vials/anmpules, the

i nhal ation solution is billed as the unit dose form not the
concentrated form

VWen there is a single drug in a unit dose container, the KO nodifier
is added to the unit dose form code. Wien two or nore drugs are

conbi ned by a pharmaci st and di spensed to the patient in the sane
unit dose container, all of the drugs are billed using the unit dose
form code. However, the KP nodifier is added to only one of the unit
dose form codes and the KQ nodifier is added to the other unit dose
code(s). Wen two or nore drugs are conbined, the use of the KP and
KQ nodi fiers should result in a conbination that yields the | ower
cost to the beneficiary.

VWhenever a unit dose formcode is billed, it nust have either a KO

KP, or KQ nodifier. If a unit dose code does not have one of these

nmodi fiers, it will be denied as an invalid code. The KO KP, and KQ
nodi fiers are not used with the concentrated form codes.

The concentration of the drug in the dispensed solution can be
converted to ng or gmas foll ows:

A solution with a | abel ed concentration of 1% has ten (10) ng of drug
in each mlliliter (mM) of solution. Therefore, a 0.083% al butero
solution has 0.83 ng of albuterol in each mM of solution. Since

al buterol 0.083% solution typically cones in a 3 m vial/amule, each
vial /anmpul e contains 2.5 ng of albuterol (3 x .83 =2.5). If a

phar maci st provides 120 anpul es of 0.083% al buterol sol ution each
containing 3 m, the billed units of service would be 300 (2.5 x 120)
units (1 unit = 1 ng) of code KO505KO. One unit of Q0132 woul d be
billed, which would represent the dispensing fee for the al butero

for the entire nonth.

VWhen billing unit dose solutions which conmbine two or nore drugs in a
singl e container, each drug nmust be listed on a separate claimline.
For exanple, if a pharmaci st provides 120 anmpul es of a solution
contai ning a conbination of 2.5 ng of albuterol and 20 ng of cronolyn
in each 3 m anpule, the pharmaci st would bill KO505KQ 300 units for
the al buterol (2.5 ng x 120 doses = 300) (1 unit = 1 ng) and KO511KP
(unit dose cronolyn) 240 units (20 ng/anp) 10 ng/unit x 120 = 240) (1
unit = 10 ng) for the cromolyn. One unit of Q0132 would be billed

whi ch represents the di spensing fee for the conbined solution for the
entire nonth. There should be no separate billing for saline diluent.
Provi ders should note that the correct concentration figure nmust be
used to deternine the nunber of ng of drug dispensed. For exanple, if
a pharmaci st takes 0.5 m of a concentrated 0.5% al buterol solution
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and dilutes it with 2.5 m of saline to give a 3 nl unit dose
solution which is dispensed to the patient, each vial contains 2.5 ng
of albuterol (0.5 mM x 5.0 ng/mM = 2.5 ng) not 15 ng (3 x 5.0).

VWhen a drug is provided in a concentration that is dilute enough that
it may be administered to a patient w thout addi ng any separate
diluent in a nmultidose container, use code J7699.

Code J7699 is also used for an inhalation drug adm nistered by a
nebul i zer that does not have a valid specific J or K code. If two or
nore drugs are conbined in the sane unit dose container, bil

specific J or K codes when possible and J7699 only for individua
drugs which do not have a specific J or K code. dains for drugs that
are incorrectly coded J7699 instead of the appropriate specific J or
K codes will denied for invalid coding.

Code EO0585 is used when a heavy-duty aerosol conpressor (E0565),
durabl e bottle type | arge vol une nebulizer (K0530), and i nmersion
heater (E1372) are provided at the same tinme. If all three itens were
not provided initially, the separate codes for the conponents woul d
be used for billing. Code KO530 is billed for a durable, bottle type
nebul i zer when it is used with a KO0269 conpressor or a separately
bill ed E0O565 conpressor. Code KO530 woul d not be separately billed
when an E0585 system was al so being billed. Code E0580 (nebulizer
durabl e, glass or autoclavable plastic, bottle type, for use with
regul ator or flow neter) describes the sane piece of equi pment as
K0530, but should only be billed when this type of nebulizer is used
wi th a beneficiary-owned oxygen system

Codes KO0503-K0529 are valid for dates of service on or after 4/1/97.

Codes K0269, KO0501 and KO530 are valid for dates of service on or
after 4/1/97.

Code E1375 (nebulizer, portable with small conpressor, with limted
flow is not valid for claimsubmssion to the Internediary. Use code
EO0570 or KO501 i nstead.

Code A4323 (sterile saline irrigation solution, 1000 mM) is not valid
for saline solutions used with nebulizers.

Code XX001 (sterile saline) should not be billed to the Internediary.
Use code J7051.

DOCUMENTATI ON REQUI RED

1. An order for all equipnent, accessories, drugs, and other supplies
rel ated to nebulizer therapy must be signed and dated by the ordering
physi ci an and kept on file by the provider. The order for any drug
must clearly specify the type of solution to be dispensed to the
patient and the administration instructions for that solution. The
type of solution is described by a conbination of:
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a. the nane of the drug and the concentration of the drug in the
di spensed solution and the volume of solution in each container
(e.g. albuterol 0.083% 3 m; or albuterol 0.5%20 m; or
cromol yn 20 ng/2m ) or

b. the name of the drug and the nunmber of mlligranms/granms of drug
in the dispensed solution and the volunme of solution in that
container (e.g. albuterol 1.25 ng in 3 m saline; or albutero
2.5 ng and cronolyn 20 ng in 3 m saline)

Admi ni stration instructions nmust specify the anmount of solution and
frequency of use (e.g. 3 m qgid and prn-nmax 6 doses/24 hr; or one
anpule g 4 hr prn; or 0.5 mM diluted with saline to 3.0 m tid and
prn.

A new order is required if there is a change in the type of solution
di spensed or the administration instructions.

For all inhalation drugs, a new order is required with each
certification/recertification even if the prescription has not
changed.

An |1 CD-9-CM code describing the condition that necessitates nebulizer
t herapy must be included on each claimfor equi pnent, accessories
and/ or drugs.

The patient’s nedical record nust contain information that supports
t he medi cal necessity for all equi pnent, accessories, drugs, and
other supplies that are ordered. Except for the situations described
bel ow, this information does not have to be subnmitted with the claim
but should be available to the Internediary upon request.

Docunent ati on for KO501 and the need for the battery feature nmust be
in the patient’s nmedical records and submitted to the Internediary
upon request.

VWhen billing for quantities of nebulized inhalation drugs or
nebul i zer accessories and supplies greater than those described in
the policy as the usual maxi mum anmount, the rationale should be
docunented in the patient’s nedical records and subnmitted to the

I nt ernedi ary upon request.

VWhen billing for nebulized inhalation drugs or nebulizer accessories
and the rel ated conpressor/generator is not billed on the sanme claim
i ndi cate on the claimthe HCPCS codes of the conpressor/generator

wi th which the drugs or accessories are used.

If nore than one beta-adrenergic or nore than one anticholinergic

i nhal ation drug is billed during the sane nonth, the rationale should
be docunented in the patient’s records and submitted to the

I nt ernedi ary upon request.
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VWhen code E1399 is billed for m scell aneous equi pment or accessories,
t he docunentation in the patient’s records should include a clear
description of the itemincluding the manufacturer, the nodel

nanme/ nunber if applicable, and the medical necessity of the itemfor
that patient.

VWhen code J7699 is billed for m scell aneous inhalation drugs, the

cl ai m must be acconpani ed by the detailed order information described
above, a clear statenent of the nunber of anpul es/bottles of solution
di spensed, and docunentation of the medical necessity of the drug for
that patient.

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON

Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy
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SUBJECT

PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy:

Ot hopedi ¢ Foot wear

Public

| nformati on

HCPCS CODES
The appearance of a code in this section does not necessarily indicate
cover age
L3000 Foot, insert, renpvable, nolded to patient
nodel , “UCB” type, Berkeley shell, each
L3001 Foot, insert, renpvable, nolded to patient
nodel , Spenco, each
L3002 Foot, insert, renmpvable, nolded to patient
nodel , pl astazote or equal, each
L3003 Foot, insert, renmpvable, nolded to patient
nodel , silicone gel, each
L3010 Foot, insert, renpvable, nolded to patient
nodel , | ongi tudinal arch support, each
L3020 Foot, insert, renpvable, nolded to patient
nodel , | ongi tudi nal / netatarsal support, each
L3030 Foot, insert, renpvable, forned to patient
foot, each
L3040 Foot, arch support, renovable, pre-nolded,
| ongi tudi nal , each
L3050 Foot, arch support, renovable, pre-nolded,
nmet at arsal, each
L3060 Foot, arch support, renovable, pre-nolded
| ongi t udi nal / met at arsal , each
L3070 Foot, arch support, non-renovable, attached to
shoe, |ongitudinal, each
L3080 Foot, arch support, non-renovable, attached to
shoe, netatarsal, each
Approved by: Harry Feliciano, MD., MP.H Initials:
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L3090 Foot, arch support, non-renovable, attached to
shoe | ongitudi nal / met at arsal, each

L3100 Hal | us- Val gus ni ght dynam c splint

L3140 Foot, abduction rotation bar, including shoes

L3150 Foot, abduction rotation bar, wthout shoes

L3160 Foot, adjustable shoe styled positioning
devi ce

L3170 Foot, plastic heel stabilizer

L3201 Ot hopedi ¢ shoe, oxford with supinator or
pronator, infant

L3202 Ot hopedi ¢ shoe, oxford with supinator or
pronator, child

L3203 Ot hopedi ¢ shoe, oxford with supinator or
pronator, junior

L3204 Ot hopedi ¢ shoe, hightop w th supinator or
pronat or, infant

L3206 Ot hopedi ¢ shoe, hightop w th supinator or
pronator, child

L3207 Ot hopedi ¢ shoe, hightop w th supinator or
pronator, junior

L3208 Sur gi cal boot, each, infant

L3209 Sur gi cal boot, each, child

L3211 Sur gi cal boot, each, junior

L3212 Benesch boot, pair, infant

L3213 Benesch boot, pair, child

L3214 Benesch boot, pair, junior

L3215 Ot hopedi ¢ footwear, woman's shoes, oxford

Approved by: Harry Feliciano, MD., MP.H Initials:
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L3216 Ot hopedi c footwear, woman's shoes, depth
i nl ay

L3217 Ot hopedi ¢ footwear, woman’s shoes, high top,
depth inlay

L3218 Ot hopedi ¢ footwear, woman's surgical boot,
each

L3219 Ot hopedi c footwear, man’s shoes, oxford

L3221 Ot hopedi c footwear, man’s shoes, depth inlay

L3222 Ot hopedi c footwear, man’ s shoes, hightop,
depth inlay

L3223 Ot hopedi c footwear, man’s surgi cal boot, each

L3224 Ot hopedi ¢ footwear, woman's shoe, oxford,
used as an integral part of a brace (orthosis)

L3225 Ot hopedi c footwear, man’s shoe, oxford, used
as an integral part of a brace (orthosis)

L3230 Ot hopedi ¢ footwear, custom shoes, depth inlay

L3250 Ot hopedi ¢ footwear, custom nol ded shoe,
renovabl e i nner nmold, prosthetic shoe, each

L3251 Foot, shoe nolded to patient nodel, silicone
shoe, each

L3252 Foot, shoe nolded to patient nodel, Plastazote
(or simlar), customfabricated, each

L3253 Foot, nol ded shoe Pl astazote (or simlar)
customfitted, each

L3254 Non- standard size or width

L3255 Non- st andard size or |length

L3257 Ot hopedi c footwear, additional charge for
split size

L3260 Anmbul at ory surgi cal boot, each
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L3265 Pl ast azot e sandal, each

L3300 Lift, elevation, heel, tapered to netatarsals,
per inch

L3310 Lift, elevation, heel and sol e, neoprene, per
i nch

L3320 Lift, elevation, heel and sole, cork, per inch

L3330 Lift, elevation, nmetal extension (skate)

L3332 Lift, elevation, inside shoe, tapered, up to
one-hal f inch

L3334 Lift, elevation, heel, per inch

L3340 Heel wedge, SACH

L3350 Heel wedge

L3360 Sol e wedge, outside sole

L3370 Sol e wedge, between sol e

L3380 C ubf oot wedge

L3390 Qutfl are wedge

L3400 Met at ar sal bar wedge, rocker

L3410 Met at ar sal bar wedge, between sole

L3420 Full sol e and heel wedge, between sole

L3430 Heel , counter, plastic reinforced

L3440 Heel , counter, |eather reinforced

L3450 Heel , SACH cushion type

L3455 Heel , new | eat her, standard

L3460 Heel , new rubber, standard

L3465 Heel , Thomas wi th wedge
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L3470 Heel , Thomas extended to bal

L3480 Heel , pad and depression for spur

L3485 Heel , pad, renovable for spur

L3500 Ot hopedi ¢ shoe addition, insole, |eather

L3510 Ot hopedi ¢ shoe addition, insole, rubber

L3520 Ot hopedi ¢ shoe addition, insole, felt covered
with | eather

L3530 Ot hopedi ¢ shoe addition, sole, half

L3540 Ot hopedi ¢ shoe addition, sole, full

L3550 Ot hopedi ¢ shoe addition, toe tap, standard

L3560 Ot hopedi ¢ shoe addition, toe tap, horseshoe

L3570 Ot hopedi ¢ shoe addition, special extension to
instep (leather with eyel ets)

L3580 Ot hopedi ¢ shoe addition, convert instep to
velcro cl osure

L3590 Ot hopedi ¢ shoe addition, convert firmshoe
counter to soft counter

L3595 Ot hopedi ¢ shoe addition, March bar

L3600 Transfer of an orthosis fromone shoe to
anot her, caliper plate, existing

L3610 Transfer of an orthosis fromone shoe to
anot her, caliper plate, new

L3620 Transfer of an orthosis fromone shoe to
anot her, solid stirrup, existing

L3630 Transfer of an orthosis fromone shoe to
anot her, solid stirrup, new

L3640 Transfer of an orthosis fromone shoe to
anot her, Dennis Browne splint (Riveton), both
shoes
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L3649 Ot hopedi ¢ shoe, nodification, addition or
transfer, not otherw se specified

BENEFI T CATEGORY
Dur abl e Medi cal Equi prment

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 70-3

COVERAGE AND PAYMENT RULES

1

Shoes, inserts, and nodifications are covered in limted

ci rcunst ances. They are covered in selected patients with diabetes
for the prevention or treatnent of diabetic foot ulcers. However,
di fferent codes (A5500- A5507) are used for footwear provided under
this benefit. See the nedical policy on Therapeutic Shoes for

Di abetics for details.

Shoes are also covered if they are an integral part of a covered |leg
brace descri bed by codes L1900, L1920, L1980-L2030, L2050, L2060,
L2080, or L2090. Oxford shoes (L3215, L3219, L3224, L3225-see CODI NG
QUI DELI NES) are covered in these situations. O her shoes, e.g., high
top, depth inlay or customfor non-di abetics, etc. (L3216, L3217,
L3221, L3222, L3230, L3251-L3253, L3649-see CODI NG GUI DELINES), are
al so covered if they are an integral part of a covered brace and if
they are nedically necessary for the proper functioning of the brace.
Heel repl acenents (L3455, L3460), sole replacenents (L3530, L3540),
and shoe transfers (L3600-L3640) involving shoes on a covered brace
are al so covered. Inserts and other shoe nodifications (L3000-L3170,
L3300- L3450, L3550-L3595) are covered if they are on a shoe that is
an integral part of a brace and if they are nedically necessary for

t he proper functioning of the brace. Shoes and rel ated nodifications,
i nserts, heel/sole replacenents or shoe transfers billed w thout a zZX
nodifier will be denied as non-covered (see DOCUVENTATI ON REQUI RED
for definition of ZX nodifier).

According to a national policy determ nation, a shoe and rel ated

nmodi fications, inserts, and heel/sole replacenments, are covered only
when the shoe is an integral part of a brace. A matching shoe that is
not attached to the brace and itens related to that shoe shoul d not
be billed with a ZX nodifier and will be denied as non-covered.

Shoes which are billed separately (i.e., not as part of a brace) wll
be deni ed as non-covered even if they are later incorporated into a
brace. A ZX nodifier may not be used in this situation

Prost heti c shoes (L3250) are covered if they are an integral part of
a prosthesis for patients with a partial foot (ICD 9-CM di agnosi s
codes 895.0-896.3, 755.31, 755.39). Shoes are deni ed as non-covered
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when they are put on over a partial foot or other lower extremty

pr ost hesi

s (L5010- L5600) .

6. Wth the exception of the situations descri bed above, orthopedic

f oot wear
cover ed.

billed using codes L3000-L3649 will

CODI NG GUI DELI NES
1. For dates of service on or

i ntegral
ZX nodi fi

Oxford shoes that are not

L3215 or

L3219 without a ZX nodifier.

be deni ed as non-

after 1/1/95: Oxford shoes that are an
part of a brace are billed using codes L3224 or L3225 with
er. For these codes, one unit of servi

depth inlay or custom shoes for non-di abeti cs,
part of a brace are billed using code L3649 with a zZX

i ntegral
nodi fier.

O her shoes that

are not an integra

ce i s each shoe.

part of a leg brace are billed with codes
O her shoes (e.g., high top,

etc.) that are an

part of a brace are

billed using codes L3216, L3217, L3221, L3222, L3230, L3251-L3253
w thout a ZX nodifier.

2. Depth-inlay or custom nol ded shoes for diabetics (A5500-A5501) and
rel ated inserts and nodifications (A5502- A5507) are billed using

these A codes whether the shoe is an integra

(see policy on Therapeutic Shoes for Diabetics

docunent ati on,

3. The right

codes. When bil atera

and additi onal

part of a brace or not

for coverage,

codi ng gui del i nes).

(RT) and left (LT) nodifiers should be used with footwear

of service

DOCUMENTATI ON REQUI RED

1. An order
provi der.

the item

for the shoe and rel ated nodifications and inserts nust be
signed and dated by the ordering physician and kept on file by the
The physician nust see to it that the patient’s nedica

record contains informati on which supports the nedi cal necessity of

ordered. An order

is not required for

repl acenent or transfer of a shoe to a brace.

a heel or sole

2. Wen billing for a shoe that is an integral part of a |leg brace or
i nserts, heel/sole replacenents or shoe
a ZX nodifier should be added to the code. If the shoe or

for rel at
transfer,

related itemis not an integra

ed nodi fications,

may not be used (the ZX nodifier indicates that

coverage criteria in the nedical

available in the patient’s nmedical records”).

3. Wen bil

nmedi cal condition nust

ing for prosthetic shoes, a diagnosis

be entered on the claim

part of a leg brace, the ZX nodifier

“The specified

policy are met and docunentation is

code defining the

a

items are provided on the sane date of service
bill both on the same claimline using the LTRT nodifier and 2 units

Approved by:

Harry Felici ano,

MD., MP.H
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4. When code L3649 with a ZX nodifier is billed, the claimnmnust include
a narrative description of the itemprovided as well as a brief
statenment of the nedical necessity for the item

5. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy

Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Ost eogenesi s Stimul ators

HCPCS CODES
The appearance of a code in this section does not necessarily indicate
cover age

EQ747 Ost eogenesi s stimulator, electrical, non-
i nvasi ve, other than spinal applications

E0748 Ost eogenesi s stimulator, electrical, non-
i nvasi ve, spinal applications

E0760 Ost eogenesi s stimulator, lowintensity
ul trasound, non-invasive

BENEFI T CATEGORY
Dur abl e Medi cal Equi prment

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 35-48

DEFI NI TI ONS

1. An electrical osteogenesis stinulator is a device that provides
electrical stinulation to augnment bone repair. A non-invasive
electrical stinulator is characterized by an external power source,
which is attached to a coil or electrodes placed on the skin or on a
cast or brace over a fracture or fusion site.

2. An ultrasonic osteogenesis stinulator is a non-invasive device that
emts lowintensity, pulsed ultrasound in an attenpt to accel erate
the healing tine of a fracture.

3. Amltilevel spinal fusion is one that involves three or nore
vertebrae (e.g., L3-L5, L4-S1, etc).
COVERAGE AND PAYMENT RULES

1. A non-spinal electrical osteogenesis stimulator (E0747) is covered
only if any of the following criteria are met:

a. Nonunion of a |ong bone fracture after six or nore nonths have
el apsed wi thout healing of the fracture, or

Approved by: Harry Feliciano, MD., MP.H Initials:
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b. Failed fusion of a joint other than in the spine where a
m ni mum of ni ne nonths has el apsed since the |ast surgery, or

c. Congenital pseudarthrosis.

2. A spinal electrical osteogenesis stimulator (E0748) is covered only
if any of the following criteria are net:

a. Failed spinal fusion where a mni mrum of nine nonths has el apsed
since the last surgery, or

b. Following a nultilevel spinal fusion surgery, or

c. Follow ng spinal fusion surgery where there is a history of a
previously failed spinal fusion at the sane site.

3. An electrical osteogenesis stinulator will be denied as not nedically
necessary if none of the above criteria are net.

4. An ultrasonic osteogenesis stimulator (E0760) will be denied as not
medi cal | y necessary.

5. The Internediary does not process clains for an invasive osteogenesis
stinmulator when used in a Skilled Nursing Facility or Hone Health
Agency.

DOCUMENTATI ON REQUI RED

1. For electrical osteogenesis stimulators, an order for the itemthat
has been signed and dated by the treating physician and/or a
Certificate of Medical Necessity (CWN) which has been signed and
dated by the ordering physician nust be kept on file by the provider
and nade available to the Intermedi ary upon request. The CWN for
ost eogenesi s stinmulators is HCFA Form 847.

2. When a claimfor a spinal electrical osteogenesis stinulator is
submtted with a version .02 CWN, additional docunentation is
required in the following situations. If it is ordered following a
multil evel spinal fusion, the claimnust include the date of the
surgery and |l evel of the fusion. If it is ordered when thee is a
history of a previously failed spinal fusion, the claimunmust include
the date and |l evel of the previous fusion and that fact that the
fusion failed. This information nust be docunented in the patient’s
medi cal record and nade available to the Internediary upon request.

3. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy

Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

1 SUBJECT
2 Gst ony Supplies

3 HCPCS CODES

A4357 Bedsi de drai nage bag, day or night, with
or without anti-reflux device, with or
w t hout tube, each

A4361 Gstony facepl ate, each

A4362 Skin barrier; solid, 4 x 4 or equivalent,
each

A4363 Skin barrier; liquid (spray, brush, etc.)

powder or paste; per ounce

A4364 Adhesi ve for ostony or catheter; liquid
(spray, brush, etc.), cement, powder or
paste; any conbination (e.g., silicone,
| atex, etc.); per ounce

A4367 Gst ony bel t

A4397 Irrigation supply; sleeve, each

A4398 Irrigation supply; bag, each

A4399 Irrigation supply; cone/catheter
i ncl udi ng brush

A4400 Gstony irrigation set

A4402 Lubricant, per ounce

A4404 Gstony ring, each

A4421 Gst ony supply, mscellaneous

A4454 Tape, all types, all sizes

A4455 Adhesi ve renover or solvent (for tape,

cenment or ot her adhesive), per ounce

Approved by: Harry Feliciano, MD., MP.H Initials:
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A5051 Pouch, closed; with barrier attached (1
pi ece)

A5052 Pouch, closed; without barrier attached
(1 piece)

A5053 Pouch, cl osed; for use on faceplate

A5054 Pouch, closed; for use on barrier with
flange (2 piece)

A5055 Stoma cap

A5061 Pouch, drainable; with barrier attached
(1 piece)

A5062 Pouch, drainable; wthout barrier
attached (1 piece)

A5063 Pouch drainable; for use on barrier with
flange (2 piece system

A5064 Pouch, drainable; with faceplate
attached; plastic or rubber

A5065 Pouch, drainable; for use on facepl ate;
pl astic or rubber

A5071 Pouch, urinary; with barrier attached (1
pi ece)

A5072 Pouch, urinary; wthout barrier attached
(1 piece)

A5073 Pouch, urinary; for use on barrier with
flange (2 piece)

A5074 Pouch, urinary; with faceplate attached;
pl astic or rubber

A5075 Pouch, urinary; for use on facepl ate;
pl astic or rubber

A5081 Conti nent device; plug for continent
stoma

Approved by: Harry Feliciano, MD., MP.H Initials:
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A5082 Conti nent device; catheter for continent
stoma

A5093 Ost ony accessory; convex insert

A5102 Bedsi de drai nage bottle, with or without
tubing, rigid or expandabl e, each

A5119 Skin barrier; w pes, box per 50

A5121 Skin barrier; solid, 6 x 6 or equival ent,
each

A5122 Skin barrier; solid, 8 x 8 or equival ent,
each

A5123 Skin barrier; with flange (solid,
flexible or accordion), any size, each

A5126 Adhesi ve; disk or foam pad

A5131 Appl i ance cl eaner, incontinence and

ost ony appliances, per 16 ounces
A5149 I nconti nence/ ostony supply; m scell aneous

A6216 Gauze, non-inpregnated, pad size 16 sg.
in. or less, wthout adhesive border
each dressing

A6217 Gauze, non-inpregnated, pad size nore
than 16 sq. in. but less than or equal to
48 sq. in., wthout adhesive border, each

dressi ng
A6218 Gauze, non-inpregnated, pad size nore
than 48 sq., in., wthout adhesive

border, each dressing

A9270 Non-covered itemor service
K0137 Skin barrier; liquid (spray, brush, etc.)
per oz.
K0138 Skin barrier; paste, per oz.
K0139 Skin barrier; powder, per oz.
Approved by: Harry Feliciano, MD., MP.H Initials:
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XX007 Adhesi ve renover w pes, 50 per box

XX008 Gstony filters, any type, each

5 BENEFI T CATEGORY
6 Prost heti ¢ devi ces

7 DEFI NI TI ON

8 An ostony is a surgically created opening (stoma) to divert urine, feces
9 or ileal contents outside the body.

10 I NDI CATI ONS

11 Ostony supplies are covered for use on patients with an ostony as
12 descri bed above.

13  COVERAGE AND PAYMENT RULES
14 1. The quantity of ostony supplies needed by a patient is determned to

15 a great extent by the type of ostony, its location, its construction,
16 and the condition of the skin surface surrounding the stoma. There
17 wi Il be variation according to individual patient need. The table
18 bel ow lists the maxi mum nunber of itenms/units of service that are

19 usual Iy medi cally necessary. The actual quantity needed by a

20 particul ar patient nmay be nore or less than the anount |isted

21 dependi ng on the factors that affect the frequency of barrier and

22 pouch change. The nedical necessity for use of a greater quantity of
23 supplies than the anount |isted nust be well docunmented in the

24 patient’s nedical record and may be requested by the Internediary.

25 NOTE: The nunber listed in the table refers to the nunber of units of
26 service provided. For exanple: for K0138, 4 per nonth represents two 2
27 ounce tubes (4 ounces) since the unit of service for KO138 is one ounce.

Approved by: Harry Feliciano, MD., MP.H Initials:
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28 USUAL MAXI MUM QUANTI TY OF SUPPLI ES

CODE #/ mont h #/ 6 nont h
A4361 3
A4362 10

A4364 4

K0137 2

K0138 4

KO0139 10
A4367 2
A4397 1

A4398 2
A4399 1
A4402 4

A4404 10

A4454 2

A4455 16

A5051 31

A5052 31

A5053 31

A5054 31

A5055 31

A5061 10

A5062 10

Approved by: Harry Feliciano, MD., MP.H Initials:
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A5063 10
A5064 10
A5065 10
A5071 10
A5072 10
A5073 10
A5074 10
A5075 10
A5081 31
A5082 1
A5093 10
A5102 3
A5119 4
A5121 10
A5122 6
A54123 10
A5126 10
A5131 1
K0216 60
K0217 60
K0218 60

29
30 2. There is seldom nedi cal necessity for closed col ostony or il eostony

31 pouches (A5051- A5054) rather than drainabl e pouches (A5061- A5065) .

32 The nmedi cal necessity of a closed pouch nust be well docunented in

33 the patient’s nedical record and the record nmay be requested by the
Approved by: Harry Feliciano, MD., MP.H Initials:
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Internediary. When a liquid barrier is necessary, either liquid or
spray (KO137) or individual w pes (A5119) woul d be appropriate. The
use of both would not be nedically necessary.

Patients with continent stomas may use the followi ng neans to
prevent/ manage drai nage (no nore than one type of supply would be
medi cal | y necessary on a given day):

a. stomas cap (A5055)
b. stoma plug (A5081)
C. gauze pads (KO0216-K0218)

Patients with urinary ostonm es may use either a bag (A4357) or bottle
(A5102) for drainage at night. It is not nedically necessary to have
both. Wien a drainage bag is used with urinary ostom es, nore than
one per nonth would rarely be nedically necessary.

Codes A5051- A5054 and A5061- A5065 are appropriately used with a
colostony (Vv44.3) or ileostony (V44.2). Codes A5071- A5075 are
appropriately used with a urinary ostony (V44.6). Use for other
conditions will be denied as not nedically necessary.

Repl acenent of an irrigation cone/catheter every 3 nonths would be
covered. This would be billed either using code A4398 if the
irrigation bag were replaced at the sanme time or using code A4399 if
just the cone/catheter were being repl aced.

A pouch cover should be coded A9270 and will be denied as a non-
covered item

Provi si on of ostony supplies should be [imted to a one nmonth supply
for a patient in a nursing facility and a 3 nonth supply for a
patient at hone.

CODI NG GUI DELI NES

1. Code A4400 for an irrigation kit is not valid for clains submtted to
the Internediary. Necessary conponents should be billed by individua
codes A4367, A4397, A4398. Note that the code for the irrigation bag
(A4398) includes an irrigation cone/catheter (A4399) and a brush.

2. Code A4363 is not valid for clains submtted to the Internediary;
code K0137, KO0138 or KO0139 should be used instead for ostony
suppl i es.

3. Code A5149 is not valid for clains submtted to the Internediary;
code A4421 should be used instead for ostony supplies.

Code A4402: 1 unit of service is 1 ounce

Code A4454: 1 unit of service is 1 rol

Code A4455: 1 unit of service is 1 ounce of liquid or spray
Approved by: Harry Feliciano, MD., MP.H Initials:
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In the following table, a Colum Il code is included in the allowance
for the corresponding Colum | code when provided at the sanme tine:

Colum 1 Col umm 11
A5064 A4361, A5065
A5074 A4361, A5075

DOCUMENTATI ON REQUI RED
1. An order for ostony supplies may be initiated by the physician or the

ent erostomal therapist. The order must include the type of supplies
ordered and the approximate quantity to be used per unit of time. An
| CD- 9- CM di agnosi s code describing the type of ostony (V44.2, V44.3
or V44.6) should be included on the initial order to a provider. A
new order is required if there is a change in the quantity of the
supply used per unit tinme.

The provider nmust enter the diagnosis code for the ostony on each
claimsubmtted for ostony supplies. If there is nore than one
ostony, enter the appropriate codes. If there are two ostom es of the
same type (e.g., two urinary ostom es), enter the diagnosis code
twice.

If the Internmediary requests justification for the quantity of
supplies billed, the information submtted should include the
quantity of the supply to be used per unit of tine and an expl anation
of why the patient requires nore supplies than usual

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

CSTOW SUPPLY CODES

1. New codes have been established for ostony solid-skin barriers that

are extended wear and/or have built-in convexity. The codes are:

K0279 Skin barrier, with flange (solid,
flexible, or accordian), extended wear,
with built-in convexity, any size, each

K0429 Skin barrier, solid, 4 x 4 or equivalent,
ext ended wear, without built-in convexity,
each

K0430 Skin barrier, with flange (solid, flexible

or accordi an), extended wear, without
built-in convexity, any size, each

Approved by: Harry Feliciano, MD., MP.H Initials:
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K0431

K0432

K0433

K0434

K0435

K0436

K0437

2. The foll ow ng

KO277

K0278

Subj ect: OSTOMY SUPPLI ES

Pouch,

closed, with standard wear barrier

attached, with built-in convexity (1

pi ece),

Pouch,
barrier
convexi

Pouch,
barrier

each

drai nabl e, with extended wear
attached, without built-in
ty (1 piece), each

drai nable, with standard wear
attached, with built-in convexity

(1 piece), each

Pouch,
barrier

drai nabl e, with extended wear
attached, with built-in convexity

(1 piece), each

Pouch,

urinary, with extended wear barrier

attached, without built-in convexity (1

pi ece),

Pouch,

each

urinary, with standard wear barrier

attached, with built-in convexity (1

pi ece),

Pouch,

each

urinary, with extended wear barrier

attached, with built-in convexity (1

pi ece),

each

codes’ narrative has been revised by adding the
tern standard wear.”

Skin barrier; solid, 4 x 4 or equivalent,

st andar
each

d wear with built-in convexity,

Skin barrier; with flange (solid, flexible
or accordian), standard wear with built-in
convexity, any size, each

3. Attachnent 1 provides definitions of extended wear barriers, barriers
with built-in convexity and other terns in the codes. At present, the
only products that should be coded as extended wear barriers are the

Dur ahesi ve barri er

If a supplier

by ConvaTec and the Flextend barrier by Hollister

or manufacturer thinks another product qualifies as an

ext ended wear barrier, they should contact the SADMERC for a coding
det erm nati on.
Approved by: Harry Feliciano, MD., MP.H Initials:
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Attachment 2 lists all solid barrier codes so that providers can see
the choices within each group of codes. The barriers in codes A4362,
A5123, A5051, A5061 and A5071 are standard wear barriers wthout
built-in convexity.

New codes have been established for ostomy pouches with attached
facepl ates, ostony pouches for use on a faceplate, and a faceplate
equi val ent. The codes are:

K0419 Pouch, drainable, with faceplate attached,
pl astic, each

K0420 Pouch, drainable, with faceplate attached,
rubber, each

K0421 Pouch, drainable, for use on facepl ate,
pl astic, each

K0422 Pouch, drainable, for use on facepl ate,
rubber, each

K0423 Pouch, urinary, with faceplate attached,
pl astic, each

K0424 Pouch, urinary, with faceplate attached,
rubber, each

K0425 Pouch, urinary, for use on faceplate,
pl astic, each

K0426 Pouch, urinary, for use on faceplate,
heavy pl astic, each

K0427 Pouch, urinary, for use on faceplate,
rubber, each

K0428 Gstony facepl ate equival ent, silicone
ring, each

Attachment 3 lists products that woul d be appropriately billed using
the new codes. Inquiries concerning the coding of itens not on the
list should be directed to the Part A Service Center. For products
not on the list, providers should use their know edge of the product
and the definitions |listed belowto determ ne the correct code unti

a determnation is published in a future Internediary Advisory. It
shoul d be noted that there are no products manufactured by Col opl ast,
ConvaTec or Hollister that would be billed using these codes.

Approved by: Harry Feliciano, MD., MP.H Initials:
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126  OSTOMY DECDORANT
127 New codes have been established for ostony deodorants. They are:

K0438 Gst ony deodorant for use in ostony pouch
liquid, per fluid ounce

K0439 Gst ony deodorant for use in ostony pouch
solid, per tabl et

128

Approved by: Harry Feliciano, MD., MP.H Initials:
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Attachnment #1:

Definitions

1. Asolid barrier (wafer) is an interface between the patient’s skin
and the pouching systemwhich is nmade of a pectin-based or karaya
mat eri al, has neasurabl e thi ckness and an adhesive property. There
are distinct codes for barriers with built-in convexity conpared to
flat barriers. There also are distinct codes for extended wear
conpared to standard wear barriers.

2. Abarrier with built-in convexity is one in which an outward curve is
achi eved by plastic enbedded in the barrier.

3. An extended wear barrier is a pectin-based barrier with special
addi ti ves which achi eve a stronger adhesive seal, resist breakdown by
urine or ileal effluent and pernmit |onger wear tine between changes.

4. A pouch “with barrier attached” is one in which a solid barrier is
part of a one-piece pouch system There are distinct codes for one-
pi ece pouches with convex barriers and extended wear barriers.

5. A pouch “without barrier attached” is a pouch with or without a thin
adhesive coating that is applied directly to the skin or to a
separate barrier.

6. A faceplate is a solid interface between the patient’s skin and the
pouch. It usually is made of plastic, rubber or encased netal. It
does not have an adhesive property and there is no pectin-based or
karaya material that is an integral part of a faceplate. It can be
taken off the skin and reattached repeatedly. It is held on by neans
of a separate adhesive and/or an elastic belt. The clips for
attaching the belt are usually a part of the faceplate. There is no
codi ng distinction between flat and convex facepl ates.

7. A pouch “with faceplate attached” or “for use on a faceplate” is
general |y rubber or heavy plastic. It is drainable, cleanable and
reusabl e for periods of weeks to nonths, depending on the product.

Approved by: Harry Feliciano, MD., MP.H Initials:
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159 Attachment #2
160 OSTOWY BARRI ER CODES
A4362 Skin barrier, solid, 4 x 4 or equivalent,
each
A5051 Pouch, closed, with barrier attached (1
pi ece)
A5061 Pouch, drainable, with barrier attached (1
pi ece)
A5071 Pouch, urinary, with barrier attached (1
pi ece)
A5123 Skin barrier, with flange (solid, flexible

or accordian), any size, each

K0277 Skin barrier, solid, 4 x 4 or equival ent,
standard wear with built-in convexity, each

K0278 Skin barrier, with flange (solid, flexible
or accordian), standard wear, with built-in
convexity, any size, each

K0279 Skin barrier, with flange (solid, flexible
or accordi an), extended wear, with built-in
convexity, any size, each

K0429 Skin barrier, solid, 4 x 4 or equivalent,
ext ended wear, without built-in convexity,
each

K0430 Skin barrier, with flange (solid, flexible

or accordi an), extended wear, without
built-in convexity, any size, each

K0431 Pouch, closed, with standard wear barrier
attached, with built-in convexity (1
pi ece), each

K0432 Pouch, drai nable, wth extended wear
barrier attached, wi thout built-in
convexity (1 piece), each

Approved by: Harry Feliciano, MD., MP.H Initials:
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K0433 Pouch, drainable, with standard wear
barrier attached, with built-in convexity
(1 piece), each

K0434 Pouch, drainable, wth extended wear
barrier attached with built-in convexity (1
pi ece), each

K0435 Pouch, urinary, with extended wear barrier
attached, without built-in convexity (1
pi ece), each

K0436 Pouch, urinary, with standard wear barrier
attached, with built-in convexity (1
pi ece), each

K0437 Pouch, urinary, wth extended wear barrier
attached, with built-in convexity (1
pi ece), each
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Page 14 of 17



162

163
164

Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: OSTOMY SUPPLI ES

Attachnent #3

HCPCS CODE DESCRI PTI ON
Manuf act ur er Brand Name/ Nunber
K0419 Pouch, drainable, with faceplate attached,
pl astic, each
Mar | en OPV 4001
SI 2001
K0420 Pouch, drainable, with faceplate attached,
rubber, each
Atlantic O dor -1 ess Rubber
I | eost ony/ Col ost ony
Per ma- Type Pouch with flange

Col ost ony/ I | eost ony
Appliance with disc

K0421 Pouch, drainable, for use on facepl ate,
pl astic, each
Mar | en GR- 22
MDW 10
XTL- MDW 20
ZK- 18
Per ma- Type Pernettes
Smth & Nephew Feat her - Li t e Odor proof

I | eost oy Pouch

Feat her-Lite Vinyl
I | eost oy Pouch

Tor bot Col ost ony/ 1 | eost ony
Opaque Pl astic Pouch

Col ost ony/ 1| eost ony
Transparent Plastic

Pouch
VPI Col ost ony
Il eost ony
K0422 Pouch, drainable, for use on faceplate, rubber
each
Approved by: Harry Feliciano, MD., MP.H Initials:
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K0422 Atlantic O dor-less Il eostony
(cont.) Pouch
VWi te Rubber Drainable
Pouch
Gicks Rubber 11 eo Pouch
Mar | en Il eostony MP-2
Per ma- Type Col ost ony/ 1 | eost ony
Appl i ance Pouch with
apron
Col ost ony/ I | eost ony
Synt heti ¢ Pouch with
apron
Tor bot Col ost ony/ I | eost ony
Rubber Pouch
K0423 Pouch, urinary, with faceplate attached,
pl astic, each
Mar | en SU 3001
K0424 Pouch, urinary, with faceplate attached,
rubber, each
Per ma- Type | 'eal Bl adder _
Tor bot Appliance with disc
Rubber Urostony Pouch
with flange
K0425 Pouch, urinary, for use on faceplate, plastic,
each
Mar | en EZD- 36
VAF- 12
XTL- EZS- 24
Smth & Nephew Feather-Lite Dri-Flo
Urinary Pouch
Feather-Lite Urinary
Pouch
Tor bot Urinary Opaque Plastic
Pouch
Urinary Transparent
Pl asti c Pouch
Approved by: Harry Feliciano, MD., MP.H Initials:
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K0426 Pouch, urinary, for use on faceplate, heavy
pl astic, each
K0426 Atlantic VWi te Rubber Pouch
(cont.) Gicks Rubber Urinary Pouch
K0427 Pouch, urinary, for use on faceplate, rubber
each
Mar | en MJ3R
Per ma- Type Urinary Appliance
Pouch with apron
Urinary Synthetic
Pouch with apron
Tor bot Urinary Rubber Pouch
VPI Ur ost ony
K0428 Cstony facepl ate equivalent, silicone ring
each
VPI O ring Seal

SOURCE OF | NFORMATI ON

Adapted from exi sting Durabl e Medica

Equi pnrent Regi onal

Carrier

Public Information

policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Oxygen and Oxygen Equi prent

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

E0424 Stationary conpressed gaseous oxygen
system rental; includes contents (per
unit), regulator, flowreter, humdifier
nebul i zer, cannula or mask & tubing; 1
unit = 50 cubic ft.

E0431 Port abl e gaseous oxygen system rental
i ncludes regul ator, flowreter, humdifier
cannul a or mask and tubing

E0434 Portabl e |iquid oxygen system rental
i ncl udes portabl e container, supply
reservoir, humdifier, flowreter, refil
adapter, contents gauge, cannul a or mask,
and tubing

E0439 Stationary liquid oxygen system rental
i ncl udes use of reservoir, contents (per
unit), regulator, flowreter, humdifier
nebul i zer, cannula or mask, and tubing; 1
unit = 10 | bs.

E0441 Oxygen contents, gaseous, per unit (for
use with owned gaseous stationary systens
or when both a stationary and portable
gaseous systemare owned; 1 unit = 50
cubic ft.)

E0442 Oxygen contents, liquid, per unit (for use
with owned liquid stationary systens or
when both a stationary and portable |iquid
systemare owned; 1 unit = 10 I bs.)

E0443 Port abl e oxygen contents, gaseous, per
unit (for use only with portabl e gaseous
systens when no stationary gas or liquid
systemis used; 1 unit =5 cubic ft.)

Approved by: Harry Feliciano, MD., MP.H Initials:
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E0444

E0455

E0555

E0580

E1353

E1355

E1400

E1401

E1402

E1403

E1404
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Port abl e oxygen contents, liquid, per unit
(for use only with portable liquid systens
when no stationary gas or liquid systemis
used; 1 unit =1 1b.)

Oxygen tent, excluding croup or pediatric
tents

Hum difier, durable, glass or autoclavable
plastic bottle type, for use with
regul ator or flowreter

Nebul i zer, durable, glass or autocl avable
plastic, bottle type, for use with
regul ator or flowreter

Regul at or
St and/ rack

Oxygen concentrator, nmanufacturer

speci fied maxi num fl ow rate does not
exceed 2 liters per mnute, at 85 percent
or greater concentration

Oxygen concentrator, nmanufacturer
specified maxi numflow rate greater than 2
liters per mnute, does not exceed 3
liters per minute, at 85 percent or
greater concentration

Oxygen concentrator, nmanufacturer
specified maxinumflow rate greater than 3
liters per mnute, does not exceed 4
liters per minute, at 85 percent or
greater concentration

Oxygen concentrator, nmanufacturer
specified maxinumflow rate greater than 4
liters per mnute, does not exceed 5
liters per minute, at 85 percent or
greater concentration

Oxygen concentrator, nmanufacturer
specified maxinumflow rate greater than 5
liters per minute, at 85 percent or
greater concentration
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E1405 Oxygen and wat er vapor enriching system
wi th heated delivery

E1406 Oxygen and wat er vapor enriching system
wi t hout heated delivery

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-4

DEFI NI TI ONS

1. Oxygen and oxygen equi pnent, as DWME, includes the oxygen contents,
the systemfor furnishing it, the vessels that store it, and the
tubi ng and admi ni stration sets that allow the safe delivery of oxygen
in the hone.

I NDI CATI ONS

Medi care coverage of hone oxygen therapy is available only for patients
with significant hypoxemia in the chronic stable state provided all of
the follow ng conditions are net:

1. The attending or consulting physician has determ ned that the patient
suffers a severe lung di sease or hypoxia-related synptons that m ght
be expected to inprove wi th oxygen therapy

The patient’s blood gas |levels indicate the need for oxygen therapy

Al ternative treatnent neasures have been tried or considered and have
been deenmed clinically ineffective
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COVERAGE AND PAYMENT RULES

Medi care coverage of oxygen therapy is not available for the foll ow ng
conditions for which oxygen is not nedically necessary:

1. Angina pectoris in the absence of hypoxemi a. This condition is
generally not the result of a | ow oxygen level in the blood and there
are other preferred treatnents.

Dyspnea wi t hout cor pul nonal e or evidence of hypoxem a

Severe peripheral vascul ar disease resulting in clinically evident
desaturation in one or nore extrenmties. There is no evidence that

i ncreased P02 will inprove the oxygenation of tissues with inpaired
circul ation.

4. Terminal illnesses that do not affect the respiratory system

Covered Bl ood Gas Val ues

1. Goup 1 Coverage is provided for patients with significant hypoxem a
evi denced by any of the follow ng:

a. An arterial P02 at or below 55 mm Hg, or arterial oxygen
saturation at or bel ow 88 percent, taken at rest. \Wen a P02 of
greater than 55 mm Hg. is submtted, the service will be denied
as not nedically necessary unless "Goup Il" criteria are net.

b. An arterial P02 at or below 55 mm Hg, or an arterial oxygen
saturation at or bel ow 88 percent taken during sleep for a
pati ent who denonstrates an arterial P02 at or above 56 mm Hg,
or an arterial oxygen saturation at or above 89 percent, while
awake, or a greater than normal fall in oxygen |evel during
sleep (a decrease in arterial P02 nore than 10 mm Hg, or a
decrease in arterial oxygen saturation nore than 5 percent)
associ ated with synptons or signs reasonable attributable to
hypoxem a, (e.g., cor pulnonale, "P" pul nonal e on EKG
docunent ed pul nonary hypertension and erythrocytosis). In
ei ther of these cases, coverage is provided only for nocturnal
use of oxygen.

c. An arterial P02 at or below 55 mm Hg or an arterial oxygen
saturation at or bel ow 88 percent, taken during activity for a
pati ent who denonstrates an arterial P02 at or above 56 mm Hg
or an arterial oxygen saturation at or above 89 percent, during
the day while at rest. In this case, supplenmental oxygen is
provided for during exercise if it is docunmented that the use
of oxygen inproves the hypoxem a that was denonstrated during
exerci se when the patient was breathing roomair.

2. Goup Il-Coverage is available for patients whose arterial P02 is 56
to 59 nm Hg or whose arterial blood oxygen saturation is 89 percent
if any of the follow ng are docunented:
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a. Dependent edema suggesting congestive heart failure

Pul monary hypertensi on or cor pul nonal e, determ ned by

measur enent of pul nonary artery pressure, gated bl ood poo
scan, echocardiogram or "P' pul nonal e of EKG (P wave greater
than 3 mmin standard leads II, I1l, or AVF); OR

c. Erythrocythema with a hematocrit greater than 56 percent.

3. Goup Ill-1In processing clainms for hone oxygen therapy, Mdicare nust

presune that hone use of oxygen is not nedically necessary for
patients with arterial P02 |levels at or above 60 nmHg, or arterial
bl ood oxygen saturation at or above 90 percent.

PORTABLE OXYGEN SYSTEMS

Medi care coverage of a portabl e oxygen system al one or to conplenent a
stationary oxygen systemmay be allowed if the patient is nobile within
t he hone.

Respiratory Therapists

1

Respiratory therapists' services are not covered under the provisions
for coverage of oxygen services under the Part A Durable Medica

Equi prent (DME) benefit as outlined above. The DME benefit provides
for coverage of honme use of oxygen and oxygen equi pnment, but does not
i ncl ude a professional conponent in the delivery of such services.

Initial clainms for oxygen therapy nust also include the results of a
bl ood gas study that has been ordered and eval uated by the ordering,
or consulting, physician. This will usually be in the formof a
measur enent of the partial pressure of oxygen (PQ2) in arteria

bl ood. A nmeasurement of pulse arterial oxygen saturation will also be
accept abl e when ordered and eval uated by the physician

VWhen a patient's initial certification for oxygen is approved based
on an arterial P02 of 56 nm Hg or greater or an oxygen saturation of
89 percent of greater, retesting between the 61st and 90th day of
hone oxygen therapy is required in order to establish continued

medi cal necessity.

The conditions under which the |aboratory tests are perforned nmust be
specified in witing and docunented in the patient’s nedical records

and nade available to the Intermedi ary upon request. Exanples of this
docunentati on may include: at rest, while sleeping, while exercising,
on roomair, or, if while on oxygen, the anount, body position during
testing, and simlar information necessary for interpreting the

evi dence.
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5. Spare tanks of oxygen or energency oxygen inhalators are denied as
medi cal | y unnecessary since these itens are precautionary and not
t herapeutic in nature.

CODI NG GUI DELI NES
N A

DOCUMENTATI ON REQUI RED

1. The Certification of Medical Necessity (CW) for hone oxygen is HCFA
484 (5/97) form This formis used for initial certification
recertification, and changes in the oxygen prescription. This form
and/ or an order nust be filled out, signed and dated by the ordering
physi ci an. The docunentati on nmust kept on file by the provider and
made available to the Internmedi ary upon request.

2. Recertificationis required 1 to 3 nonths after initial certification
(i.e., with the fourth nonth’s claim in patients:

a. with PO2 on certification greater than 55, or

b. in whomthe physician’s initial estimate of |ength of need for
oxygen was 1 to 3 nonths.

3. For those patients for whomrecertification at three nonths is not
required, recertification will be required by 12 nonths after initial
certification (i.e., by the thirteenth nmonth’s clain). Once one
recertification establishes the nmedical necessity for continued use
of home oxygen, subsequent recertification will not be routinely
requi red. However, a HCFA 484 (5/97) formor an order fromthe
physician that is signed and dated should be kept on file in the
patient’s nedical records (and nade available to the Internediary
upon request) whenever there is a change in the oxygen prescription
(e.g., increase or decrease in oxygen flow rate, different equipnent,
etc.) or if there is a change of the ordering physician. In addition
the Internediary may require subsequent recertification in individua
cases.

4. Initial certification and 3 nonth recertification required because of
initial PO2 of 56 nm Hg or greater or oxygen saturation of 89 percent
or greater nmust include the results of a recently perforned arteri al
bl ood gas (ABG or oxinmetry test (see COVERAGE AND PAYMENT RULES)

For other recertification, retesting is not required, but the results
of the nost recent ABG or oxinmetry test representing the patient’s
chronic stable state nmust be included on the formor in the patient’s
medi cal records.

5. Docunentation nust be furnished on the HCFA 484 (5/97) formor on an
order fromthe physician that is signed and dated, and nust consi st
of arterial blood gas values or oxygen saturation |evels obtained
fromtests conducted on oxygen at a flow rate of four liters per
mnute (LPM). Test results should be indicated in Item 3A of the HCFA
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484 (5/97) formwith notation in Item 3C that testing was conducted

on a four liter per mnute flow rate of oxygen, or on an order from

the physician that is signed and dated, or in the units field of the
uB92.

Clains received with the following nodifiers will not be approved for
addi ti onal paynent when the supporting docunentation as described on
t he previous page is not included on the HCFA 484 (5/97) form

F Fl ow rate exceeds 4LPM w th a portable system

G Fl ow rate exceeds 4LPM w thout a portable system

Additionally, patients receiving oxygen froma stationary unit at a
flow rate greater than four liters per mnute and al so receiving
portabl e oxygen will be reinbursed on the portable conponent or for
the higher flow rate, whichever is greater, but not both.

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

Transtracheal Catheters

1

The use of honme oxygen equi prent is covered under the Part A benefit
of the Medicare program Catheters used in the adm nistration of
transtracheal oxygen are al so covered as DMVE supplies in those cases
in which they are nedically necessary for the patient to receive hone
oxygen treatment.

Medi care’ s paynent rules for hone use of oxygen are governed by
sections 1834(a)(5) and (9) of the Social Security Act. These
sections require that Medicare pay for home use of stationary oxygen
with a single nonthly paynment anount that includes the oxygen

equi prent and all necessary supplies. The | aw does not permt
separate paynent for any additional itenms (such as masks, tubing,
hum dity jars, or transtracheal catheters) used in furnishing oxygen
to a patient. The nonthly paynent anount already includes an

al | owance for such devices. Therefore, for Medicare to pay a separate
amount for such devices would result in duplicate paynments since the
price of these itens has already been included in the base for the
fee schedul e paynent anount for home oxygen therapy.

Because the fee schedul e anbunt for hone oxygen includes an all owance
for all necessary supplies, providers are obligated, w thout
addi ti onal paynent, to provide transtracheal catheters (including
repl acenents as often as nedically necessary) to Medicare recipients
when ordered by a physician for purposes of home oxygen. \Wen the
attendi ng physician specifies delivery through a transtrachea
catheter in Item5 of the HCFA 484 (5/97) form (as indicated in HCFA
Pub. 14-3, Medicare Carrier Manual at 83312. A 10), the oxygen

equi prent provided by the supplier nust conformfully to what has
been prescribed in order to be covered.
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Medi care participating providers have agreed to accept the Medicare
approved ampunt as total paynent for covered services for oxygen
therapy in the honme. The sane is true for non-participating providers
who agree to take assignnent in a particular case. These providers
are prohibited fromcharging Medi care recipients a separate anount
for the catheter in the adm nistration of oxygen. They are allowed to
charge only for the annual deductible that the recipient has not net,
and for the coi nsurance, which is the remaining 20 percent of the
approved amount, if applicable.
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Oxygen Billing Tips

The followi ng chart has been provided as a quick reference to help
provi ders determ ne what oxygen itens may be billed separately.

| f
Type of
System

|'s:

Can Can Can Can
Stationary | Stati onary Port abl e Por t abl e
Equi pnent Content s Equi pnent Contents
Be Billed? | Be Billed? | Be Billed? | Be Billed?

A. Situation: Beneficiary Uses a Stationary System Only:

1. Rents Stationary System

Concentr at or Yes No No No
Gaseous Yes No No No
Liquid Yes No No No

2. Omns Stationary System

Concentr at or No No No No
Gaseous No Yes No No
Liquid No Yes No No

B. Situation: Beneficiary Uses Both a Stationary and a

Port abl e

1. Rents Stationary/Rents Portable:

Concentr at or Yes No Yes No
Gaseous Yes No Yes No
Liquid Yes No Yes No

2. Rents Stationary/ Oms Portabl e:

Concentr at or Yes No No No
Gaseous Yes No No No
Approved by: Harry Feliciano, MD., MP.H Initials:
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Liquid Yes No No No

Owns Stationary/ Owmns Portabl e

Concentr at or No No No Yes
Gaseous No Yes No No
Liquid No Yes No No

Owns Stationary/Rents Portable

Concentr at or No No Yes Yes
Gaseous No Yes Yes No
Liquid No Yes Yes No

C. Situation: Beneficiary Uses a Portable System Only

Rents Portable System

Gaseous No No Yes Yes

Liquid No No Yes Yes
Owns Portable System

Gaseous No No No Yes

Liquid No No No yes

HOW TO COVPLETE THE HCFA 484 (5/97) FORM

Identifying Information: The patient's name, address, and Medicare
provi der nunmber and the nature of the certification (initial, revised,
or renewed) nust be entered on all certifications. The provider-
identifying information is required on all initial certifications and
encouraged on later certifications.

ltem 1.

Di agnosi s and dinical Findings: For conveni ence, several diagnoses that
result in the need for oxygen are listed in the form An additional
di agnosi s that pertains to the order for oxygen should be entered in the
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other block with its appropriate code. Item1 is required in all initial
certifications and recertifications.

Al'l pertinent diagnoses and clinical findings pronpting the oxygen
prescription should be entered, particularly for patients whose arteri al
P02 is at, or above, 56 mm Hg or whose arterial blood oxygen saturation
is at, or above, 89 percent.

Item 2a.

Date Patient Last Exam ned: Enter the nonth, day, and year of the nost
recent patient exam nation on all certifications. On initial clains,
this date should be within a nonth of both the date oxygen was
prescribed (Item 2b) and the date of the nobst recent arterial blood gas
or oxinmetry test (ltem 3a). Wen the physician | ast exam ned the patient
nmore than one nonth prior to the order for home oxygen of the nost
recent testing, Medicare will research to detern ne whether future

exam nations or tests have been schedul ed.

On recertification, the date | ast exam ned should be within 90 days
prior to the date of the revised certifications or prior
recertification.

Item 2b.

Honme Oxygen Prescribed: The date of the current oxygen prescription
shoul d be entered. In a revision or recertification, the date of the
nost recent prescription should be entered, preferably within 90 days of
the date of recertification

On recertifications, do not enter the date you originally prescribed the
oxygen, examned the patient or tested the patient in Itens 2a, 2b and
3a.

W will suspend paynment for any period beyond the | ast nonth of
anticipated need (frominformation on the prior certification) or the
| ast nonth covered by the prior prescription (whichever is earlier)
until an acceptable renewal prescription is received. The provi der and
beneficiary will be advised of any suspension and asked for their
assistance in obtaining a current prescription for hone oxygen if the
beneficiary's circunstances warrant.

ltem 2c.

Esti mated Length of Need: Wen oxygen is first ordered, it may be

uncl ear whether the patient's need for it will be short or |long-term
The provider must conplete one of the blocks taking into consideration
t he di agnosi s, prognosis, test results and the anticipated results of
optimumtherapy in stabilizing the patient.

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 11 of 14



253

254
255
256
257
258

259
260
261
262
263

264
265
266
267
268

269
270
271
272
273
274
275

276

277
278
279
280
281
282
283
284
285

286

287
288
289
290

291

Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: OXYCGEN AND OXYGEN EQUI PMENT

Item 3a.

Conditions and Results of Pertinent Tests: Coverage for hone oxygen
cannot be authorized until the attending physician certifies the extent
of hypoxem a and the need for oxygen as evidenced by the results of
recent arterial blood gas and/or oxygen saturation tests on the patient
is nmore likely to be stabilized.

The preferred evidence of hypoxemia is the result of a recent arterial
bl ood gas test conducted at roomair. If two or nore tests have been
conducted while the beneficiary was hospitalized, greater weight is
given to the test results which establish the need for it only in
[imted circunstances, such as while sl eeping or exercising.

Coverage of hone oxygen will be determined in |ight of the patient's
circunstances at the tinme of the qualifying test(s). For exanple,
conti nuous use (24 hours a day) of oxygen cannot be approved if
qualifying test results establish the need for it only inlimted

ci rcunst ances, such as while sl eeping or exercising.

VWen the patient's P02 | evel exceeds 59 mmHg or the arterial blood
saturati on exceeds 89 percent at rest at roomair, the physician nust
suppl enent the conpl et ed HCFA-484 (5/97) form and/ or physician s order
by submitting additional evidence justifying the oxygen prescription
including a statenment of the nore conservative types of therapy that
have been tried and have not successfully treated the patient's
hypoxem a

I tem 3b.

Physi ci an/ Provi der Perform ng Tests: Qualifying tests nust be conducted
by a physician or a provider certified to conduct such tests. Because of
the potential for conflict of interest, the results of oxinetry tests
conducted by a DME supplier cannot be accepted to establish the need for
hone oxygen therapy on initial clainms or when acconpanyi ng
recertification. The prohibition does not extend to the results of tests
conducted by a hospital that is a certified provider of such services
that may al so furni sh hone oxygen therapy to the patient directly or

t hrough an associ ated organi zation

Item 3c.

Testing Under Conditions Other Than Room Air: The nost reliable test for
hypoxem a is arterial blood gas tests conducted at roomair. The

physi cian nust, therefore, explain if the testing was conducted ot her
than at roomair.

Item 4.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: OXYCGEN AND OXYGEN EQUI PMENT

Oxygen Flow Rate: A specific flow rate, either continuously or for a

| essor period of daily use, nust be entered. "PRN' prescriptions are
unacceptable. If the prescribed flowrate is to vary with particul ar
activities (e.g., 2 liters per mnute at rest, but 3 liters per mnute
whi | e exercising), physicians should nake this distinction when
conpleting this item

ltem 5.

Oxygen Equi pnrent Prescribed: This itemis conpleted only if a particul ar
formof delivery has been prescribed by the physician. In this case, the
specific formof delivery or supply ordered nust be indicated. To be
covered, the equi pment supplied must fully conformto that prescribed.

ltem 6.

Expl anati on of Need for Anbul atory or Portable Equi prent: Wen

anbul atory or portable equi pnrent has been prescribed in lieu of, or in
addition to, a stationary system an explanation is required. Since
oxygen equi pnent is covered under the Part A DVE provisions, the
necessity for the portable or anbul atory equipnment in the patient's hone
nmust be docunented. The certification nust, therefore, show that the
patient's amount and frequency of anbul ati on, exercise regimen, or other
activities regularly undertaken in and about the hone could not be net
by a stationary system al one. Exanpl es of acceptabl e expl anations

i nclude: "Patient nust ambul ate between the 50 foot limts of stationary
equi prent delivery tubing daily to neet personal needs" or "Patient

regul arly engages in an exercise program or other physical activity in
and around the hone that requires the availability and use of anbul atory
or portable equipnent.”

Once information on the HCFA 484 (5/97) form and/or physician’s orders
est abl i shes the necessity for portable or anbul atory oxygen equi pnment in
and about the honme, use outside the hone will be paid as well.

Attendi ng Physician's Signature and Identification
A legible, handwitten signature nmust be on each form
A Facsimle or Stanped Signature |Is Not Acceptable

The signature nust be dated to show reasonabl e pertinence to the date of
oxygen prescription and date(s) of relevant testing. The full nane,
address, tel ephone nunber and identification nunber of the attending
physician is required to allow verification that the prescribing
physician is authorized to order Medicare services and to otherw se
facilitate clainms developnment. For all initial or revised
certifications, or recertification, the identification nunber to be used
is the Medicare Provider ldentification Number.

Approved by: Harry Feliciano, MD., MP.H Initials:
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332 SOURCE OF | NFORVATI ON
333 Adapted from existing Durable Medical Equi prment Regional Carrier policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Ceneral Parenteral/Enteral Nutrition Therapy Information

CHANGE OF PEN SUPPLI ER

If a beneficiary changes PEN providers during the course of treatnent,
paynment made to the previous provider or to the beneficiary can inpact
rei mbursenment to the new provider. The follow ng rul es have been

est abl i shed for those providers who obtain new busi ness from
beneficiaries already receiving Parenteral or Enteral Nutritiona

t her apy.

PUVPS AND PCLES

If the punp or pole was purchased and Medi care provi ded purchase
benefits, the equipnment is owned by the beneficiary. No additiona

Medi care benefits will be provided for rental or purchase of itens

al ready owned by the beneficiary. In addition, if the beneficiary sells
or discards the owned equi pnent, future rental or purchase of the sane
equi prent is the responsibility of the beneficiary. If the patient is
renting the punp or pole and a rental paynent has been made for the
month in which a change of provider occurs, another rental paynent will
not be made within the sane nonth to the new provider. The patient is
expected to be allowed to continue to use the equi pnent for the duration
of that nonth.

NUTRI ENTS AND SUPPLI ES

Nutrients and supplies are usually provided in quantities sufficient to
meet the patient’s nutritional needs for a period of one nonth. Wen a
change in provider occurs before the end of the one-nmonth period,
over | appi ng or duplicate services rendered by the new provider may
occur. The nutrients and supplies provided by the previous provider are
owned by the beneficiary and should be used to neet his or her
nutritional requirements for the remnaining portion of the nonth.

Exampl e: Wen a patient is transferred fromone nursing facility to
anot her, the remaining nutrients, supplies and equi prent already paid
for by Medicare should be transferred with the patient. The forner
nursing facility does not own these itens or services.

CERTI FI CATE OF MEDI CAL NECESSI TY (CMN) AND RECERTI FI CATI ON

If a change in PEN provider occurs, a newinitial CMN and/or physician's
order should not be submtted by the new provider. CM\Ns and any
recertification provided by the previous provider are acceptable for the
new provider’s clainms. However, it is the responsibility of the new
provider to obtain the necessary information prior to clai msubm ssion

Approved by: Harry Feliciano, MD., MP.H Initials:
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PARENTERAL AND ENTERAL NUTRI TI ON (PEN) | NFUSI ON PUVP RENTAL LI M TATI ONS
1. A period of nedical need ends when Parenteral and Enteral Nutrients

are not nedically necessary for two consecutive nonths. Voluntary
non-billing and institutional care to two or nore nonths does not
affect the 15-nonth period. We will resune cal culating the 15-nonth
peri od when the patient is released fromthe hospital. You cannot
file for an entire nonth’s rental when the patient is hospitalized
during the nmonth. Medicare may request docunentation verifying a
break in medical need of two nmonths or nore before we will approve an
addi ti onal 15-nobnth rental period.

A new 15-nmonth peri od does not begin when the patient changes
suppliers. The new supplier is entitled to the bal ance remnai ning on
the 15-month rental period. Providers must continue supplying the
patient with a punp after the 15-nonth rental is conpleted, as |ong
as the punp is nedically necessary.

The patient (or responsible party) decides whether to rent or
purchase the punp. Medicare will not cover the purchase of a punp
that has net the 15-nmonth rental limt unless the ordering physician
swi tches the prescription between Parenteral and Enteral Nutrients.

The total rental payments will be subtracted fromthe reasonable
charge when a punp is purchased before the 15-nonth rental period is
met. Medicare will not continue rental payments after the punp is
purchased. In addition, Palnmetto Governnent Benefits Administrators
reserves the right to request witten authorization fromthe patient
for a punp purchase.

The followi ng nodifiers nust be used on clainms for PEN punps:

KH Initial claim purchase or first nonth rental
capped rental itens and/or PEN punps

Kl Second or third nonth rental, capped rental itens
and/ or PEN punps

KJ Months four to fifteen, capped rental itens
and/ or PEN punps

Medi care will all ow mai nt enance and servici ng paynents once the 15-
month rental period is conpleted. The mai nt enance charge will equa
one-half nonth’s rental. Use nodifier “M5" with the appropriate punp
procedure code when filing a claimfor the maintenance charge.

Medi care will pay maintenance for Enteral Nutrition punps every siXx
nmont hs and every three nonths for Parenteral Nutrition punps; if the
mai nt enance or service actually was provided.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect :

BLENDERI ZED

1. Justification for

formul as

patient’s nedica
rei mbursed at the Category

GENERAL PARENTERAL/ ENTERAL NUTRI TI ON THERAPY | NFORVATI ON

FORMULAS

justification.

2. A higher

rei nbursenent rate wll

use and hi gher
nmust be indicated on the CWN and/or
record. Blenderized fornulas (B4151) wll
(B4150) rate in the absence of nedica

Equi prent Pol i cy:

be made only when

a. the beneficiary has denonstrated an intol erance to
sem synthetic formul as, or

b. the attendi ng physician submts docunentation,

i ncl ude hospital or other nedical records,
medi cally justifiable contraindications to sem -synthetics.

denonstrati

PATI ENTS RECEI VI NG LESS THAN 20 OR MORE THAN 35 CALCRI ES/ Kg

Most patients require between 20 and 35 cal oris/kg per day to maintain
If a patient falls outside this range, the
reason why. The cal cul ation

wei ght and strength.
certification should docunent the nedica

Public Information

rei nbur senent of bl enderi zed
docunented in the

be

whi ch may

ng

for determining the patient’s intake of calories/kg takes the patient’s
consi deration. This formula is provided on page

wei ght into

NUTRI ENTS OTHER THAN BLENDERI ZED, SEM - SYNTHETI CS OR CATEGORY ||

FORMULAS

If a patient
Cat egories |

i ndi cated on the CWN
necessitates the need for the higher level nutrient or why the patient
could not be maintained on the Category I

has been prescribed an Entera

[1-VlI, justification for
The physici an nust

SKI LLED NURSI NG FACI LI TY (SNF) PATI ENTS

1. The Skilled Nursing Facility (SNF) has the option to furnish PEN
nutrients and supplies directly or through an outside provider
(phar macy, manufacturer, etc.).

Nutrition fornmula in

use of these fornmul as nust
i ndi cate what nedica

be
reason

Sem -synthetic nutrient.

2. If the SNF chooses to have an outside provider furnish the PEN
and nutrients, the SNF will bil

supplies
Medi car e

t hey have Medi care Part

beneficiaries, if they are covered under
B coverage only,

the Internediary for
Medi care Part A

may bill the DVERC

t he SNF

3. If the SNF chooses to furnish the nutrients and supplies directly,
the follow ng distinction nmust be made:

| f

a. when the Medicare beneficiary is an inpatient with Medicare
Part A coverage, the SNF bills the Medicare Part A
Internediary on a reasonabl e cost basis.
Nutrition therapy is classified as ancillary service, and

Par ent er al

Approved by:

Harry Felici ano,

MD., MP.H
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Enteral Nutrition therapy is classified as routine dietary
cost for Medicare reporting purposes.

b. when the Medicare beneficiary is in a long-termfacility
with Medicare Part B coverage only, the SNF bills Part A
using bill type 22x.

HOSPI TAL | NPATI ENTS

1. Wien a patient is in the hospital as an inpatient covered under
Medi care Part A, the PEN therapy for that stay is reinbursed under
the DRG paynent rate by the Medicare Part A Internediary.

2. When a hospital supplies PEN therapy to an inpatient who is not
covered by Medicare Part A and neets the criteria for coverage under
the prosthetic device benefit under Medicare Part B, the claimwith
all necessary docunentation nust be sent by the hospital to the
DMERC. It nust be indicated that the beneficiary is not covered under
Medi care Part A Hospital Plan.

SPECI AL PEN BI LLI NG | NSTRUCTI ON FOR REPORTI NG “ DAYS’, “GRAMS OF PROTEI N’
R “UN TS

Reporting Units of PEN Fornul as

1. For all nutrients and solutions billed, the date range for the Dates
of Service should al ways correspond to the actual nunber of days
billed. If the data does not match, we will check for a change in
orders. If a revision certification and/or physician's order is not
attached, your claimw Il be denied for either a revised
certification formor to verify the nunber of units billed. A
Enteral Nutrient codes are established in 100 cal ories increnents,
therefore, they nust be billed and processed in 100 cal ories
increnments — one unit for every 100 cal ories suppli ed.

2. For Enteral Nutrients, always indicate the nunber of units supplied.
Cal cul ate as foll ows:

Nunber of Cal ories Prescribed 100 x Number of Days Billed =

5

Nunber of Units

Exampl e: Prescribed calories —
1500 per day for 30 days (one nonth)
1500 Cal ori es 100 x 30 Days = 450 Units

5

Monthly Units = 450

Approved by: Harry Feliciano, MD., MP.H Initials:
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3. If a physician orders nore than one nutrient in the same category,
t he charges must be conbined with the caloric units for these
nutrients on one line. Each nutrient and the cal ories per day nust be
listed separately on the certification form

Exanmpl e: The certification indicates Gsnolite at 750 cal ori es per day
and Ensure at 750 calories per day. Both nutrients are in the sane
category and shoul d be coded as B4150, conbi ned and submitted as
fol | ows:

1500 Cal ori es 100 x 30 Days = 450 Units

5

01/01/92-01/ 31/ 92 B4150 450

4. For TPN sol utions, always indicate the nunber of days infused.

Cal cul ating Cal ori es/ Kg

To determine if a patient is receiving less than 20 calories/Kg or nore
than 35 calories/Kg, the follow ng cal cul ati ons nust be done. If the
patient’s intake falls outside this range, an explanation should be
docunented on the CVN form The patient’s weight in pounds nust be
converted to kilogranms by dividing the weight in pounds by 2.2 (the
nunber of kilogranms in one pound):

Wei ght (I bs) 2.2 = Wight in Kilograns

5

Then the prescribed nunber of calories per day should be divided by the
patient’s weight in kilograns. This indicates the nunber of cal ories/Kg
the patient is infusing:

Prescribed Calories Wei ght (Kg) = Calories/Kg

5

PEN SUPPLY AND ADM NI STRATI ON KI TS

Payment for supply and admi nistration kits are based on a per diemrate.
The total nunmber of actual days used should be entered in units field of
the UB92 or in the Days/Units field for EMC transm ssion

PUVPS AND | NTRAVENQUS (1V) POLES

The nunber of units for punp and IV pole is always “1” if billing for a
one nonth period. If billing for a service charge that is |less than your
usual and custonmary charge, use nodifier-52 with the appropriate
procedur e code

ENTERAL NUTRI TI ON TUBES

For Enteral Nutrition tubes, show the actual nunber of tubes provided.

Approved by: Harry Feliciano, MD., MP.H Initials:
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REPORTI NG PARENTERAL NUTRI TI ON GRAM5S OF PROTEI N

Pre-m xed sol utions, granms of protein or am no acid per day must be
reported on the certification form To convert volume and concentration
to grans of protein, the follow ng formula nust be used:

MIlliliters of Solution , 100 x Concentration = Grans of Protein

Fractions of a gram are always rounded up to the next whole gram

Example: Prescription is for Travasol 8.5% 750 ml per day —
750 m 8.5 — 63.75 Rounded to 64 Grans of Protein per Day

5

The granms of ami no acid determ nes which procedure code will be used to
bill the TPN sol ution.
REPORTI NG UNI TS OF LI PI DS
For proper paynent of lipids, use the follow ng formla:
MIlliliters of Lipids x Nunber of Infusions (O Lipids)
During Billing Period , 500
Note: Lipids are billed by nunmber of units — 500 ml of lipids = 1 unit.

Example: Prescription is for 400 m of lipids, three tinmes/week and
billed for a 31 day nonth.

400 M x 13 Infusions 500 = 10 Units

SPECI AL PARENTERAL NUTRI TI ON SOLUTI ONS

Unli ke the method of reporting units as days for other pre-mxed
solutions, units for special solutions (codes B5000, B5100 and B5200)
are reported in the remarks field on page 7 of the UB92 as grans per day
mul tiplied by nunber of days.

Example: Prescription is for Nephramne 5.4% 250 ml per day and billed
for the nonth of April 1996.

250 , 100 x 5.4 = 13.5 Rounded to 14 x 30 Days = 420 Units

Dat e Pl ace Code Char ge Units

04/ 01/ 92- 04/ 30/ 92 12 B5000 $3, 500. 00 420

Note: Medicare will only pay for a one-nonth supply at a tine.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Note: Span dates (i.e., a span of time between the “fronmf and “to”
dates of service) are required when billing for enteral nutrition
fornmul ae, parenteral solutions and all supply kits.

Not e: Documentation requirenents nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

| NTRA- PERI TONEAL NUTRI Tl ON

The Internediary’s policy on Parenteral Nutrition defines parentera
nutrition as the provision of nutritional requirenents intravenously.
VWhen billing nutrients, supplies or punps that are used for intra-
peritoneal nutrition (sometines associated with peritoneal dialysis),
use HCPCS code B9999 (Not Orherwi se Classified for parenteral supplies).
Do not use the specific B codes for parenteral nutrients based on
protein content, etc., when nutrients are used in this fashion

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy

Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Parenteral Nutrition

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age.

B4164 Parenteral nutrition solution: carbohydrates
(dextrose), 50%or less (500 M =1 unit) -
hone m x

B4168 Parenteral nutrition solution; am no acid,

3.5% (500 M =1 unit) — home m X

B4172 Parenteral nutrition solution; am no acid,
5.5%through 7% (500 M =1 unit) — home m X

B4176 Parenteral nutrition solution; amno acid, 7%
through 8.5% (500 M = 1 unit) — honme mXx

B4178 Parenteral nutrition solution, am no acid,
greater than 8.5% (500 mM = 1 unit) — home
m x

B4180 Parenteral nutrition solution; carbohydrates
(dextrose), greater than 50% (500 M = 1 unit)
— hone m x

B4184 Parenteral nutrition solution; lipids, 10%

with administration set (500 M = 1 unit)

B4186 Parenteral nutrition solution, lipids, 20%
wi th administration set (500 M = 1 unit)

B4189 Parenteral nutrition solution; conpounded
am no acid and carbohydrates with
el ectrolytes, trace elenments, and vitam ns,
i ncludi ng preparation, any strength, 10 to 51
grans of protein — premXx

Approved by: Harry Feliciano, MD., MP.H Initials:
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B4193 Parenteral nutrition solution; conpounded
am no acid and carbohydrates with
el ectrolytes, trace elenments, and vitam ns,
i ncludi ng preparation, any strength, 52 to 73
grans of protein — premXx

B4197 Parenteral nutrition solution; conpounded
am no acid and carbohydrates with
el ectrolytes, trace elenments and vitam ns,
i ncludi ng preparation, any strength, 74 to 100
grans of protein — premXx

B4199 Parenteral nutrition solution; conpounded
am no acid and carbohydrates with
el ectrolytes, trace elenments and vitam ns,
i ncl udi ng preparation, any strength, over 100
grans of protein — premx

B4216 Parenteral nutrition; additives (vitamns,
trace el enents, heparin, electrolytes) honme
m x per day

B4220 Parenteral nutrition supply kit; premx, per
day

B4222 Parenteral nutrition supply kit; home mx, per
day

B4224 Parenteral nutrition adm nistration kit, per
day

B5000 Parenteral nutrition solution: conpounded

am no acid and carbohydrates with

el ectrolytes, trace elenments, and vitam ns,

i ncludi ng preparation, any strength, renal -
prem X

B5100 Parenteral nutrition solution: conpounded
am no acid and carbohydrates with
el ectrolytes, trace elenments, and vitam ns,
i ncl udi ng preparation, any strength, hepatic —
prem X

B5200 Parenteral nutrition solution: conpounded
am no acid and carbohydrates with
electrolytes, trace elenments, and vitam ns,
i ncludi ng preparation, any strength, stress
(branch chain am no acids) — prem x

Approved by: Harry Feliciano, MD., MP.H Initials:
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B9004 Parenteral nutrition infusion punp, portable
B9006 Parenteral nutrition infusion punp, stationary
B9999 NCC for parenteral supplies

EO0776 IV pol e

HCPCS MADI FI ER

XA IV pole is used in conjunction with parentera
or enteral nutrition

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 65-10

DEFI NI TI ONS

Parenteral nutrition is the provision of nutritional requirenents
i ntravenously.

COVERAGE AND PAYMENT RULES

Parenteral nutrition is covered for a patient with pernmanent, severe
pat hol ogy of the alinentary tract which does not allow absorption of
sufficient nutrients to maintain weight and strength comensurate with
the patient’s general condition

Cener al

1. The patient nust have a permanent inpairnment. Pernanence does not
require a determ nation that there is no possibility that the
patient’s condition may inprove sonetine in the future. If the
j udgenent of the attending physician, substantiated in the nedica
record, is that the condition is of long and indefinite duration
(ordinarily at least 3 nonths), the test of permanence is considered
nmet. Parenteral nutrition will be denied as non-covered in situations
i nvol ving tenporary inpairnents.

2. The patient nust have:

a. a condition involving the small intestine and/or its exocrine
gl ands which significantly inpairs the absorption of nutrients,
or

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 3 of 21



34
35
36
37

38
39
40

41

42
43

44
45

46

47
48

49

50

51
52
53
54
55
56
57
58
59
60
61
62
63
64

65
66
67

68
69
70
71

72
73
74
75

76

3.

4.

6.

Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: PARENTERAL NUTRI TI ON

b. disease of the stomach and/or intestine which is a notility
di sorder and inpairs the ability of nutrients to be transported
through the G system There nust be objective evidence
supporting the clinical diagnosis.

Parenteral nutrition is non-covered for the patient with a
functioning gastrointestinal tract whose need for parentera
nutrition is only due to:

a. a swall owi ng disorder

b. a tenporary defect in gastric enptying such as a netabolic or
el ectrol yte di sorder

c. a psychol ogi cal disorder inpairing food intake such as
depr essi on

d. a metabolic disorder inducing anorexia such as cancer

e. a physical disorder inpairing food intake such as the dyspnea
of severe pul nonary or cardi ac di sease

f. a side effect of a nedication
g. renal failure and/or dialysis

In order to cover intradialytic parenteral nutrition (IDPN)
docunent ati on nust be clear and precise to verify that the patient
suffers froma permanently inpaired gastrointestinal tract and that
there is insufficient absorption of nutrients to maintain adequate
strength and wei ght. Records shoul d docunent that the patient cannot
be maintained on oral or enteral feedings and that due to severe

pat hol ogy of the alinentary tract, the patient nust be intravenously
infused with nutrients. Infusions nust be vital to the nutritiona
stability of the patient and not supplenental to a deficient diet or
deficiencies caused by dialysis. Physical signs, synptons and test
results indicating severe pathology of the alinentary tract must be
clearly evident in any docunentation submitted. Patients receiving

| DPN nust neet the parenteral nutrition coverage criteria listed

bel ow.

Mai nt enance of wei ght and strength commrensurate with the patient’s
overall health status nust require intravenous nutrition and nust not
be possible utilizing all of the followi ng approaches:

a. nodi fying the nutrient conposition of the enteral diet (e.g.
| actose free, gluten free, lowin long chain triglycerides,
substitution with mediumchain triglycerides, provision of
protein as peptides or amino acids, etc.), and

b. utilizing pharmacol ogic neans to treat the etiol ogy of the
mal absorption (e.g., pancreatic enzynes or bile salts, broad-
spectrum anti biotics for bacterial overgrowth, prokinetic
medi cation for reduced notility, etc.).

Parenteral nutrition is covered in any of the follow ng situations:

Approved by: Harry Feliciano, MD., MP.H Initials:
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a. the patient has undergone recent (within the past 3 nonths)

massi ve small bowel resection leaving £ 5 feet of small bowel
beyond the |iganent of Treitz

b. the patient has a short bowel syndrone that is severe enough
that the patient has net gastrointestinal fluid and el ectrolyte
mal absorpti on such that on an oral intake of 2.5-3 liters/day
the enteral |osses exceed 50% of the oral/enteral intake and

the urine output is <1 liter/day

c. the patient requires bowel rest for at least 3 nonths and is
recei ving intravenously 20-35 cal/kg/day for treatnent of
synptomatic pancreatitis with/w thout pancreatic pseudocyst,
severe exacerbation of regional enteritis, or a proxinal
ent erocut aneous fistula where tube feeding distal to the
fistula isn’t possible

d. the patient has conpl ete nechani cal small bowel obstruction
where surgery is not an option

e. the patient is significantly mal nouri shed (10% wei ght | oss over

3 nmonths or less and serumalbunmin £ 3.4 gniDl) and has very
severe fat nal absorption (fecal fat exceeds 50% of oral/entera
intake o a diet of at |least 50 gmof fat/day as neasured by a
standard 72 hour fecal fat test)

f. the patient is significantly mal nourished (10% wei ght | oss over
3 nonths or less and serumalbumin £ 3.4 gniDl)) and has a
severe notility disturbance of the small intestine and/or
stomach which is unresponsive to prokinetic medication and is
denonstrated either:

scintigraphically (solid nmeal gastric enptying study
denonstrates that the isotope fails to reach the right
colon by 6 hours follow ng ingestion), or

radi ographically (barium or radiopaque pellets fail to
reach the right colon by 6 hours foll ow ng
adm ni stration).

Not e: These studi es nmust be perfornmed when the patient is not acutely
ill and is not on any nedication that woul d decrease bowel notility.

Not e:  Unresponsiveness to prokinetic medication is defined as the
presence of daily synptonms of nausea and vomiting while taking maxi mal
doses.

7. For criteria a-f above, the conditions are deened to be severe enough
that the patient would not be able to maintain weight and strength on
only oral intake or tube enteral nutrition.

8. Patients who do not neet criteria 6.a.-6.f. above nust neet criteria
5.a. and 5.b. above (nodification of diet and pharmacol ogi c
intervention) plus criteria 8.a. and 8.b. bel ow

Approved by: Harry Feliciano, MD., MP.H Initials:
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a. the patient is mal nourished (10% wei ght | oss over 3 nonths or
| ess and serumal bumin £ 3.4 gni D), and

b. a disease and clinical condition hs been docunented as being
present and it has not responded to altering the manner of
delivery of appropriate nutrients (e.g., slow infusion of
nutrients through a tube with the tip located in the stomach or

j €j unum .

9. The followi ng are sone exanpl es of noderate abnormalities which would
require a failed trial of tube enteral nutrition before parentera
nutrition woul d be covered:

a. noderate fat mal absorption (fecal fat exceeds 25% of
oral /enteral intake on a diet of at |east 50 gmof fat/day as
measured by a standard 72 hour fecal fat test)

b. di agnosis of mal absorption with objective confirmation by
nmet hods ot her than 72 hour fecal fat test (e.g., Sudan stain of
stool, d-xylose test, etc.)

c. gastroparesis which has been denonstr at ed:

radi ographically or scintigraphically as described in
6.f. above with the isotope or pellets failing to reach
the jejunumin 3-6 hours, or

by manonetric notility studies with results consistent
wi th an abnormal gastric enptying, and which is
unresponsi ve to prokinetic medication

a small bowel notility disturbance which is unresponsive
to prokinetic nedication, denonstrated with a gastric to
right colon transit tinme between 3-6 hours

smal | bowel resection leaving <5 feet of small bowel
beyond the |iganent of Treitz

short bowel resection leaving > 5 feet of small bowel
beyond the |iganent of Treitz

short bowel syndrone that is not severe (as defined in
6. b.

mld to noderate exacerbation of regional enteritis, or
an enterocutaneous fistula

partial mechani cal small bowel obstruction where surgery
is not an option

Note: Definition of a Tube Trial -

A concerted effort must be made to place a tube. For gastroparesis, tube
pl acenent nust be post-pylorus, preferably in the jejunum Use of a
doubl e [umen tube shoul d be considered. Placenent of the tube in the

Approved by: Harry Feliciano, MD., MP.H Initials:
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j €j unum nmust be objectively verified by radi ographi c studies or
fluoroscopy. Placenent via endoscopy or open surgical procedure would
al so verify location of the tube, however they are not required.

10.Atrial with enteral nutrition nust be made, with appropriate
attention to dilution, rate, and alternative fornulas to address side
effects of diarrhea.

11. Exanples of a failed tube trial would be:

a. a person who has had docunented placenment of a tube in the
post-pyl oric area continues to have problenms with voniting and
on radi ographi c recheck the tube has returned to the stomach

b. after an attenpt of sufficient tine (5-6 hours) to get a tube
into the jejunum the tube does not progress and remains in the
stomach or duodenum An attenpt of enteral tube feeding with a
very slowdrip was made. It was initially tolerated well but
vom ting occurred when the rate was increased.

c. after placenent of the tube in the jejunumand 1-2 days of
enteral tube feeding, the person has vomting and di stension

d. a tube is placed appropriately and remains in place. Entera
nutrition is initiated and the concentration and rate are
i ncreased gradually. Over the course of 3-4 weeks, attenpts to
i ncrease the rate and/or concentration and/or to alter the
formula to reach the targeted intake are unsuccessful, with
increase in diarrhea, bloating or other limting synptons, and
the person is unable to neet the needed nutritional goals
(stabilize at desired weight or gain weight as needed).

12. Parenteral nutrition can be covered in a patient with the ability to
obtain partial nutrition fromoral intake or a conbination of
oral /enteral (or even oral/enteral/parenteral) intake as long as the
following criteria are met:

a. a permanent condition of the alinentary tract is present which
has been deened to require parenteral therapy because of its
severity (criteria 6.a.-6.f., or

a permanent condition of the alinmentary tract is present
whi ch i s unresponsive to standard nedi cal nanagenent
(criterion 8.h.), and

b. the person is unable to maintain weight and strength (criterion
8.9.).

13. parenteral nutrition would usually be non-covered for patients who do
not neet these criteria but will be considered on an individual case
basis if detail ed docunentation is submtted.

14. The nedi cal necessity of continued parenteral nutrition nmust be
recertified 6 nonths after the initial claim Patients covered under
criteria 6.a. or 6.b. should have docunentation that adequate smal
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bowel adaptation had not occurred which would pernmit tube enteral or
oral feedings. Patients covered under 6.c. should have docunentation
of worsening of their underlying condition during attenpts to resune
oral feedings. Patients covered under 6.d. should have docunentation
of the persistence of their condition. Patients covered under 6.e.
6.f., 8.9., 8. h. should have docunentation that sufficient

i nprovenent of their underlying condition had not occurred which
woul d permt discontinuation of parenteral nutrition. Coverage for
these patients would be continued if the treatnment had been effective
as evidenced by an inprovenment of weight and/or serum al bumn. |f
there had been no inprovenment, subsequent clainms will be denied

unl ess the physician clearly docunents the nmedi cal necessity for
continued parenteral nutrition and any changes to the therapeutic
regimen that are planned — e.g., an increase in the quantity of
parenteral nutrients provided.

If the coverage requirenments for parenteral nutrition are net,
medi cal | y necessary nutrients, adm nistration supplies, and equi pnent
are covered.

No nmore than one nmonth’s supply of parenteral nutrients, equipnent or
supplies is allowed for one nmonth’s prospective billing. O ains
submtted retroactively, however, may include multiple nonths.

The ordering physician is expected to see the patient within 30 days
prior to the initial certification or required recertification (but
not revised certifications). If the physician does not see the
patient within this time frane, he/she nust docunment the reason why
and descri be what other nonitoring nethods were used to evaluate the
patient’s parenteral nutrition needs.

Parenteral nutrition provided by a skilled nursing facility (SNF) to
a Part A covered patient is billed by the SNF to the Internediary. No
paynment from Part B is available to a SNF when the SNF furni shes
parenteral nutrition services to a beneficiary in a stay covered by
Part A Furthernore, if a beneficiary is not covered by Part A,
parenteral nutrition is eligible for coverage under Part B and is
billed to the Intermediary using a 22x bill type, regardl ess of

whet her it is furnished by a SNF or an outside supplier

Nutrients

1

Parenteral nutrition solutions containing little or no am no acids
and/ or carbohydrates would be covered only in situations A, B, or D
(above).

2. Atotal daily caloric intake (parenteral, enteral and oral) of 20-35
cal/kg/day is considered sufficient to achieve or nmaintain
appropriate body weight. The ordering physician nmust docunent in the
nmedi cal record the medical necessity for a caloric intake outside
this range in an individual patient. This information nmust be
avail able to the Internediary on request.

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 8 of 21



248
249
250
251

252
253
254
255

256

257
258
259
260

261
262
263
264
265

266
267
268
269

270

271
272
273

274
275
276

277
278

279

280
281
282

283
284
285
286
287

Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: PARENTERAL NUTRI TI ON

3. The ordering physician nmust docunent the medi cal necessity for
protein orders outside of the range of 0.8-1.5 gm kg/day, dextrose
concentration |l ess than 10% or lipid use greater than 15 units of a
20% sol ution or 30 units of a 10% sol uti on per nonth.

4. Special parenteral formulas (B5000-B5200) are rarely nedically
necessary. |If the nedical necessity for these fornulas is not
substanti ated, paynment will be made for the nedically appropriate
for mul a.

Equi pnrent and Supplies

1. Infusion punps (B9004-B9006) are covered for patients in whom
parenteral nutrition is covered. Only one punp (stationary or
portable) will be covered at any one tinme. Additional punps will be
deni ed as not nedically necessary.

2. When parenteral nutrition is admnistered in a outpatient facility,
the punp used for its admnistration and IV pole will be denied as
not separately payable. The punp and pole are not considered as
rentals to a single patient but rather as itens of equi prment used for
mul tiple patients.

3. If the coverage requirenments for parenteral nutrition are net, one
supply kit (B4220 or B4222) and one adnministration kit will be
covered for each day that parenteral nutrition is admnistered, if
such kits are nedically necessary and used.

RELATED CLI NI CAL | NFORVATI ON

VWhen nutritional support other than the oral route is needed, tube
enteral nutrition is usually preferable to parenteral nutrition for the
foll owi ng reasons:

a. inafluidrestricted patient, tube enteral nutrition permts
delivery of all necessary nutrients in a nore concentrated
vol ume than parenteral nutrition

b. tube enteral nutrition allows for safer honme delivery of
nutrients.

CODI NG GUI DELI NES

1. when hone nix parenteral nutrition solutions are used, the conponent
car bohydrates (B4164, B4180), ami no acids (B4168-B4178), additives
(B4216) and lipids (B4184, B4186) are all separately billable.

2. When prem x parenteral nutrition solutions are used (B4189-B4199,
B5000- B5200) there nmust be no separate billing for the carbohydrates,
am no acids or additives (vitam ns, trace el enents, heparin,

el ectrolytes). However, lipids are separately billable with premx
sol uti ons.
Approved by: Harry Feliciano, MD., MP.H Initials:
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VWhen an IV pole (EO776) is used in conjunction with parentera
nutrition, the XA nodifier should be added to the code.

VWhen codes B4189-B4199, one unit of service represents one day’s
supply of protein and carbohydrate regardl ess of the fluid vol une
and/ or the nunber of bags. For exanple, if 60 grans of protein are
adm ni stered per day in two bags of a prem x solution each containi ng
30 granms of amino acids, correct coding is one (1) unit of B4193, not
two units of B4189.

For codes B5000- B5200, one unit of service is one gram of am no acid.

Parenteral nutrition solutions containing | ess than 10 gramnms of
protein per day are coded using the m scel |l aneous code B9999.

DOCUMENTATI ON REQUI RED

1

The CWN for parenteral nutrition may be conpl eted by soneone ot her
than the ordering physician. The person conpleting the informtion on
the form may not be the provider. However the CWN nust be reviewed
for the accuracy of the information and signed and dated by the
ordering physician to indicate agreenent. the CWN for parentera
nutrition is DVERC 10.

Addi tional docunentation nust be included with the first claimfor
parenteral nutrition. The type of docunmentation relates to which
situation (6.a.-6.e., 8g., 8.h.) in COVERAGE AND PAYMENT RULES,
generally serves as the basis for coverage. For situations 6.a.-6.d.
t he docunentation should include copies of the operative report
and/ or hospital discharge sunmary and/or x-ray reports and/or
physician letter that docunent the condition and the necessity for
parenteral therapy. For situations 6.e. and 8.h. (when appropriate),
include the results of the fecal fat test and dates of the test. For
situations 6.f. and 6.h. (when appropriate), include a copy of the
report of the small bowel notility study and a Iist of nedications
that the patient was on at the time of the test. For situations 6.e.
6.f., 8.g. and 8.h., include results of serum al bum n and date of
test (wwthin 1 week prior to initiation of parenteral nutrition, PN)
and a copy of a nutritional assessment by a physician, dietitian or
other qualified professional within 1 week prior to initiation of PN
to include the follow ng information:

a. current weight with date and weight 1-3 nonths prior to
initiation of PN

b. estimated daily calorie intake during the prior nmonth and by
what route (e.g., oral, tube)

c. statenment of whether there were caloric | osses fromvoniting or
di arrhea and whet her these estinated | osses are reflected in
the cal ori e count

Approved by: Harry Feliciano, MD., MP.H Initials:
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d. description of any dietary nodifications nmade or suppl enents
tried during the prior nonth (e.g., low fat, extra medi um chain
triglycerides, etc.)

3. For situations described in 8.h., include a statement fromthe
physi ci an, copies of objective studies, and excerpts of the nedical
record giving the follow ng information

a. specific etiology for the gastroparesis, small bowel
dysnotility, or mal absorption

b. a detailed description of the trial of tube enteral nutrition
i ncludi ng the begi nning and ending dates of the trial, duration
of time that the tube was in place, the type and size of tube,
the location of tip of the tube, the name of the entera
nutrient, the quantity, concentration, and rate of
adm ni stration, and the results

c. a copy of the x-ray report or procedure report docunenting
pl acenent of the tube in the jejunum

d. prokinetic nedications used, dosage, and dates of use

e. non-dietary treatnent given during prior nmonth directed at
etiol ogy of nal absorption (e.g., antibiotic for bacterial
over gr owt h)

f. any medications used that mght inmpair G tolerance to entera
feedings (e.g., anticholinergics, opiates, tricyclics,
phenot hi azi nes, etc.) or that mght interfere with test results
(e.g., mneral oil, etc.) and a statenment explaining the need
for these nedi cations.

4. Any other information that supports the nmedi cal necessity for
parenteral nutrition may al so be included.

5. For the Initial Certification and for Revised Certifications or
Recertification involving a change in the order, there must be
addi ti onal docunentation to support the nedical necessity of the
followi ng orders, if applicable:

a. the need for special nutrients (B5000-B5200)

b. the need for dextrose concentration [ess than 10%

c. the need for lipids nmore than 15 units of a 20% sol ution or 30
units of a 10% sol uti on per nonth

6. After the initial certification of parenteral nutrition itens,
recertification is required every 30 days for skilled nursing
facilities and every 62 days for hone heal th agenci es and
conprehensi ve outpatient rehabilitation facilities, docunenting the
patient’s continued need for therapy.

7. The Recertification must include a physician s statenment descri bing
the continued need for parenteral nutrition. For situations 6.e.
6.f., 8.9., 8.h., the Recertification nust include the results of the
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nmost recent serum al bumin (within 2 weeks of recertification) and the
patient’s nost recent weight with the date of each. If the results

i ndicate mal nutrition, there should be a physician’ s statenent

descri bing the continued need for parenteral nutrition and any
changes to the therapeutic regi men that are planned.

VWhen code B9999 is billed, the claimnust include a clear description
of the item the quantity provided, and the nedi cal necessity of the
itemfor the patient.

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy.
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385 ENTERAL NUTRI ENTS PRODUCT CLASSI FI CATI ON
Cat egory Product Nane HCPCS Code
1 AMTF B4150
Attain L.S

Attain K D.S.

Boost

Enf ami |

Ensure

Ensure HN

Ensure H gh Protein
Ensure Powder
Ensure with Fi ber
Entera

Entera Isotonic
Entera I sotonic Fiber
Entralife HN
Entralife HN Fi ber
Entralife HN-2
Entrition HN

Fi berl an

Fi ber source

Fi ber source HN
Fortison

Fl ytrol

Approved by: Harry Feliciano, MD., MP.H Initials:
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Hearty Bal ance

Introlite
| socal

I socal HN
I socal 11
| sofi ber

| sol an

I som |

| sosource

| sosource HN

Jevity

Jevity Pl us

Ki nder cal
Lonal ac

Meritene
Naturite
Ni trol an
NuBasi cs
NuBasi cs
NuBasi cs
Nut r apak

Nut ram gen

Nutren 1.0

w th Fi ber

VHP

Nutren 1.0 with Fi ber

Public Information
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Nut ren Juni or

Nut ren Juni or Fi ber

Nutren VHP
Nutri-Drink
Nutrilan
Nutrition
Csnmolite
Csnolite HN
Csnolite HN
Pedi asure
Pedi asure w
Por t agen
Pro- Pepti de
Pr oBal ance

Pronot e

Pl us
th Fi ber
for Kids

Pronote with Fi ber

Resour ce

Resource Di abetic

Resource for

Ki ds

Simlac with Iron

Susta ||

Sust acal

Sust acal Basic

Sust acal Fi ber

Approved by: Harry Feliciano, MD.,
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U tracal
Conpl eat - B
Conpl eat -B nodi fi ed
Conpl ete Pediatric
Pr oSobee

N Conpl y B4152
Deliver 2.0
Ensure Pl us
Ensure Plus HN
Entrition 1.5
| soSource 1.5
| sotera Isotonic
Li pi sorb
Magnacal Renal
Naturite Plus
Newtrition 1.5
NuBasics 2.0 Conpl ete
NuBasi cs Pl us
Nutren 2.0
Nutri-Drink Plus
Nutri Assist 1.5
Nutrition Plus
Nut ri vent

Resource Pl us

Approved by: Harry Feliciano, MD., MP.H Initials:
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Respal or

Sust acal Pl us
Twocal HN

U tral an
Accupepha
Criticare HN
I sotein

L- Enent al

L- Enental Pediatric

Equi pnent

Pol i cy:

Neocate | nfant Fornul a

Neocate One + Liquid
Neocate One + Powder
Neocat e One Powder
Pepti cal

Reabi | an

Travasorb HN

Vital HN

Vi vonex Pediatric
Accupep HPF

Adver a

Alitraqg

Anmi nAi d

Choi ce DM

Citrotein

Public Information

PARENTERAL NUTRI Tl ON

B4153

B4154
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Cruci al

Di abeti source
Entera OPD

Ful fil

Pept amen VHP
Pept ami n Juni or
Perative
Pregestim |

Pro- Pepti de

Pro- Pepti de VHN
Protain XL

Provi de

Pul nocar e

Reabi | an HN
Renal cal

Repl et e

G ucer na

G uco-Pro
Hepatic A d

| mpact
| npact 1.5

| mpact with Fi ber
| nun- Ai d

| sosource VHN

Public Information
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L- Emental Hepatic
L- Enental Pl us
Li pi sorb
Nepr o
Novasour ce Renal
Nut ri Hep
Nut ri vent
Pept amen
Repl ete with Fi ber
SLD
SandoSour ce Peptide
Stresstain
Supl ena (Repl ena)
Traumacal
Travasorb MCT
Travasorb Renal
Vi vonex Pl us
Vivonex T.E. N

\% Casec B4155
El enentra
Fi brad
MCT Q|
Mcrolipid

Mbducal

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pol ycose
Pr oSour ce
Prom x

Pr oMod

Equi prent Pol i cy:

Public Information
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Propac Pl us

ProSource Protein

Suppl enment

Ross Car bohydrate Free

Sunacal
Vi Tol er ex B4156
Travasorb STD Powder
Approved by: Harry Feliciano, MD., MP.H Initials:
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387 Note: Parenteral Nutrition supply kits and their conponents are

388 general ly considered all-inclusive itens necessary to adm nister therapy
389 for a one nonth period. Paynent will not be made to providers or

390 beneficiaries for additional conponents billed separately. Itens in the
391 different kits include, but are not limted to:

B4220 B4222 B4224

Supplies — Pre-M x Suppl i es — Hone Admi n. Kit
m x
G oves Cont ai ners Adm nSet s/ Leur
Tape/ W pes d oves Cont ai ners
Al cohol W pes Destruclip Lock and Iso.
Al cohol

Mcron Filter Acet one 2 or 3-way

Provi done | odi ne
Acet one

Scrub

Provi done | odi ne
Provi done Sticks
Gauze Sponges
Heparin Fl ush

M cr opore Tape
Pl astic Tape

I nj ecti on Caps

I so. Al cohol
Provi done | odi ne
Scrub

Provi done Swabs
Provi done Sticks
Gauze Sponges
Heparin Fl ush

I nj ecti on Caps
M cr opore Tape
Pl astic Tape

Connectors

d anps

Punp Cassettes
Ext ensi on Sets
A nt nent

Syringes Needl es
Needl es Syringes
Ket o-di asti x Ket o-di asti x
Destruclip
392
Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Enteral Nutrition

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

B4034 Enteral feeding supply kit; syringe, per
day

B4035 Enteral feeding supply kit; punp fed,
per day

B4036 Enteral feeding supply kit; gravity fed,
per day

B4081 Nasogastric tubing with stylet

B4082 Nasogastric tubing w thout stylet

B4083 St omach tube-1evine type

B4084 Gastrostony/jej unost oy tubi ng

B4085 Gastrostony tube, silicone with sliding

ring, each

B4150 Enteral formul ae; category I, semi -
synthetic intact protein/protein
i sol ates, 100 calories=1 unit

B4151 Enteral formul ae; category |I: natura
intact protein/protein isolates, 100
cal ories=1 unit

B4152 Enteral formul ae; category Il: intact
protein/protein isolates (calorically
dense), 100 cal ories=1 unit

B4153 Enteral formul ae; category |11
hydrol i zed protein/am no acids, 100
calories =1 unit

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 1 of 11



10

11

12

13

14
15

Pal nett o GBA Dur abl e Medi cal

B4154

B4155

B4156

B9000

B9002

B9998

EO0776

Subj ect :

Enteral formul ae;
formula for special

Equi prent Policy: Public Information

ENTERAL NUTRI Tl ON

calories=1 unit

Enteral formnul ae;

conponents (protein, car
fat), 100 calories=1 unit

Enteral formnul ae;

st andardi zed nutrients,

uni t

category |IV: defined
nmet abol i ¢ need, 100

category V: nodul ar

bohydr at es,

category VI:

100 cal ori es=1

Enteral nutrition infusion punp-w thout

al arm

Enteral nutrition infusion punp-wth

al arm

NCC for enteral supplies

IV pol e

HCPCS MODI FI ERS

XA

Y

IV pol e used in conjunction with
or enteral nutrition

par ent er al

Potentially non-covered item or service

billed for

deni al or at

beneficiary’s

request (not to be used for nedica
necessity deni al s)

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE

HCFA Pub. 6, Coverage |ssues Manual 65-10

DEFI NI TI ON

Enteral nutrition is the provision of nutritional requirenents through a
tube into the stonach or smal

i nt estine.

Approved by:

Harry Felici ano,

MD., MP.H
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: ENTERAL NUTRI TI ON

COVERAGE AND PAYMENT RULES

Cener al

1. Enteral nutrition is covered for a patient who has:

a. permanent non-function or disease of the structures that
normally permt food to reach the small bowel, or

b. disease of the small bowel which inpairs digestion and
absorption of an oral diet

ei ther of which requires tube feeding to provide sufficient
nutrients to maintain weight and strength conmensurate with the
patient’s overall health status. The patient nust have a permanent
i mpai rment. Pernmanence does not require a determination that there
is no possibility that the patient’s condition may inprove
sonmetine in the future. If the judgenent of the attending
physi ci an, substantiated in the medical record, is that the
condition is of long and indefinite duration (ordinarily at |east
3 nonths), the test of permanence is considered net. Entera
nutrition will be denied as non-covered in situations involving
tenporary inpairnents.

The patient’s condition could be either anatomc (e.g., obstruction
due to head and neck cancer to reconstructive surgery, etc.) or due
to a notility disorder (e.g., severe dysphagia follow ng a stroke,
etc.). Enteral nutrition is non-covered for patients with a
functioning gastrointestinal tract whose need for enteral nutrition
is due to reasons such as anorexia or nausea associ ated with nood
di sorder, end-stage di sease, etc.

The patient must require tube feedings to maintain weight and
strength conmensurate with the patient’s overall health status.
Adequate nutrition nmust not be possible by dietary adjustnment and/or
oral supplements. Coverage is possible for patients with partial
impairment- e.g., a patient with dysphagi a who can swal | ow snal
amounts of food or a patient with Crohn's di sease who requires

prol onged i nfusion of enteral nutrients to overcone a problemw th
absorpti on.

Enteral nutrition products that are admi nistered orally and rel ated
suppl i es are non-covered.

If the coverage requirenments for enteral nutrition are net, nedically
necessary nutrients, adm nistration supplies, and equi pnment are
covered.

No nmore than one nmonth’s supply of enteral nutrients, equipnment or
supplies is allowed for one nmonth's prospective billing. O ains
submtted retroactively, however, may include multiple nonths.

The ordering physician is expected to see the patient within 30 days
prior to the initial certification. If the physician did not see the
patient within this tinmefranme, he/she nust document the reason why

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: ENTERAL NUTRI TI ON

and descri be what other nonitoring nethods were used to evaluate the
patient’s enteral nutrition needs.

Enteral nutrition provided by a skilled nursing facility (SNF) to a
Part A covered patient is billed by the SNF to the Internediary. No
paynment from Part B is available to a SNF when the SNF furni shes
enteral services to a beneficiary in a stay covered by Part A If a
beneficiary is not covered by Part A enteral nutritionis eligible
for coverage under Part B and should be billed to the Internedi ary
regardl ess of whether it is furnished by a SNF or an outside
supplier.

Nutrients:
1

Enteral formulas consisting of sem -synthetic intact protein/protein
i sol ates (B4150) are appropriate for the majority of patients
requiring enteral nutrition. Formulas consisting of natural intact
protein/protein isolates, code B4151, are covered for patients with
an allergy or intolerance to sem -synthetic formul ae (B4150).
Calorically dense formulas (B4152) are covered if they are ordered
and are nedically necessary. The nedical necessity for special
enteral formulas B4151, B4153-B4156) will need to be justified in
each patient. If the nmedical necessity for these formulas is not
substanti ated, paynment will be based on the allowance for the |east
costly alternative, code B4150.

Baby food and other regular grocery products that can be bl enderized
and used with the enteral systemw || be denied as non-covered.

A total daily calorie intake of 20-35 cal/kg/day is considered
sufficient to achieve or maintain appropriate body wei ght in nost
pati ents. The ordering physician nust docunment the nedical necessity
for a caloric intake outside this range in an individual patient.
This information nust be available to the Intermedi ary on request.

Equi pnent and Suppl i es:

1

Enteral nutrition may be administered by syringe, gravity or punp.
Sonme enteral patients may experience conplications associated with
syringe or gravity nethod of administration. If a punp (B9000-B9002)
is ordered, there nust be docunentation acconpanying the Certificate
of Medi cal Necessity (CMN) and/or physician’s order to justify its
use (e.g., gravity feeding is not satisfactory due to reflux and/or
aspiration, severe diarrhea, dunping syndrone, adnministration rate

| ess than 100 m/hr, blood glucose fluctuations, circulatory

overl oad, jejunostony tube used for feeding). If the nedica
necessity of the punp is not docunented, the punp will be denied as
not medi cally necessary.

The feeding supply kit (B4034-B4036) nust correspond to the nethod of
adm nistration. If a punp supply kit (B4035) is ordered and the

medi cal necessity of the punp is not docunented, paynent will be
based on the all owance for the | east costly alternative B4036.

Approved by: Harry Feliciano, MD., MP.H Initials:
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More than three nasogastric tubes (B4081-B4083), or one gastrostony
or jejunostony tube (B4084, B4085) every three nonths is rarely
medi cal | y necessary.

CODI NG GUI DELI NES

1

VWhen enteral nutrition is covered, dressings used in conjunction with
a gastrostony or enterostony tube are included in the supply kit code
(B4034-B4036) and should not be billed separately using dressing
codes.

Categories of enteral nutrition are based on the conposition and
source of ingredients in each enteral nutrient product. Only those
products included in the Product O assification List published by the
DMVERCs may be billed using code B4154 or B4155. |If a manufacturer or
provi der thinks that another product nmeets the definition of this
code, they should contact Medicare Part A Service Center.

VWhen an IV pole (EO776) is used for enteral nutrition adm nistered by
gravity or a punp the XA nodifier should be added to the code.

DOCUMENTATI ON REQUI RED

1

Wth initial clainms for enteral nutrition formulas and punps, a
Certificate of Medical Necessity (CWN) and/or physician’ s order nust
be on file and nade avail able to the Internedi ary upon request.
Section B of the CMN for enteral nutrition nmay be conpl eted by
someone ot her than the treating physician, so long as it is not
anyone in a financial relationship with the provider. However, the
CWN nust be reviewed for the accuracy of the information and signed
and dated by the treating physician to indicate agreenment. The CWN
for enteral nutrition is HCFA Form 853.

A new order for enteral nutrients is required when

a. aformula billed with a different code whi ch has not been
previ ously ordered, or

b. enteral nutrition services are resuned after they have not been
required for two consecutive nonths.

A new order for a punp (B9000 or B9002) is required if entera
nutrition services involving use of a punp are resuned after they
have not been required to two consecutive nonths. An order is also
required for a punp if a patient receiving enteral nutrition by the
syringe or gravity nethod is changed to adm nistration using a punp
(inthis latter situation, a new order is required for the nutrient
whi ch indicates the change to the punp nethod of adm nistration-
Question #13 on the CW).

In addition to the reason |listed above, a new order is required when
for a fornmula that has been previously ordered:

a. the nunber of calories per day is changed, or

Approved by: Harry Feliciano, MD., MP.H Initials:
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b. nunber of days per week adm nistered is changed, or

c. the nethod of administration (syringe, gravity, punp)
changes, or

d. route of admi nistration is changed fromtube feedings to
oral feedings (if billing for denial), or

e. if a Category IV or V enteral nutrient being provided is
changed.

The initial date listed in Section A of a Revised CW and/or the new
physician’s order for codes B4154 or B4155 nmust match the initial
date on the certification record for code B4154 or B4155 whi ch has
been set up by the Internediary.

Regul arly schedul ed re-certifications are required every 30 days for
Skilled Nursing Facilities and every 62 days for Hone Heal th Agencies
and Conprehensive Qutpatient Rehabilitation Facilities. A re-
certification and/or physician’s order is required if the physician
indicates a length of need of less than lifetinme on the CWN and
subsequently orders a greater length of need. Re-certification may

al so be requested on an individual basis at the discretion of the

I nternediary.

The Initial Certification and/or physician’s order must be
acconpani ed by adequate docunentation to support the nedica
necessity of the follow ng orders, if applicable:

a. the need for special nutrients (B4151, B4153-B4156)
b. the need for a punp

Each claimsubmtted with code B4154 or B4155 nust include the
product nane of the nutrient that is provided.

If two Category IV or two Category V nutrients are being provided at
the sane tine, they should be billed on a single claimline with the
units of service reflecting the total calories of both nutrients.

If a provider is billing for itens that are non-covered, this nmust be
i ndicated on the claim The recommended way of doing this is to add
the ZY nodifier to the code. If ZY is used, a brief description of

t he reason for non-coverage should be included (e.g., B4150ZY-
nutrient given orally; no tube).

VWhen a certification is required, the certification nust include a
copy of the CWMN and/or physician’s order and be available to the
I nt ernedi ary upon request.

Docunent ati on requirements nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy.
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Subj ect: ENTERAL NUTRI TI ON

Public Information

ENTERAL NUTRI TI ON PRODUCT CLASSI FI CATI ON

Category | — HCPCS Code: B4150
AMIF Newtrition (flavor)
Attain L.S. Newtrition |sofiber

Attain K D. S

Newtrition |sotonic

Boost Ni trol an

Enf ami | NuBasi cs

Ensure NuBasi cs wi th Fi ber
Ensure HN NuBasi cs VHP

Ensure H gh Protein

Nut r apak

Ensure Powder

Nut ram gen

Ensure with Fi ber Nutren 1.0

Entera Nutren 1.0 with Fiber
Entera Isotonic Nutren Juni or

Entera I sotonic Fiber Nutren Juni or Fi ber
Entralife HN Nutren VHP
Entralife HN Fi ber Nutri-Drink
Entralife HN-2 Nutrilan

Entrition HN Nutrition

Fi berl an Csnolite

Fi ber sour ce

Gsnolite HN Pl us

Fi ber source HN

GCsonplite HN

Fortison Pedi asur e
dytrol Pedi asure wi th Fi ber
Approved by: Harry Feliciano, MD., MP.H Initials:
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Public Information

Subj ect: ENTERAL NUTRI TI ON
Hearty Bal ance Por t agen
| socal Pro-Peptide for Kids
| socal HN Pr oBal ance
| sof i ber Pronot e
I sol an Pronote with Fiber
| somi | Resour ce
| sosource Resource Di abetic

| sosource HN

Resource for Kids

Jevity Simlac with Iron
Jevity Pl us Susta I
Ki nder cal Sust acal
Lonal ac Sust acal Basic
Meritene Sust acal Fi ber
Naturite U tracal

Category | — HCPCS Code: B4151
Conpl eat - B Pr oSobee
Conpl ete Pediatric

Category Il — HCPCS Code: B4152
Conpl y NuBasi cs Pl us
Deliver 2.0 Nutren 1.5
Ensure Pl us Nutren 2.0

Ensure Pl us HN

Nutri-Drink Plus

Approved by:

Harry Felici ano,

MD., MP.H
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Equi prent Pol i cy:

ENTERAL NUTRI Tl ON

Public Information

Entrition 1.5

Nutri Assist 1.5

Deliver 2.0

Nutrition Plus

Il soSource 1.5

Nut ri vent

| sotera | sotonic

Resource Pl us

Li pi sorb Respal or
Magnacal Renal Sust acal Pl us
Naturite Plus Twocal HN
Newtrition 1.5 U tral an

NuBasics 2.0 Conplete

Approved by:

Harry Felici ano,

MD., MP.H
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Subj ect: ENTERAL NUTRI TI ON
Category Il — HCPCS Code: B4153
Accupepha Pepti cal
L- Enent al Reabi | an
L- Enental Pediatric Travasorb HN

Neocate | nfant Fornul a

Vital HN

Neocate One + Powder

Vi vonex Pediatric

Neocat e One Powder

Category IV — HCPCS Code: B4154
Accupep HPF Nut ri vent
Adver a Pept anen
Alitraq Pept anen VHP
Am nAi d Pept ami n Juni or
Choi ce DM Perative
Citrotein Pregestim |
Cruci al Pro- Pepti de

Di abeti source

Pro- Pepti de VHN

Entera OPD Protain XL
Ful fil Provi de
G ucer na Pul nocar e
G uco-Pro Reabi | an HN
Hepatic A d Renal cal
| mpact Repl et e
| mpact 1.5 Repl ete with Fi ber
Approved by: Harry Feliciano, MD., MP.H Initials:
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Equi prent Pol i cy:

Subj ect: ENTERAL NUTRI TI ON

Public Information

| mpact with Fi ber

SLD

| nmrun- Ai d

SandoSour ce Pepti de

| sosource VHN

Stresstein

L- Emental Hepatic Supl ena (Repl ena)
L- Enental Pl us Traumacal

Li pi sorb Travasorb MCT
Nepr o Travasorb Renal

Novasour ce Renal

Vi vonex Pl us

Nut ri Hep Vi vonex T.E.N.
Category V — HCPCS Code: B4155
Casec Pr oSour ce
El enentra Prom x
Fi brad Pr oMbd
MCT O | Propac Pl us
Mcrolipid ProSource Protein Suppl enment
Moducal Ross Car bohydrate Free
Pol ycose Sumacal
Category VI — HCPCS Code: B4156
Tol er ex Vi vonex STD Powder
Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Patient Lifts

HCPCS CODES
E0621 Sling or seat patient lift, canvas or nylon
E0625 Patient lift, Kartop, bathroomor toilet
E0630 Patient lift, hydraulic, with seat or sling
E0635 Patient Iift, electric, with seat or sling

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-9

I NDI CATI ONS

Alift is covered if transfer between bed and a chair, wheelchair, or
commode requires the assistance of nore than one person and, without the
use of a lift, the patient would be bed confi ned.

COVERAGE AND PAYMENT RULES
1. Code EO0625 is denied as a conveni ence item consistent with Cl M 60-9.

2. An electric I'ift mechanism EO0635, is not covered; it is a
conveni ence feature. Wien code EO635 is billed and if coverage
criteria for patient |lift are net, paynent is based on the | east
costly alternative, E0630.

3. Code E0621, Sling or Seat for patient |ift is covered as an accessory
when ordered as a replacenent for the original equipnent item The
usual paynment rules for accessory itenms apply to this code.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: PATIENT LIFTS

CODI NG GUI DELI NES

A Colum Il code is included in the allowance for the correspondi ng
Colum 1 code when provided at the sane tine:

Col umm | Col umm 11
E0630 E0621
E0635 E0621

DOCUMENTATI ON REQUI RED

1. A Certificate of Medical Necessity (CM\) and/or an order that has
been conpl eted, signed and dated by the ordering physician nmust be
kept on file by the provider and nade avail able to the Internedi ary
upon request.

2. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORNMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy

Approved by: Harry Feliciano, MD., MP.H Initials:
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SUBJECT

Pneumat i ¢ Conpressi on Devices (Used For

PART A DURABLE MEDI CAL PQOLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public

HCPCS CODES
The appearance of a code in this section does not

cover age.

E0650

EO0651

E0652

E0655

E0660

E0665

E0666

EO0667

E0668

E0669

EO0671

EO0672

Pneunmati c conpressor, non-segnment
nodel

| nformati on

Lynphedemns)

necessarily indicate

al hone

Pneumati ¢ conpressor, segnmental hone nodel
wi t hout calibrated gradi ent pressure

Pneumati ¢ conpressor, segnmental hone nodel
with calibrated gradient pressure

Non- segnent al pneumati c appliance for use
wi th pneumatic conpressor, half arm

Non- segnent al pneumati c appliance for use

wi th pneumatic conpressor, full |

€g

Non- segnent al pneumati c appliance for use
wi th pneumatic conmpressor, full arm

Non- segnent al pneumati c appliance for use

wi th pneumatic conpressor, half |

Segnent al pneumatic appliance for
pneumati c conpressor, full leg

Segnent al pneumatic appliance for
pneumati c conpressor, full arm

Segnent al pneumatic appliance for
pneumati c conpressor, half leg

eg

use with

use with

use with

Segnent al gradi ent pressure pneumatic

appliance, full leg

Segnent al gradi ent pressure pneumatic

appliance full arm

Approved by: Harry Feliciano, MD., MP.H
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Subj ect: PNEUMATI C COVPRESSI ON DEVI CES (USED FOR LYMPHEDEMA)

E0673 Segnent al gradi ent pressure pneumatic
appliance, half leg

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-16

DEFI NI TI ONS

1

2.

3.

In this policy, the ternms pneunmatic conpression device and | ynphedema
punp are considered to be the sane.

A non-segnment ed pneumati c conpressor (E0650) is a device that has a
single outflow port on the conpressor. The fact that the air fromthe
single tube may be transmtted to a sl eeve/appliance with nultiple
conpartnments or segnents (EO0671-E0673) does not affect the coding of
t he conpressor.

A segnented pneumatic conpressor (E0651, E0652) is a device that has
multiple outflow ports on the conpressor which | ead to distinct
segnents on the appliance which inflate sequentially. A segnmented
device w thout calibrated gradient pressure (E0651) is one in which
either (a) the sane pressure is present in each segnent or (b) there
is a predeterni ned pressure gradient in successive segnents but no
ability to individually set or adjust pressures in each of severa
segnents. I n an E0651 device the pressure is usually set by a single
control on the distal segnent. A segnented device with calibrated
gradi ent pressure (E0652) is characterized by a manual control on at
| east three outfl ow ports that can deliver an individually determ ned
pressure to each segnental unit. The fact that the tubing and/or
appl i ance are capabl e of achieving a pressure gradi ent does not
classify the conpressor as E0652 because this is not a calibrated
gradi ent pressure.

Segnent al gradi ent pressure pneumatic appliances (E0671-E0673) are
appl i ances/ sl eeves which are used with a non-segnmented pneunatic
conpressor (E0650) but which achieve a pressure gradient through the
design of the tubing and/or air chanbers.

COVERAGE AND PAYMENT RULES

1. A pneumatic conpression device is covered only for the treatnent of
refractory | ynphedema involving one or nore linbs. This condition is
a relatively unconmon nedi cal problem Causes of |ynphedema incl ude:
a. radical surgical procedures with renoval of regional groups of
| ynph nodes (e.g., after radical nastectony)
b. post-radiation fibrosis
c. spread of malignant tunors to regional |ynph nodes with
| ynphati c obstruction
d. scarring of |ynphatic channels
Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: PNEUMATI C COVPRESSI ON DEVI CES (USED FOR LYMPHEDEMA)

e. onset of puberty (MIroy s D sease) and
f. congenital anomalies

Pneumati ¢ conpression devices are only covered as a treatnent of |ast
resort, i.e., other less intensive treatnents nust have been tried
first and found i nadequate. Such treatments would include leg or arm
el evation and custom fabricated gradi ent pressure stockings or

sl eeves.

Pneumati ¢ conpression devices may be covered only when prescribed by
a physician and when they are used with appropriate physician
oversight, i.e., physician evaluation of the patient’s condition to
det erm ne medi cal necessity of the device, suitable instruction in
the operation of the machine, a treatnent plan defining the pressure
to be used and the frequency and duration of use, and ongoi ng

nmoni toring of use and response to treatnent.

For patients in whomthe cause of the | ynphedena is scarring of the
| ynphatic channels (i.e., those with generalized, refractory edema
fromvenous insufficiency which is conplicated by recurrent
cellulitis), a pneumatic conpression device with be covered only if
all of the following criteria have been net:

there is significant ulceration of the |lower extremty(ies)

the patient has received repeated, standard treatnment froma
physi ci an usi ng such net hods as a conpressi on bandage system or
its equival ent

c. the ulcer(s) have failed to heal after 6 nonths of continuous
treat nent.

VWhen a pneumatic conpression device is covered, a non-segnented

devi ce (EO0650) or segnented device w thout nmanual control of the
pressure in each chanber (E0651) is generally sufficient to nmeet the
clinical needs of the patient.

A non-segnment ed conpressor (E0650) with a segnented appliance/sl eeve
(EO671-E0673) is considered functionally equivalent to an E0651
conpressor with a segnmented appliance/sl eeve (E0667- E0669) .

VWen a segnented device with manual control of the pressure in each
chanmber (E0652) is ordered and provi ded, paynment will be based on the
al l owance for the least costly medically appropriate alternative
E0651, unless there is clear docunentation of nedical necessity in

t he individual case.

Ful | payment for code E0652 will be nade only when there is a painfu
focal lesion (e.g., significant sensitive skin scar or contracture of
the extremty) which requires a reduction in pressure over the

af fected segnent that can only be provided by an E0652 device. There
must be docunentation that an E0651 device or its equival ent had been
tried and had caused significant synptons that were inproved with
this use of an E0652 devi ce.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: PNEUMATI C COVPRESSI ON DEVI CES (USED FOR LYMPHEDEMA)

90 CODI NG GUI DELI NES

91 1. A non-segnented pneunmatic conpressor (E0650) is used with

92 appl i ances/ sl eeves coded by E0655- E0O666 or E0671- E0O673. Segnent ed

93 pneumati c conpressors (E0651 or E0652) are used with

94 appl i ances/ sl eeves coded by E0667- E0669.

95 2. When a foot or hand segment is used in conjunction with a leg or arm
96 appl i ance respectively, there should be no separate bill for this

97 segnent. It is considered included in the code for the leg or arm

98 appl i ance.

99  DOCUMENTATI ON REQUI RED
100 1. An order and/or Certificate of Medical necessity (CWN) for the

101 conpressor and the appliance that has been filled out, signed and

102 dated by the treating physician nust be kept on file by the provider

103 and nade available to the Intermedi ary upon request. The CWN for

104 pneumati ¢ conpression devi ces/| ynphedema punps is HCFA form 846.

105 2. If the patient has venous stasis ulcers, docunentation supporting the

106 nmedi cal necessity for the device should include a signed and dated

107 statement fromthe ordering physician indicating:

108 a. the location and size of venous stasis ul cer(s)

109 b. how | ong each ul cer has been continuously present

110 c. whether the patient has been treated with regul ar conpression

111 bandagi ng for the past 6 nonths

112 d. whether the patient has been treated with custom fabricated

113 gradi ent pressure stockings/sleeves, approxi mately when, and

114 the results

115 e. other treatnent for the venous stasis ulcer(s) during the past

116 6 nonths, and

117 f. whether the patient has been seen regularly by a physician for

118 treatnent of venous stasis ulcer(s) during the past 6 nonths.

119 3. If E0652 is billed, additional docunentation supporting the nedica

120 necessity for this device should include a signed and dated statenent

121 fromthe ordering physician indicating:

122 a. whether the patient has been treated with custom fabricated

123 gradi ent pressure stockings/sl eeves, approximtely when, and

124 the results,

125 b. the treatnent plan including the pressure in each chanber, and

126 the frequency and duration of each treatnent episode,

127 c. the location, size and etiology of the painful focal |esion

128 whi ch necessitates the use of this punp,

129 d. whether a segnented conpressor without calibrated gradient

130 pressure (E0651) or a non-segnented conpressor (E0650) with a
Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: PNEUMATI C COVPRESSI ON DEVI CES (USED FOR LYMPHEDEMA)

segnent ed appliance (E0671- E0673) had been tried and the
results,

e. why the features of the systemthat was provi ded are needed for
this patient,

f. the nanme, nodel nunber, and manufacturer of the device.

4. Questions pertaining to nedical necessity on any formused to gather

t he above information may not be conpleted by the provider or anyone
in a financial relationship with the provider. The information on the
form nmust be supported by docunentation in the patient’s mnedica
record and be available to the Internediary upon request.

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

PNEUMATI C COVMPRESSI ON DEVI CES/ LYMPHEDEMA PUMPS PRODUCT CLASSI FI CATI ON
Manuf act ur er/ Brand Name Mbodel Nane/ Nunber HCPCS Code

Advant age 2100 E0652
Bi o Conpr essi ons 2000 E0651
Syst ens/ Sequent i al
G rcul ator 2004
3000 E0652
3001
3004
Canmp GCS 2000 E0652
Chat t anooga PresSsi on E0651
PreSsi on 4328
CGSs
PresSsi on 4330 E0652
VGS
4320 EO0650
4322
Gaymar Sof - Press E0651
Hunt | ei gh Fl owpl us ( AC330) E0650
Fl owt r on
Approved by: Harry Feliciano, MD., MP.H Initials:
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Fl owpr ess E0651
( AC300)
Lunphat r on
Lynphat r on
( AC340* *
Lynphatron Trio E0652
( AC350)
Jobst/Extrem ty Punp dinical Mdel E0650
System 7000
System 7500 (11) | E0651
Kendal | Home Rx (5550) E0651
MedConp MC 3 Gradi ent E0651
Sequenti al
MC 5 Gradi ent E0652
Sequenti al
Mego Af ek/ Lynmph Press 103A E0651
201A-M ni
103M E0652
201-M
Tall ey/ Hemafl ow 2 Punp |Intermttent E0650
Sequenti al E0651
Tal |l ey/ Mul ti com 100 E0650
200
300 EO651
300G E0652
500* (1993 and
1994 nodel)
Tal | ey/ Mul ti pul se 1000 E0652
Ther a- Con Ther a- Fl ow E0652

Approved by: Harry Feliciano, MD., MP.H
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651 series E0651

Wi ght Linear Punp Pro 52*** E0652

Aut oPro 52***

Pro Lite 52
Sol o 50 E0650
Sol 0 51 E0651

*Tal | ey/ Mul ti com nodel 1992 or before, E0651

**Thi s nodel has been discontinued, effective Decenber 1995

***\Wight Linear Punp Il is now Pro 52, and Wight Linear Punp IV is now
Aut oPro 52. These nanme changes are effective Decenber 1996.

SOURCE OF | NFORMATI ON

Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Power Qperated Vehicl es (POVs)

HCPCS CODES

E1230 Power Qperated Vehicle (3- or 4-whee
non- hi ghway), specify brand name and
nodel nunber

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-5, 60-9

I NDI CATI ONS

A power operated vehicle (POV) is covered when all of the foll ow ng
Criteria are net:

1. The patient’s condition is such that a wheelchair is required for the
patient to get around in the hone

The patient is unable to operate a manual wheel chair
The patient is capable of safely operating the controls for the POV

The patient can transfer safely in and out of the POV and has
adequate trunk stability to be able to safely ride in the POV

COVERAGE AND PAYMENT RULES

1. Most POV's are ordered for patients who are capable of anbul ation
within the hone but require a power vehicle for novenent outside the
hone. POVs will be denied as not nedically necessary in these
ci rcunst ances

2. A POV that is beneficial primarily in allowing the patient to perform
| ei sure or recreational activities will be denied as not nedically
necessary

3. If a POV is covered, a wheelchair provided at the sane tinme wll
usual |y be denied as not nedically necessary

4. A POV is usually covered only if it is ordered by a physician who is
one of the follow ng specialties: Physical Mdicine, Othopedic
Surgery, Neurol ogy, or Rheumatol ogy. When such a specialist is not
reasonably accessible, e.g., nore than one day’s round trip fromthe
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Subj ect: POANER OPERATED VEHI CLES ( POVS)

beneficiary’ s home, or the patient’s condition precludes such travel,
a prescription fromthe beneficiary’ s physician my be acceptable

CODI NG GUI DELI NES

Code E1230 should be used only for POV s that can be operated inside the
horme. Vehicl es that because of their size and/or other features are
general ly intended for use outdoors are not eligible for coverage.

DOCUMENTATI ON REQUI RED

1. Acertificate of nedical necessity (CVWN) and/or an order must be
filled out, signed and dated by the ordering physician and kept on
file by the provider. The CW for POV s is DMERC 07.

2. An order for power operated vehicles signed and dated by the
physi ci an nust be received by the provider prior to delivery of the
item A CWN for the itemthat has been revi ewed, signed and dated by
t he ordering physician may be substituted for the order if returned
to the provider prior to the delivery. O herw se, the prior conpleted
order and/or the conpleted CW nust be kept on file by the provider

3. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Pressure Reduci ng Support Surfaces-Goup 1

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age.

A4640 Repl acenent pad for use with nedically
necessary alternating pressure pad owned by
pati ent

A9270 Non-covered itemor service

E0180 Pressure pad, alternating with punp

E0181 Pressure pad, alternating with punp, heavy
duty

E0182 Punp for alternating pressure pad

E0184 Dry pressure mattress

E0185 Gel or gel-like pressure pad for mattress,
standard mattress length and width

EO0186 Air pressure mattress

EO0187 Wat er pressure mattress

E0196 Cel pressure mattress

E0197 Air pressure pad for mattress, standard

mattress length and width

E0198 Wat er pressure pad for mattress, standard
mattress length and width

E0199 Dry pressure pad for mattress, standard
mattress length and width
E1399 Dur abl e nmedi cal equi pnment, m scel | aneous
Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: PRESSURE REDUCI NG SUPPORT SURFACES- GROUP 1

HCPCS MODI FI ER

ZX Specific requirenments found in the

Docunent ati on section of the nmedical policy
have been nmet and evidence of this is
available in the patient’s nedical records.

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-9

DEFI NI TI ONS

1

Codes E0185 and E0197-E0199 termed “pressure pad for mattress”
descri be non-powered pressure reducing mattress overlays. These
devi ces are designed to be placed on top of a standard hospital or
home mattress.

2. Agel/gel-like mattress overlay (EO0185) is characterized by a gel or
gel-like layer with a height of 2" or greater

3. An air mattress overlay (E0197) is characterized by interconnected
air cells having a cell height of 3" or greater that are inflated
with an air punp.

4. A water mattress overlay (E0198) is characterized by a filled hei ght
of 3" or greater.

5. A foammattress overlay (E0199) is characterized by all of the
fol | owi ng:

a. base thickness of 2" or greater and peak height of 3" or
greater if it is a convoluted overlay (e.g., eggcrate) or an
overall height of at least 3" if it is a non-convol uted overl ay

b. foamwith a density and other qualities that provide adequate
pressure reduction

c. durable, waterproof cover

6. Codes E0184, E0186, E0187 and E0196 descri be non-powered pressure
reduci ng mattresses.
7. Afoammattress (E0184) is characterized by all of the foll ow ng:

a. foam height of 5" or greater

b. foamwith a density and other qualities that provide adequate
pressure reduction

c. durable, waterproof cover

Approved by: Harry Feliciano, MD., MP.H Initials:
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d. can be placed directly on a hospital bed frane

An air, water or gel mattress (E0186, E0197, E0196) is characterized
by all of the follow ng:

a. height of 5" or greater of the air, water, or gel |ayer
(respectively)

b. durabl e, waterproof cover
c. can be placed directly on a hospital bed frane

Codes E0180, EO0181, E0182 and A4640 descri be powered pressure
reduci ng mattress overlay systens (alternating pressure or low air
| oss). They are characterized by all of the foll ow ng:

a. an air punp or blower which provides either sequenti al
inflation and deflation of air cells or a lowinterface
pressure throughout the overlay

b. inflated cell height of the air cells through which air is
being circulated is 2.5 " or greater

c. height of the air chanbers, proximty of the air chanbers to
one anot her, frequency of air cycling (for alternating pressure
overlays), and air pressure provide adequate patient lift,
reduce pressure and prevent bottom ng out

10. The staging of pressure ulcers used in this policy is as follows:

St age | non- bl anchabl e erythema of intact skin

Stage |1 partial thickness skin |oss involving
epiderm s and/or derms

Stage |11 full thickness skin | oss involving danage or
necrosi s of subcutaneous tissue that may
extend down to, but not through, underlying
fascia

Stage IV full thickness skin |loss with extensive
destruction, tissue necrosis or damage to
nmuscl e, bone, or supporting structures

11.Bottom ng out is the finding that an outstretched hand, placed palm

up between the undersurface of the overlay or mattress and the

pati ent’s bony prom nence (coccyx or lateral trochanter), can readily
pal pate the bony prom nence. This bottom ng out criterion should be
tested with the patient in the supine position with their head flat,
in the supine position with their head slightly elevated (no nore
than 30 degrees), and in the sidelying position

Approved by: Harry Feliciano, MD., MP.H Initials:
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COVERAGE AND PAYMENT RULES

1

6.

A Goup 1 mattress overlay or mattress (E0180-E0187, E0196-E0199,
A4640) is covered if the patient neets the foll ow ng:

Criterion a., or

Criteria b. or c. and at |east one of criteria d.-g.

a. completely imobile-i.e., patient cannot make changes in
body position w thout assistance

b. limted nmobility-i.e., patient cannot independently nmake
changes in body position significant enough to alleviate
pressure

c. any stage pressure ulcer on the trunk or pelvis

d. inpaired nutritional status

e. fecal or urinary incontinence

f. altered sensory perception

g. conmprom sed circulatory status

VWhen the coverage criteria for a group 1 overlay or mattress are not
met, a claimwll be denied as not nedically necessary unless there
is clear docunentation which justifies the medical necessity for the
itemin the individual case. A Goup | Support Surface billed

wi thout a ZX nodifier (see DOCUVENTATI ON REQUI RED) will wusually be
deni ed as not nedically necessary.

A foamoverlay or mattress that does not have a waterproof cover is
not considered durable and will be denied as non-cover ed.

The support surface provided for the patient should be one in which
the patient does not “bottomout” (see DEFIN TIONS, #11)

A support surface which does not neet the characteristics specified
in the DEFI NI TIONS section of the support surface policies wll
usual Iy be denied as not nedically necessary (see CODI NG GUJI DELI NES
and DOCUMENTATI ON REQUI RED secti ons concerning billing E1399).

A Product dassification list has been provided with this policy.

RELATED CLI NI CAL | NFORVATI ON

Pati ents needi ng pressure reducing support surfaces should have a care
pl an whi ch has been established by the patient’s physician, which is
docunented in the patient’s nedical records, and which generally should
i ncl ude the foll ow ng:
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Education of the patient and caregiver on the prevention and/or
managenent of pressure ulcers

Regul ar assessnent by a nurse, physician, or other |icensed
heal t hcare practitioner

Appropriate turning and positioning
Appropriate wound care (for a stage I, 111, or 1V ulcer)
Appropriate managenent of noisture/incontinence

Nutritional assessnent and intervention consistent with the overal
pl an of care

CODI NG GUI DELI NES

1. A foamoverlay or mattress that does not have a waterproof cover
shoul d be coded using A9270. OQther Goup 1 support surfaces that do
not nmeet the characteristics specified in the DEFIN TI ON section
shoul d be coded usi ng code E1399.

2. Alternating pressure mattress overlays or low air |oss mattress
overl ays are coded using codes E0180, E0181, E0182 and A4640

3. Code A4640 or EO0182 should only be billed when they are provided as
repl acenent conponents for a patient-owned powered pressure-reducing
mattress overlay system (E0180 or EO0181).

4. A Columm Il code is included in the allowance for the correspondi ng
Colum 1 code when provided at the sane tinmne.

Col um | Col um 11

E0180 A4640
E0182

E0181 A4640
E0182

5. Products containing multiple conponents are categorized according to
the clinically predom nant conponent (usually the topnost |ayer of a
multi-1layer product). For exanple, a product with 3" powered air
cells on top of a 3" foam base woul d be coded as a powered overl ay
(code EO0180 or E0181), not as a powered mattress (E0277).
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DOCUMENTATI ON REQUI RED

1

5.

An order for the overlay or mattress that is signed and dated by the
orderi ng physician nmust be kept on file by the provider. The witten
order nmust be obtained prior to the delivery of the item

The provider nmust obtain information concerning which, if any, of
criteria 1l.a.-1.g. in COVERAGE AND PAYMENT RULES the patient neets
in a signed and dated statenment fromthe ordering physician. A
suggested formfor collecting this information is attached.
Questions pertaining to nedical necessity on any formused to
collect this informati on may not be conpleted by the provider or
anyone in a financial relationship with the provider. This statenent
nmust be supported by information in the patient’s nmedi cal record
that woul d be available to the Internmediary on request.

If the coverage and paynment rules are net, the ZX nodifier should be
added to the code. The ZX nodifier should only be used when the
requi renents are net.

If a support surface is billed using code E1399, the clai mnust
i nclude the follow ng information

a. manufacturer and brand nanme of product

b. what support surface group (1, 2, or 3) the provider considers
it to be

why it doesn’'t fall into an existing code
why it is necessary for that patient

e. the ZzX nodifier should al so be added if the requirenents for
use are net.

Docunent ati on requirements nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORNMATI ON

Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy
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Statement of Ordering Physician

Goup 1 Support Surfaces

Pati ent name:

H C #

Cost information (to be conpleted by the provider)

Provi der’ s charge

Medi care fee schedul e al |l owance

The informati on bel ow may not be conpleted by the provider

I ndi cate which of the follow ng conditions describe the patient (circle all that apply)

1)

2)

3)
4)
5)
6)

7

Esti mat ed

Completely inmbile — i.e., patient cannot independently nake changes in body
position significant enough to alleviate pressure

Limted mobility — i.e., patient cannot independently make changes in body
position significant enough to alleviate pressure

Any pressure ulcer on the trunk or pelvis
Inpaired nutritional status

Fecal or urinary incontinence

Altered sensory perception

Conpromi sed circulatory status

I ength of need (# of nonths): (99=lifetine)

If none of the above apply, attach a separate sheet documenting nedical necessity for the
item ordered

Physi ci an nane (printed or typed)

Physi ci an signature

Physi ci an UPI N

Dat e signed

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 7 of 14



218
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Equi prent Pol i cy:

Public Information

Subj ect: PRESSURE REDUCI NG SUPPORT SURFACES- GROUP 1
PRCDUCT NAME MFG NAME HCPCS
CCDE

ACS Confort Cel Plus ACS E0185
ACS CGel Foam Overl ay ACS E1399
Action Full Mattress Pad No. |Acti on Medi cal E0185
6301- 03
Action Professional No. Acti on Medi cal E1399
6100/ 6200
Action Professional No. 6300]|Acti on Medi cal E0185
Action Shear Reduction Pad Action Medi cal E1399
No. 6304
Advant age Gel Foam Overl ay Br ewer Medi cal E1399
1000
Advant age Gel Foam Overl ay Br ewer Medi cal E1399
2000
Advant age Gel Foam Overl ay Br ewer Medi cal E1399
3000
Aer o- Pul se Del uxe Dermal Mnt. Sys. E0180
Air-O Ease Mason Medi cal E0197
Air Soft Antidecubitus Tur nsof t E0184
Mattress
Anat om cal Mattress Overlay |Anatom ¢ Concepts E0199
wi t h Heel - Ease
BASE Bel | ows Tal | ey E0186
Fl ot at i on/ Doubl e
BASE Bel | ows Tal | ey E0197
Fl ot ati on/ Si ngl e
Approved by: Harry Feliciano, MD., MP.H Initials:
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Bi oconfort Gel Foam Overlay |Bi oConpression E0199
Syst ens

Bi oconfort Gel Pad Bi oConpr essi on E0185
Syst ens

Bi oConpressi on Low Air Loss |Bi oConpression E0180

Pressure Pad Overl ay Syst ens

Bi oConpr essi on St andard Bi oConpr essi on E0180

Doubl e Pad Mattress with Syst ens

Airl oss

Bi oConpr essi on St andard Bi oConpr essi on E0180

Doubl e Pad Mattress wi thout |Systens

Airl oss

Bi oConpr essi on St andard Bi oConpr essi on E0180

Pressure Pad Overl ay Syst ens

Bi ot herapy Advanced Pressure|Bioclinic E0180

Rel i ef System

Bye- Bye Decubiti Pneumatic Ken McRi ght Supplies |[E0197

Mattress Unit

Carital Air Floatation ECP Distributors E0186

System

Confort ET Specialty Anat om ¢ Concept s E0184

Mattress

Confort Infection Control Anat om ¢ Concepts E0184

Mattress

Confort Pressure Relief Anat om ¢ Concept s E0184

Mattress

Confort Spectrum 317 Lunex E0184

Confort Zone One Sports Med E0199

Conforma | or Il Mattress Anat om ¢ Concepts E0199

Overl ay
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Conforma | or Il Replacenent |Anatoni c Concepts E0184

Mattress

Critical Care with Heel - Ease|Anat oni c Concepts E0184

Mattress

De Cube Therapeutic Conf ort ex E0184

Mattress

Decubi Care Gate City Bed E0184

Duro - Matic APP & Punp Duro- Med I ndustries E0180

Dyna Soft System G ant E0180

Fl excel | Zephyr Ther apeutics E0186

Flo Care Pressure Relief Flo Care E0187

Mattress

Foamat t ProBed Medi cal E0184

Freedom Bed ProBed Medi cal A9270

Gel-Lite Mattress Overl ay KAP | ndustries E1399

Gel-U-Sleep 3 (three) inch Mason Medi cal E0185

Gel-USleep 5 (five) inch Mason Medi cal E0184

Gel Flotation Mattress Fam |y Medi cal E0184

Gel Foam Overl ay Bi oConpr essi on E0199
Syst ens

Cel Medex Chat t anooga G oup E0199

Gel T Mattress Overl ay Spann- Aneri ca E0199

Gel Restx 3 inch COverlay ICon*pressi on Systens, E0199

nc.

CGel Restxl | Gel Mattress Conpr essi on Syst ens, E0199

Overl ay I nc.
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Geo Matt Spann- Aneri ca E0199
CGeo Mattress HC Spann- Aneri ca E0184
Heel care Cushion Gay mar E1399
Hydr o- Ease | Mason Medi cal E0198
Hydr o- Ease 11 Mason Medi cal E0185
SIS Mattress Atlantis Medical E1399
| sotoni ¢ Pressure Reduction |Bergad Mattress E0184
Mattress

Laser | Powered Overl ay Mason Medi cal E0180
Lotus Air 3780 Mattress Lot us E0197
Overl ay

Lotus Air 3787 Mattress Lot us E0197
Overl ay

Lotus DU 4072 Mattress Lot us E0197
Overl ay

Lotus GL 3666 Mattress Lot us E0185
Overl ay

Lotus GLPX 3666 Mattress Lot us E0185
Overl ay

Lotus HM 3666 Mattress Lot us E0198
Overl ay

Lotus HWX Mattress Overl ay Lot us E0198
Lotus MD 3677 Mattress Lot us E0198
Overl ay

Lotus MDG. 3677 Mattress Lot us E0185
Overl ay

Lotus PXM 3666 Mattress Lot us E0198
Overl ay
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Luxury Adj ustabl e Bed ol den Technol ogi es A9270
Over gel ProBed Medi cal E0199
Pill o-Pump APS Gay mar E0181
Pl exus P100 Pressure Pad Pl exus Medi cal E0180
wi th Punp

Pneu- Ai r Cardi o Systens E0181
Pressure Cradle Mattress PreMed I nc. E0186
Pressure Guard Custom Care Spann- Aneri ca E0186
Pressure Guard | Spann- Aneri ca E0184
Pressure Guard |1 Spann- Aneri ca E0186
Pressure Guard Sel ect Spann- Aneri ca E0186
Pro- Turn Cardi o Systens E0181
Pro 2000 MRS Cardi o Systens E0181
Pul sair Large Cell 100 Tal | ey E0180
Pul sai r LX Punp Tal | ey E0182
Pul sair Mattress Pad Tal | ey A4640
(Repl acenent)

Pul sair Ri ppl e Bed Tal | ey E0180
Royal Medical Mattress Pad Royal Medi cal E0199
Self Adjusting Mattress Atl antis Medi cal E0186
(SAM

Series Il and Il AP Punp Mason Medi cal E0180
and Pad
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Sierra 3" Mason Medi cal E0185
Sierra 5" Mason Medi cal E0184
Sof - Care Pl us Conpani on Gay mar E0197
System

Sof Form Trizone Mattress Tal | ey E0197
Overl ay

Sof fl ex Mattress (Re-Review) |Crown Therapeutics E0197
Span + Quard Pressure Spann- Aneri ca E0199
Reduci ng Mattress Overl ay

Spenco Bed Pad Spenco E0199
Tenpur - Med Mattress Tenpur - Pedi ¢ E0184
Tenpur - Med Overl ay Tenpur - Pedi ¢ E0199
Top Guard 11 Gaymar E0184
Top Guard Il Plus Gaymar E0184
Turnsoft System Turnsoft Inc. E1399
Uti-Mat 11 Hudson Medi cal E0199
U tra Fl oat Utra Float, Inc. E0187
Utra Gl Mt Hudson I ndustries E0185
Utra Med Al pha X Cell Hunt | ei gh Heal t hcare [E0180
Unitek Tri-Lam nate Mason Medi cal E0184
Vari - Zone 11 Mason Medi cal E0199
Waf f | e Expansi on Control EHOB E0197
Mattress

Z-CGel Mattress Overlay Zephyr E0199
Approved by: Harry Feliciano, MD., MP.H Initials:
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Zaam Mattress Atl antis Medi cal E0186

219
220
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Pressure Reduci ng Support Surfaces-G&Goup 2

HCPCS CODES

E0193 Powered air flotation bed (low air |oss
t her apy)

E0277 Al ternating pressure mattress

E0371 Non- power ed, advanced pressure-reduci ng overl ay
for mattress, standard mattress | ength and
wi dt h

E0372 Powered air overlay for mattress

E0373 Non- power ed, advanced pressure-reducing
mattress

E1399 Dur abl e nmedi cal equi pnment, m scel | aneous

HCPCS MADI FI ER

A Specific requirenents found in the
Docunent ati on Required section of this policy
have been nmet and docunentation of this is in
the patient’s nedical records.

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-9

DEFI NI TI ONS

1. Code EO0277 describes a powered pressure reducing mattress
(alternating pressure, low air loss, or powered flotation w thout
air loss) which is characterized by all of the follow ng:

a. an air punp or blower which provides either sequenti al
inflation and deflation of the air cells or a low interface
pressure throughout the mattress
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b. inflated cell height of the air cells through which air is
being circulated is 5" or greater

c. height of the air chanbers, proximty of the air chanbers to
one anot her, frequency of air cycling (for alternating pressure
mattresses), and air pressure provide adequate patient lift,
reduce pressure and prevent bottom ng out

d. a surface designed to reduce friction and shear
e. can be placed directly on a hospital bed frane

2. Code EO0193 describes a senmi-electric or total electric hospital bed
with a fully integrated powered pressure-reduci ng mattress that has
all the characteristics defined above.

3. Code EO0371 descri bes an advanced non-powered pressure reducing
mattress overlay which is characterized by all of the foll ow ng:

a. height and design of individual cells which provide
significantly nore pressure reduction than a Goup 1 overlay
and prevent bottonm ng out

b. total height of 3" or greater
a surface designed to reduce friction and shear

d. docunented evidence to substantiate that the product is
effective for the treatnment of conditions described by the
coverage criteria for Goup 2 support surfaces

4. Code E0372 describes a powered pressure reducing nmattress overl ay
(low air loss, powered flotation without low air loss, or alternating
pressure) which is characterized by all of the foll ow ng:

a. an air punp or blower which provides either sequenti al
inflation and deflation of the air cells or a low interface
pressure throughout the overlay

b. inflated cell height of the air cells through which air is
being circulated is 3.5" or greater

c. height of the air chanbers, proximty of the air chanbers to
one anot her, frequency of air cycling (for alternating pressure
overlays), and air pressure to provide adequate patient |ift,
reduce pressure and prevent bottom ng out

d. a surface designed to reduce friction and shear

5. Code EO0373 descri bes an advanced non-powered pressure reducing
mattress which is characterized by all of the foll ow ng:

a. height and design of individual cells which provide
significantly nore pressure reduction than a G oup 1 mattress
and prevent bottoni ng out

b. total height of 5" or greater

Approved by: Harry Feliciano, MD., MP.H Initials:
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o

a surface designed to reduce friction and shear

docunent ed evi dence to substantiate that the product is
effective for the treatnment of conditions described by the
coverage criteria for Goup 2 support surfaces

e. can be placed directly on a hospital bed frane

f. the staging of pressure ulcers used in this policy is as

Public Information

fol | ows:

St age | Non- bl anchabl e erythema of intact skin

Stage |1 Partial thickness skin |oss involving
epiderm s and/or derms

Stage |11 Ful I thickness skin |oss involving
damage or necrosis of subcutaneous
tissue that may extend down to, but not
t hrough, underlying fascia

Stage IV Ful | thickness skin |oss with extensive

destruction, tissue necrosis or damage
to nuscl e, bone or supporting

structures

Note: Bottoming out is the finding that an outstretched hand can readily
pal pate a bony promnm nence (coccyx or |lateral trochanter) when it
pl aced pal mup beneath the undersurface of the mattress or overlay and
in an area under the bony prom nence. This bottom ng out criterion
shoul d be tested with the patient in the supine position with their head
flat, in the supine position with their head slightly elevated (no nore

than thirty degrees), and in the sidelying

COVERAGE AND PAYMENT RULES

posi tion.

1. A Goup 2 Support Surface is covered if the patient neets:

Criterion a and b and ¢, or
Criterion d, or

Criterion e and f

is

a. multiple stage Il pressure ulcers located on the trunk or

pel vi s

b. patient has been on a conprehensive ul cer treatnent
program for at |east the past nmonth which has inc
the use of an appropriate Group 1 Support Surface

c. the ul cers have worsened or
past nonth

renai ned the same over

uded

t he
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d. large or nultiple stage Il or |1V pressure ulcer(s) on
the trunk or pelvis

e. recent myocutaneous flap or skin graft for a pressure
ulcer on the trunk or pelvis (surgery within the past
si xty days)

f. the patient has been on a Goup 2 or 3 Support Surface
i mediately prior to a recent discharge froma hospita
or nursing facility (discharge within the past thirty
days)

2. The conprehensive ul cer treatnent described in “a.” above shoul d

general Iy incl ude:

a. education of the patient and caregiver on the prevention and/or
managenent of pressure ulcers

b. regul ar assessnment by a nurse, physician, or other |icensed
heal thcare practitioner (usually at |east weekly for a patient
wi th an ul cer)

appropriate turning and positioning
appropriate wound care (for a stage Il, 111, or IV ulcer)
appropriate managenent of noisture/incontinence

- ®0 Q O

nutritional assessnent and intervention consistent with the
overall plan of care

If the patient is on a Goup 2 Support Surface, there should be a
care plan established by the physician that includes the above

el ements. The support surface provided for the patient should be one
in which the patient does not “bottomout” (see Note: in DEFIN TI ONS
section).

VWhen a Group 2 Support Surface is covered foll owi ng a nmyocut aneous
flap or skin graft, coverage generally is limted to sixty days from
t he date of surgery.

VWhen the stated coverage criteria for a group 2 mattress or bed are
not met, a claimwll be denied as not being medically necessary

unl ess there is clear docunentation which justifies the nedica
necessity for the itemin the individual case. A Goup 2 Support
Surface billed without ZX nodifier (see DOCUMENTATI ON REQUI RED) wi | |
usual Iy be denied as not nedically necessary.

A support surface which does not neet the characteristics specified
in the DEFINITIONS section will usually be denied as not nedically
necessary (see CODI NG GUI DELI NES and DOCUMENTATI ON REQUI RED
concerning billing of E1399).

Conti nued use of a Goup 2 Support Surface is covered until the ulcer
is healed or, if healing does not continue, there is docunentation in
the nmedical record to show that:
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a. other aspects of the care plan are being nodified to pronote
heal i ng, or

b. the use of the Group 2 Support Surface is medically necessary
for wound managenent

Appropriate use of the ZX nodifier (see DOCUMENTAI ON REQUIRED) is the
responsibility of the provider billing the Intermediary. The provider
shoul d mai ntai n adequat e conmuni cati on on an ongoi ng basis with the
clinician providing the wound care in order to accurately determ ne
that use of the ZX nodifier still reflects the clinical conditions
which nmeet the criteria for coverage of a G oup 2 Support Surface

and that adequate docunentation exists in the nedical record
reflecting these conditions. Such docunentation should not be
submtted with a claimbut should be available for reviewif
requested by the Internediary.

In cases where a Group 2 product is inappropriate, a Goup 1 or 3
Support Surface could be covered if coverage criteria for that group
are net.

CODI NG GUI DELI NES

1

The only products that nmay be coded and billed using code E0371 or
E0373 are those products for which a witten codi ng determ nation
speci fying the use of these codes has been made by the Statistica
Anal ysi s Durabl e Medi cal Equi prent Regi onal Carrier (SADVERC)

G oup 2 Support Surfaces which do not neet the characteristics
specified in the DEFI NI TIONS section shoul d be coded using code
E1399.

Either alternating pressure mattresses or low air | 0oss mattresses are
coded usi ng code E0277.

Products containing nultiple conponents are categorized according to
the clinically predom nant conponent (usually the topnost |ayer of a
multi-layer product). For exanple, a product with 3" powered air
cells on top of a 3" foam base woul d be coded as a powered overl ay
(code EO0180 or E0181) not as a powered mattress (E0277).

A Product Cassification list is provided with this policy.
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DOCUMENTATI ON REQUI RED
1. An order for the mattress or bed that is signed and dated by the

orderi ng physician nmust be kept on file by the provider. The witten
order nmust be obtained prior to the delivery of the item

The provider nmust obtain information concerning which, if any, of
criteria a-f listed in the COVERAGE AND PAYMENT RULES section of this
policy the patient neets. This information should be docunented in a
signed and dated statenent fromthe physician. A suggested form for
collecting this information is attached. Questions pertaining to

medi cal necessity on any formused to obtain this information may not
be conpl eted by the provider or anyone in a financial relationship
with the provider. This statenent nust be supported by information in
the patient’s nedical record that would be available to the

I nt ernedi ary upon request.

VWhen the initial claimfor a Goup 2 Support Surface is received, if
it meets the criteria specified in situation (a), (b) or (c) in the
Coverage and Paynent Rul es section, the ZX nodifier should be added
to the code on the initial claim On subsequent clainms for situations
(a) and (b), the zZX nodifier should be added to the code until the

ul cer is healed. Once the ulcer has heal ed, the zZX nodifier should
not be used. On subsequent clains for situation (c), the zZX nodifier
may only be added to clains with dates of service within 60 days of

t he surgery.

The zZX nodifier may only be used when these requirements are net. If
the requirenents for the nodifier are not net, the provider can
docunent in the patient’s mnmedical records additional information to
justify coverage but the ZX nodifier should not be used.

If a support surface is billed using code E1399, the clai mnust
include all of the follow ng i nformation

a. manufacturer and brand nanme of product

b. what support surface group (1, 2, 3) the supplier considers it
to be

c. why it doesn’t fall into an existing code
d. why it is necessary for that patient

If the provider considers the Support Surface to be a Goup 2
Surface, the ZX nodifier should al so be added if the requirenments for
its use are net.

Docunent ati on requirements nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

Approved by: Harry Feliciano, MD., MP.H Initials:
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199  SOURCE OF | NFORMATI ON
200 Adapted from existing Durable Medical Equi prment Regional Carrier policy
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201 St at enent of Ordering Physician
202 Group 2 Support Surfaces
203

204

205 Patient Nane:

206

207

208 H C #:

209

210 Cost information (to be conpleted by the provider):

211

212

213 Provi der’ s charge
214

215

216 Medi care fee schedul e al | owance

217

218 The i nformati on bel ow may not be conpleted by the provider or anyone in a financial
219 relationship with the provider:

220

221 Circle Y for Yes, Nfor No, D for Does Not Apply, unless otherw se noted.

Y N D Does the patient have multiple stage Il pressure ulcers
on the trunk or pelvis?

Y N D Has the patient been on a conprehensive ul cer treatnent
program for at |east the past nonth that has included
the use of an alternating pressure or low air |oss
overlay which is less than 3.5", or a non-powered
pressure reducing overlay or mattress?

1 2 3 Over the past nonth, the patient’s ulcer(s) has/have: 1-
improved 2-remmined the sanme, or 3-worsened?

Y N D Does the patient have large or nultiple stage Ill or 1V
pressure ulcer(s) on the trunk or pelvis?

Y N D Has the patient had a recent (within the past sixty

days) myocutaneous flap or skin graft for a pressure

ul cer on the trunk or pelvis? If yes, give date of

surgery:
Y N D Was the patient on an alternating pressure or low air

loss mattress or bed or an air-fluidized bed i nmediately

prior to a recent (within the past thirty days)

di scharge froma hospital or nursing facility?

222
223 Estimated | ength of need (#of nonths): (99=lifetine)
224

225 Physician’s nane (printed or typed):

226

227 Physi ci an’ s si gnature:
228

229 Physi cian’s UPI N:

230

231 Dat e signed:

Approved by: Harry Feliciano, MD., MP.H Initials:
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PRCDUCT NAME MANUFACTURER HCPCS
Aero-One Plus AP Therapy |Thera-Con Medi cal E0277
System
Aeromat MRS 2500 LAL I nt egrat ed Ther apy E0277
Ther apy
Ai r- Medex | Chat t anooga G oup E0277
Air Express Pl exus Medi cal E0372
Airflo Plus Gaymar E1399
AlRies Mattress System Lunex E0277
Akr ot ech 4000 Lunmex E0277
Akr ot ech 4000T Lunmex E0277
Al ta Dyne APM Lunex E0277
Altair Lunmex E0277
APM | nvacare EO0277
APM 400 Mattress Spor t shMed EO0277
APM 450 Overl ay Spor t shMed E0372
Aprema |1 Mellen Air Mg. E0277
Bari at Rl K Bed: Equi-Tron |RI K Medi cal E1399
Bed Frane
Bariat RIK Bed: R K Rl K Medi cal E0373
Mattress
Bari at RI K Bed: Side Rail Rl K Medi cal A9270
Pads, Border Pads,

Posi tioning A ds

BASE Bel | ows Sequenti al Tal | ey E0277
Mattress

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 9 of 13



Pal mett o GBA Durabl e Medi cal Equi prent Policy:

Public Information

Subj ect: PRESSURE REDUCI NG SUPPORT SURFACES- GROUP 2

BASE Deep Cell 1000 Tal | ey E0277
BASE Large Cell 500 and Tal | ey E0277
600

Bazooka System I nnovative Med Systens E0277
Bi o MedX Bi odinic E0277
Bi o Therapy APM BioClinic E0277
Bi oConpr essi on Del uxe Bi oConpr essi on Systens E0277
Standard Mattress with Low

Airl oss

Bi oConpr essi on Del uxe Bi oConpr essi on Systens E0277
Standard Mattress without

Low Airl oss

Bi oConpr essi on St andard Bi oConpr essi on Systens E0277
Mattress with Airloss

Bi oConpr essi on St andard Bi oConpr essi on Systens E0277
Mattress w thout Airloss

Bi ol ogi cs 800 Air-Lift Bed/MNWund Care Myrs. E1399
Bi oTherapy Pl us BioCinic E0372
dini-Care Gaymar E0372
dini-Dyne Lateral Gaymar E0277
Rot ati on Therapy Mattress

Confort Care Low Airloss |Cardio Systens E0193
Bed

DMS 2500 Dynanic Mattress |Stryker Patient Care E1399
System

Dyna Guard APM Spann- Aneri ca E0277
Fal con FX 8000 Power | oft Mason Medi cal E0277
System

Hunt | ei gh DFS System Hunt | ei gh E0277
Approved by: Harry Feliciano, MD., MP.H Initials:
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Lotus LA4072 Mattress Lotus Heal t hcare E0372
Overl ay

LM 500 Mattress Spor t shMed EO0277
LM 550 Overl ay Spor t shMed E0372
LumexAi r Lunmex E0277
Mark | Overl ay Vol kner E0372
Mark 1l Mattress Vol kner E0277
Masonai r LS3000 Masonai r E0277
Masonai r LS6000 Masonai r E0277
Masonai r LS7000 Masonai r E0277
MC- 5000 Master Care EO0277
MC- 8000 Master Care EO0277
Med Air 300 Medi f | oat EO0277
Med Air 500 Medi f | oat EO0277
Med Air 500-T Medi f | oat EO0277
Med Air 700 Medi f | oat EO0277
M croAi r 3500S I nvacare E0277
M croAir PUP I nvacare E0372
McroAir Turn Q Plus I nvacar e EQ277
O thoderm Convertible I HCBi odinic E0277
O t hoder m Convertible Il Bi odinic E0277
Gscillair 1000 Tal | ey E0277
PAL Lowered Air Loss Gaymar E0372
System
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PRESSURE REDUCI NG SUPPORT SURFACES- GROUP 2

Pegasus Ai rwave Pegasus EO0277
Phoeni x PX 115 Power| of t Mason Medi cal E1399
Alternating Air Floatation

Mattress System

Phoeni x PX 115 Power| of t Mason Medi cal E0277
Series Il Alternating

Mattress System

Pl exus Air Express Pl exus Medi cal E0372
Pl exus P 2000 Pl exus Medi cal E0277
Pl exus P200 Overl ay Pl exus Medi cal E0372
Pneu Care Dynami cs Cardi o Systens E0277
Pneu Care Pl us Cardi o Systens E0277
Pneu Care Plus Pul se Cardi o Systens E0277
Pressure Guard 1V Spann- Aneri ca E0277
Pressure Guard Turn Sel ect |Spann- Aneri ca E0277
Pro Aire Portable RotationBiodinic E0277
System

Rem Air Powered Low Air Mellen Air Mg. E0277
Loss Mattress System

Rest x System 1000 Conpr essi on Systens EO0277
Rest x System 2000 Conpr essi on Systens EO0277
Rest x System 3000 Conpr essi on Systens EO0277
RIK Fluid Mattress Rl K EO0373
RIK Fluid Overlay RI K E0371
ROHO Dry Flotation Overl ay|ROHO E0371
Sil kair Low Airloss Hll-Rom Inc. E0277
Approved by: Harry Feliciano, MD., MP.H Initials:
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Sof - Mat t Gaymar EO0277
Sof Mat DSM Gaymar EO0277
Sof Mat KSM Gaymar EO0277
Sof Mat QSM Gaymar EO0277
SPR Pl us Gaymar E0372
SPR Plus I1 Gaymar E0372
St ar Mat t Star Cushi on Products E0371
Syner gy Dynani c Cardi o Systens E0277
Syner gy Pul se Cardi o Systens E0277
Thera-Air Low Airloss Ther a- Con E0277
Ther apy System

TheraKair Mattress KCl E0277
Turn Q LTM I nvacare EQ277
Vol kner Turni ng James Consol i dat ed E1399
Systent Lanel | ar

Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Pressure Reduci ng Support Surfaces-Goup 3

HCPCS CODES

E0194 Air-fluidized bed

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-19

DEFI NI TI ONS

1. An air-fluidized bed is a device enploying the circul ati on of
filtered air through silicone coated ceram c beads creating the
characteristics of fluid.

2. The staging of pressure ulcers used in this policy is as follows:
St age | Non- bl anchabl e erythema of intact skin

Stage |1 Partial thickness skin |oss involving
epiderm s and/or derms

Stage |11 Ful I thickness skin |oss involving
damage or necrosis of subcutaneous
ti ssues that may extend down to, but not
t hrough, underlying fascia

Stage IV Ful | thickness skin |oss with extensive
destruction, tissue necrosis or damage
to nuscl e, bone, or supporting
structures

COVERAGE AND PAYMENT RULES

An air-fluidized bed is covered only if all of the following criteria
are net:

1. The patient has a Stage IIl (full thickness tissue |loss) or Stage |V
(deep tissue destruction) pressure sore

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: PRESSURE REDUCI NG SUPPORT SURFACES- GROUP 3

The patient is bedridden or chair bound as a result of severely
limted nobility

In the absence of an air-fluidized bed, the patient would require
institutionalization

The air-fluidized bed is ordered in witing by the patient’s

att endi ng physi ci an based upon a conprehensi ve assessnent and

eval uation of the patient after conservative treatnment has been tried
Wi t hout success

Treat ment shoul d general |y incl ude:

a. education of the patient and caregiver on the prevention
and/ or management of pressure ulcers

b. assessment by a physician, nurse, or other |icensed
heal thcare practitioner at |east weekly

Cc. appropriate turning and positioning

d. use of a Goup 2 Support Surface, if appropriate

e. appropriate wound care

f. appropriate managenent of noisture/incontinence

g. nutritional assessnment and intervention consistent with the

overall plan of care

The patient must generally have been on the conservative
treatment programfor at |east one nonth prior to use of
the air-fluidized bed with worsening or no inprovenent of
the ul cer. The evaluation generally must be perforned
within a week prior to initiation of therapy with the
air-fluidized bed.

A trained adult caregiver is available to assist the patient with
activities of daily living, fluid balance, dry skin care,
repositioning, recognition and managenment of altered nental status,
di etary needs, prescribed treatnments, and managenent and support of
the air-fluidized bed systemand its problens such as | eakage.

A physician directs the hone treatnent reginmen, and reeval uates and
recertifies the need for the air-fluidized bed on a nonthly basis or
wi th each plan of care recertification (62 days) for Hone Health.

Al'l other alternative equi prent has been considered and rul ed out.

An air-fluidized bed will be denied as not mnedically necessary under
any of the follow ng circunstances:

a. The patient has coexisting pul nonary disease (the lack of firm
back support makes coughing ineffective and dry air inhalation
t hi ckens pul nonary secreti ons)

Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: PRESSURE REDUCI NG SUPPORT SURFACES- GROUP 3

b. The patient requires treatment with wet soaks or noist wound
dressings that are not protected with an inpervious covering
such as plastic wap or other occlusive materi al

c. The caregiver is unwilling or unable to provide the type of
care required by the patient on an air-fluidized bed

d. Structural support is inadequate to support the weight of the
air-fluidized bed system (it generally wei ghs 1600 pounds or
nor e)

e. Electrical systemis insufficient for the anticipated increase
i n energy consunption

f. O her known contraindications exist

Payment is not included for the caregiver or for architectura
adj ustments such as electrical or structural inprovenent.

The medi cal necessity of an air-fluidized bed nmust be recertified
every nmonth or every 62 days for Hone Health. Continued use of an
air-fluidized bed is covered until the ulcer is healed or, if healing
does not continue, there is docunentation to show that:

a. other aspects of the care plan are being nodified to pronote
heal i ng, or

b. the use of the bed is nedically necessary for wound managenent

If the stated coverage criteria for an air-fluidized bed are not net,
the claimw |l be denied as not nedically necessary unless there is
cl ear docunmentation which justifies the nedical necessity for the
itemin the individual case

CODI NG GUI DELI NES
N A

DOCUMENTATI ON REQUI RED

1

2.

An order for the bed which has been signed and dated by the attending
physician who is caring for the patient’s wounds nust be docunented
in the patient’s nmedical records and be available to the Internediary
upon request. The written order nust be obtained prior to the
delivery of the air-fluidized bed.

A certificate of medical necessity (CW) and/or an order that has
been conpl eted, signed and dated by the ordering physician nmust be
kept on file in the patient’s nedical records and nmade avail able to
the Internediary upon request. The CWMN for air-fluidized beds is
DMVERC 01. If the answer to Question 15 of the CW is “yes”, the
physi ci an nust provide additional information about the prior
conservative treatnent which should include information about the
duration of treatnent, wound care (including products used and
frequency of change), pressure reducing surfaces used within the |ast
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Subj ect: PRESSURE REDUCI NG SUPPORT SURFACES- GROUP 3

nmont h and/ or consi dered and rul ed out (including an expl anation of
why it was anticipated they would not be effective), and nutritiona
support. The docunentation of the conprehensive assessnment shoul d
include information on the |ocation of the ulcers, nutritiona

status, noisture control and other pressure ulcer risk factors as
wel |l as the date of the assessnment and identification of the person
performng the assessnment. If the ulcer is less than 8-sq. cm surface
area and/or it is on an area other than the posterior trunk or

pel vis, there would need to be detailed docunentati on of why
alternative treatnent/equipnent would not be effective.

The medi cal necessity for the bed must be recertified on a nonthly
basis or every 62 days for Honme Heal th. The docunentati on nust
include a revised CW or an order to continue use of the bed. If the
answer to Question 22 (CMN) indicates worsening or no inprovenent,
docunent ati on nust descri be any changes in the treatnment reginen

whi ch have been nade or are pl anned.

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy.
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Recumbent Ankl e Positioning Splints

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

L4392 Repl ace soft interface material, ankle
contracture splint

L4394 Repl ace soft interface material, foot drop
splint contracture

L4396 Ankl e contracture splint
L4398 Foot drop splint, recunmbent positioning
devi ce

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 14-3, Medicare Carrier Manual, 2130

DEFI NI TI ONS

1. An ankle contracture splint (L4396) is a prefabricated splint which
has all of the followi ng characteristics:

a. ability to adjust the |ower |eg-foot angle between O degrees
and 45 degrees plantar flexion

b. designed primarily for use in a recunbent patient
c. structural design which reduces pressure on the heel, and
d. soft interface

2. A foot drop splint (L4398) is a prefabricated splint which has all of
the followi ng characteristics:

a. ability to maintain the foot perpendicular to the |ower |eg
b. designed primarily for use in a recunbent patient

c. structural design which significantly reduces pressure on the
heel , and

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: RECUMBENT ANKLE POSI TI ONI NG SPLI NTS

d. soft interface

3. Foot drop is a condition in which there is weakness and/or |ack of
use of the mnmuscles that dorsiflex the ankle but there is the ability
to bring the ankle to O degrees by passive range of notion. Ankle
flexion contracture is a condition in which there is shortening of
t he muscl es and/or tendons that plantarflex the ankle with the
resulting inability to bring the ankle to O degrees by passive range
of notion (0 degrees ankle position is when the foot is perpendicul ar
to the | ower |eg).

I NDI CATI ONS

An ankl e contracture splint (L4396) is covered if all of the follow ng
Criteria are net:

1. plantar flexion contracture of the ankle (1CD-9 CM di agnosi s code
718.47) with maxi mal dorsifl exion on passive range of notion testing
of at |least 10 degrees

reasonabl e expectation of the ability to correct the contracture

contracture is interfering or expected to interfere significantly
with the patient’s functional abilities, and

4. used as a conponent of a therapy program which includes active
stretching of the involved nuscles and/or tendons

COVERAGE AND PAYMENT RULES

1. If an ankle contracture splint (L4396) is used for the treatnment of a
pl antar flexion contracture, the pretreatnent passive range of notion
must be measured with a goni ometer and docunented in the nedica
record. There nust be docunentation of an appropriate stretching
program carried out by professional staff (in a nursing facility) or
caregi ver (at hone). An ankle contracture splint is not nedically
necessary if the contracture is fixed.

2. An ankle contracture splint is not nedically necessary for a patient
with a foot drop but wi thout an ankle flexion contracture.

3. Afoot drop splint (L4398) is not nedically necessary for the
prevention of an ankle flexion contracture in a patient with foot
drop. A foot drop splint is non-covered when it is used for
prevention or treatnment of a heel pressure sore because for these
indications it is not used to support a weak or defornmed body nenber
or to restrict or elimnate nmotion in a diseased or injured part of
t he body.

4. These splints nmust be ordered by the patient’s attendi ng physician or
a consulting physician for the condition resulting in the need for
the splint.

5. If code L4396 is covered, a replacenent |liner (L4392) is covered as
Il ong as the patient continues to neet indications and other coverage
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Subj ect: RECUMBENT ANKLE POSI TI ONI NG SPLI NTS

rules for the splint. Coverage of additional replacenent liners is
l[imted to a maxi mum of one (1) per 6 nonths.

CODI NG GUI DELI NES
The right (RT) and left (LT) nodifiers nust be used.

DOCUMENTATI ON REQUI RED
1. An order for the splint that is signed and dated by the ordering

physi ci an nust be kept on file by the provider and nade avail able to
the Internedi ary upon request. The nedi cal records must contain
i nformati on that supports the nmedical necessity of the item ordered.

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prment Regional Carrier policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Refracti ve Lenses

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

Fr ames
V2020 Frames, purchases
V2025 Del uxe frane

Spect acl e Lenses

V2100 Sphere, single vision, plano to plus or m nus
4.00d, per |lens

V2101 Sphere, single vision, plus or mnus 4.12 to
plus or mnus 7.00d, per |ens

V2102 Sphere, single vision, plus or mnus 7.12 to
plus or mnus 20.00d, per I|ens

V2103 Spherocylinder, single vision, plano to plus
or minus 4.00d sphere, 0.12 to 2.00d
cylinder, per |ens

V2104 Spherocylinder, single vision, plano to plus
or minus 4.00d sphere, 2.12 to 4.00d
cylinder, per |ens

V2105 Spherocylinder, single vision, plano to plus
or minus 4.00d sphere, 4.25 to 6.00d
cylinder, per |ens

V2106 Spherocylinder, single vision, plano to plus
or minus 4.00d sphere, over 6.00d cylinder
per |ens

V2107 Spherocylinder, single vision, plus or mnus

4.25 to plus or mnus 7.00 sphere, 0.12 to
2.00d cylinder, per lens

Approved by: Harry Feliciano, MD., MP.H Initials:
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REFRACTI VE LENSES

V2108 Spherocylinder, single vision, plus or mnus
4.25d to plus or mnus 7.00d sphere, 2.12 to
4.00D cylinder, per |lens

V2109 Spherocylinder, single vision, plus or mnus
4.25 to plus or mnus 7.00d sphere, 4.25 to
6.00d cylinder, per |lens

V2110 Spherocylinder, single vision, plus or mnus
4.25 to 7.00d sphere, over 6.00d cylinder
per |ens

V2111 Spherocylinder, single vision, plus or mnus
7.25 to plus or mnus 12.00d sphere, 0.25 to
2.25d cylinder, per lens

V2112 Spherocylinder, single vision, plus or mnus
7.25 to plus or mnus 12.00d sphere, 2.25d to
4.00d cylinder, per |lens

V2113 Spherocylinder, single vision, plus or mnus
7.25 to plus or minus 12.00d sphere, 4.25 to
6.00d cylinder, per |lens

V2114 Spherocylinder, single vision, sphere over
plus or mnus 12.00d, per |ens

V2115 Lenticul ar (nyodisc), per lens, single vision

V2116 Lenticul ar | ens, nonaspheric, per |ens,
single vision

V2117 Lenticul ar, aspheric, per lens, single vision

V2118 Ani sei koni ¢ |l ens, single vision

V2199 Not ot herwi se classified, single vision |ens

V2200 Sphere, bifocal, plano to plus or mnus
4.00d, per |lens

V2201 Sphere, bifocal, plus or mnus 4.12 to plus
or mnus 7.00d, per lens

V2202 Sphere, bifocal, plus or mnus 7.12 to plus
or mnus 20.00d, per lens

Approved by: Harry Feliciano, MD., MP.H Initials:
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V2203 Spherocylinder, bifocal, plano to plus or
m nus 4.00d sphere, .12 to 2.00d cylinder,
per |ens

V2204 Spherocylinder, bifocal, plano to plus or
m nus 4.00d sphere, 2.12 to 4.00d cylinder,
per |ens

V2205 Spherocylinder, bifocal, plano to plus or
m nus 4.00d sphere, 4.25 to 6.00d cylinder,
per |ens

V2206 Spherocylinder, bifocal, plano to plus or
m nus 4.00d sphere, over 6.00d cylinder, per
| ens

V2207 Spherocylinder, bifocal, plus or mnus 4.25
to plus or mnus 7.00d sphere, 0.12 to 2.00d
cylinder, per |ens

V2208 Spherocylinder, bifocal, plus or mnus 4.25
to plus or mnus 7.00d sphere, 2.12 to 4.00d
cylinder, per |ens

V2209 Spherocylinder, bifocal, plus or mnus 4.25
to plus or mnus 7.00d sphere, 4.25 to 6.00d
cylinder, per |ens

V2210 Spherocylinder, bifocal, plus or mnus 4.25
to plus or mnus 7.00d sphere, over 6.00d
cylinder, per |ens

V2211 Spherocylinder, bifocal, plus or mnus 7.25
to plus or mnus 12.00d sphere, 0.25 to 2.25d
cylinder, per |ens

V2212 Spherocylinder, bifocal, plus or mnus 7.25
to plus or mnus 12.00d sphere, 2.25 to 4.00d
cylinder, per |ens

V2213 Spherocylinder, bifocal, plus or mnus 7.25
to plus or mnus 12.00d sphere, 4.25 to 6.00d
cylinder, per |ens

V2214 Spherocylinder, bifocal, sphere over plus or
m nus 12.00d, per I|ens

V2215 Lenticul ar (nyodisc), per lens, bifocal
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Public Information

V2216 Lenti cul ar, nonaspheric, per bi f ocal

V2217 Lenticul ar, aspheric | ens, bifocal

V2218 Ani sei koni c, per |ens, bifocal

V2219 Bi focal seg width over 28mm

V2220 Bi f ocal add over 3.25d

V2299 Specialty bifocal (by report)

V2300 Sphere, trifocal, plano to plus or m nus
4.00d, per lens

V2301 Sphere, trifocal, plus or minus 4.12 to plus
or minus 7.00d per |lens

V2302 Sphere, trifocal, plus or minus 7.12 to plus
or mnus 20.00d, per lens

V2303 Spherocylinder, trifocal, plano to plus or
m nus 4.00d sphere, 0.12-2.00d cylinder, per
| ens

V2304 Spherocylinder, trifocal, plano to plus or
m nus 4.00d sphere, 2.25-4.00d cylinder, per
| ens

V2305 Spherocylinder, trifocal, plano to plus or
m nus 4.00d sphere, 4.25 to 6.00d cylinder,
per |ens

V2306 Spherocylinder, trifocal, plano to plus or
m nus 4.00d sphere, over 6.00d cylinder, per
| ens

V2307 Spherocylinder, trifocal, plus or mnus 4.25

to plus or mnus 7.00d sphere,

cylinder, per |ens

V2308 Spherocylinder, trifocal, plus or
to plus or mnus 7.00d sphere,

cylinder, per |ens

V2309 Spherocylinder, trifocal, plus or
to plus or mnus 7.00d sphere,

cylinder, per |ens

0.12 to 2.00d

m nus 4. 25
2.12 to 4.00d

m nus 4. 25
4.25 to 6.00d

Approved by: Harry Feliciano, MD., MP.H
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V2310 Spherocylinder, trifocal, plus or mnus 4.25
to plus or mnus 7.00d sphere, over 6.00d
cylinder, per |ens

V2311 Spherocylinder, trifocal, plus or mnus 7.25
to plus or mnus 12.00d sphere, 0.25 to 2.25d
cylinder, per |ens

V2312 Spherocylinder, trifocal, plus or mnus 7.25
to plus or mnus 12.00d sphere, 2.25 to 4.00d
cylinder, per |ens

V2313 Spherocylinder, trifocal, plus or mnus 7.25
to plus or mnus 12.00d sphere, 4.25 to 6.00d
cylinder, per |ens

V2314 Spherocylinder, trifocal, sphere over plus or
m nus 12.00d, per |ens

V2315 Lenticul ar, (nyodisc), per lens, trifoca

V2316 Lenti cul ar nonaspheric, per lens, trifoca

V2317 Lenticul ar, aspheric lens, trifocal

V2318 Ani sei konic lens, trifocal

V2319 Trifocal seg width over 28 nm

V2320 Trifocal add over 3.25d

V2399 Specialty trifocal (by report)

V2410 Vari abl e asphericity |lens, single vision,
full field, glass or plastic, per |lens

V2430 Vari abl e asphericity lens, bifocal, ful
field, glass or plastic, per |lens

V2499 Vari abl e sphericity lens, other type

V2500 Contact |ens, PMVA, spherical, per |ens

V2501 Contact lens, PMVA, toric or prismballast,
per |ens

V2502 Contact |lens, PMVA, bifocal, per lens
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V2503 Contact |ens, PMVA, color vision deficiency,
per |ens

V2510 Cont act | ens, gas perneable, spherical, per
| ens

V2511 Contact |lens, gas perneable, toric, prism

bal | ast, per Iens

V2512 Cont act |ens, gas perneable, bifocal, per
| ens

V2513 Cont act |ens, gas perneable, extended wear,
per |ens

V2520 Cont act |ens, hydrophilic, spherical, per
| ens

V2521 Contact lens, hydrophilic, toric, or prism
bal | ast, per Iens

V2522 Contact |ens, hydrophilic, bifocal, per |ens

V2523 Contact |ens, hydrophilic, extended wear, per
| ens

V2530 Contact lens, scleral, gas inperneable, per

lens (for contact |ens nodification, see CPT
Level | code 92325)

V2531 Contact lens, scleral, gas perneable, per
lens (for contact |ens nodification, see CPT
Level | code 92325)

V2599 Contact |ens, other type

9
10 Low Vi si on Aids

V2600 Hand hel d | ow vision aids and ot her
nonspect acl e nount ed ai ds

V2610 Single I ens spectacle nounted | ow vi sion aids

V2615 Tel escopi ¢ and ot her conpound | ens systens,

i ncl udi ng di stance vision tel escopic, near
vi sion tel escopes and conmpound m croscopi c
| ens system

11

Approved by: Harry Feliciano, MD., MP.H Initials:
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M scel | aneous

V2700

V2710

V2715

V2718

V2730

V2740

V2741

V2742

V2743

V2744

V2750

V2755

V2760

V2770

V2780

V2781

V2799

Subj ect: REFRACTI VE LENSES

Bal ance | ens, per I|ens
Slab off prism glass or plastic, per

Prism per |ens

Press-on lens, Fresnell prism per |ens

ens

Speci al base curve, glass or plastic, per

| ens
Tint, plastic, rose 1 or 2 per lens

Tint, plastic, other than rose 1 or 2,
| ens

Tint, glass rose 1 or 2, per |lens

Tint, glass other than rose 1 or 2, per
Tint, photochromatic, per |ens
Anti-reflective coating, per |lens

UV lens, per lens

Scratch resistant coating, per |lens
Cccl uder | ens, per lens

Oversi ze |l ens, per lens

Progressive |l ens, per lens

Vi si on service, mscell aneous

BENEFI T CATEGORY
Prost heti ¢ Device

DEFI NI TI ONS

1. Aphakia is the absence of the |lens of the eye.

2. Pseudophakia is an eye in which the natura

with an artificial intra-ocular lens (1QL).

per

| ens

| ens has been repl aced

Approved by:
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Subj ect: REFRACTI VE LENSES

Phot ochromatic | enses are those in which the degree of tint changes
in response to changes in anbient |ight.

COVERAGE AND PAYMENT RULES

1

Refracti ve | enses are covered when they are nedically necessary to
restore the vision normally provided by the natural |ens of the eye
of an individual |acking the organic |ens because of surgica
renoval or congenital absence. Covered di agnoses are limted to
pseudophakia (1 CD-9-CM Vv43.1), aphakia (1CD9-CM 379.31), and
congential aphakia (1CD 9-CM 743.35). Lenses provided for other

di agnoses wi || be deni ed as non-cover ed.

After each cataract surgery with insertion of an intraocul ar |ens
(1CD-9-CM Vv43.1), coverage is limted to one pair of eyegl asses or
contact |enses. Replacenent glasses and | enses are non-covered. If a
beneficiary has a cataract extraction with IOL insertion in one eye,
subsequently has a cataract extraction with IOL insertion in the

ot her eye, and does not receive eyegl asses or cataract |enses

bet ween the two surgical procedures, Medicare covers only one pair
of eyegl asses or contact |enses after the second surgery. If a
beneficiary has a pair of eyeglasses, has a cataract extraction with
QL insertion, and receives only new | enses but not new franmes after
the surgery, the benefit would not cover new franes at a later date
(unless it follows subsequent cataract extraction in the other eye).

Tints (V2740-V2744), anti-reflective coating (V2750), UV | enses
(V2755), or oversize |lenses (V2780) are covered when they are

medi cal | y necessary for the individual patient and the nedica
necessity is docunmented by the treating physician. Wen these
features are provided as a patient preference itemthey should be
billed as non-covered with a condition code 20. Tinted | enses used
as sungl asses that are provided to an aphakic patient in addition to
regul ar prosthetic lenses will be denied as not nedically necessary.
Tinted | enses used as sungl asses which are prescribed to a
pseudophakic patient in addition to regular prosthetic | enses wll
be deni ed as non-covered.

For patients who are aphakic who do not have an 1 OL (I CD 9-CM
379.31, 743.35), the follow ng | enses or conbinations of |enses are
covered when determ ned to be nedically necessary:

a. bifocal lenses in franmes

b. lenses in frames for far vision and | enses in franes for near
Vi si on

C. when a contact lens(es) for far vision is prescribed (including
cases of binocul ar and nmonocul ar aphakia), paynent will be nade

for the contact lens(es), and lenses in frames to be worn when
the contacts have been renoved.

Refracti ve | enses are covered even though the surgical renoval of
the natural |ens occurred before Medicare entitlemnent.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: REFRACTI VE LENSES

6. Scratch resistant coating (V2760) and progressive | enses (V2781) are
non-covered as a del uxe item

7. Only standard frames (V2020) are covered. Additional charges for
del uxe frames (V2025) are non-covered

8. \When hydrophilic soft contact |enses (V2520-V2523) are used as a
corneal dressing, they are denied as non-covered because in this
situation they do not neet the definition of a prosthetic device.
However, if these lenses are used for refraction and neet the
coverage criteria described above, they are covered.

9. Contact lens cleaning solution and normal saline for contact |enses
are non-covered.

10. Low vision aids are non-covered itens. These aids are used to
maxi m ze residual vision rather than replace “all or part of an
i nternal body organ” and therefore do not neet the definition of a
prost hetic devi ce.

CODI NG GUI DELI NES

1. Appropriate nodifiers (RT and LT) nust be used with the procedure
code(s) on the claim

2. \When lenses are provided bilaterally and the same code is used for
both I enses, bill both on the same claimline using the LTRT
nodi fier and two units of service.

3. Codes V2100-V2218, V2299-V2318, V2399-V2499, V2700 and V2770
descri be specific eyeglass | enses. Only one of these codes may be
billed for each | ens provided.

4. Codes V2219, V2220, V2319, V2320, V2710-V2760 and V2781 descri be
add-on features of lenses. They are billed in addition to codes for
the basic |ens.

5. Code V2744 is used for any type of photochromatic |ens, either glass
or plastic.

6. VWhen billing clains for deluxe frames, use code V2020 for the cost
of standard frames and a second line itemusing code V2025 for the
di fference between the charges for the deluxe franes and the
standard franes.

7. VWhen billing clainms for progressive |lens, use the appropriate code
for the standard bifocal (V2200-Vv2299) or trifocal (V2300-V2399)
I ens and a second line itemusing code V2781 for the difference
bet ween the charge for the progressive lens and the standard |ens.

DOCUMENTATI ON REQUI RED

1. An order for the lens(es) which is signed and dated by the ordering
physi ci an nust be kept on file by the provider. The order mnust
i ncl ude the I CD-9-CM di agnosi s code for the condition necessitating

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 9 of 10



106
107

108
109
110

111
112
113
114
115
116
117

118
119

120

121
122
123
124
125
126
127

128
129
130
131
132
133
134

135

136

Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: REFRACTI VE LENSES

the lens(es) (if the ordering physician is also the provider, the
prescription is an integral part of the patient’s record).

If aphakia is the result of the renoval of a previously inplanted
I ens, the date of the surgical renoval of the |ens nust be
docunented in the patient’s nedical record.

Tints (V2740-V2744), anti-reflective coating (V2750, UV |enses
(V2755) or oversized | enses (V2780), if they are specifically
ordered by the physician and are not a patient preference itemonly,
the zZX nodifier should be added to the codes. The ZX nodifier may
only be used when the requirenent is nmet. Wien the ZX nodifier is
bill ed, docunentation to support the medical necessity of the |ens
feature nust be available to the Internedi ary upon request.

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

NOTES:

1

This policy allows coverage for only one pair of contacts or one pair
of frames and | enses for patients undergoi ng cataract extraction with
the insertion of intraocular |enses (I1O.s) [pseudophakia, |CD 9-CM
V43.1]. In order to nore accurately adjudicate clains, it will be
necessary to docunment the date(s) of cataract surgery on a claim
Cains without dates of cataract surgery will be denied for |ack of
sufficient docunentation

It is sonetinmes necessary to renove an | OL because of conplications,
rendering the patient aphakic in the affected eye (I1CD 9-CM 379. 31).
However, Medicare files may indicate the patient is pseudophakic

rat her than aphakic, due to information furnished on prior clains.
Cains for patients who have undergone 1 OL renoval require
docunentation of the 1OL renoval to allow paynment for subsequent
refractive | enses.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Repairs

HCPCS CODES

The appearance of a code in this section does not necessarily indicate

cover age

E1340 Repair or non-routine service for durable

nmedi cal equi pnment requiring the skill of a
techni ci an, | abor component, per 15
m nut es

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

DEFI NI TI ONS

1

This code is used for services not covered by other codes or
conbi nation of codes in reference to the repairs of durable nedica
equi prrent .

This policy does not apply to the mai ntenance and servicing or the
repl acenent of durabl e nedical equipnent.

COVERAGE AND PAYMENT RULES

1

Under the circunstances specified bel ow, paynent nmay be nmade for
repair of nedically required Durable Medi cal Equi prent which the
beneficiary owns or is purchasing, including equipnrent which had been
in use before the user enrolled in Part A of the program Since
renters of equi pment usually recover fromthe rental charge the
expenses they incur in maintaining in working order the equi pnent
they rent out, separately item zed charges for repair of rented

equi prent are not covered, except for the |lease of rental dialysis
equi prrent .

Repairs to equi pment that a beneficiary is purchasing or already owns
are covered when necessary to nake the equi pnent serviceable. If the
expense for repairs exceeds the estimted expense of purchasing or
renti ng another item of equi prent for the remaining period of nedica
need, no paynment can be made for the amount of the excess.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: REPAIRS

DOCUMENTATI ON REQUI RED

1

The cl ai m nust be acconpani ed by a statenent that the patient owns
t he equi pnent, description of the nature and nedical necessity of the
repair, and an item zation of the parts and | abor tine invol ved.

Repl acenent parts nust be billed with the appropriate HCPCS code that
represents the itemor part being replaced. If replacing a part that
has not been assigned a specific HCPCS code, use a m scel |l aneous
HCPCS code (E1399, or K0108 for wheelchair parts) to bill each part,
and include the make, nodel nunber, part nunber and manufacturer of

t he product.

Docunent ati on requirements nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy.
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Seat Lift Mechani sns

HCPCS CODES
E0627 Seat lift mechanismincorporated into a
conbination lift-chair mechani sm
E0628 Separate seat |lift nmechanismfor use with
patient owned furniture - electric
E0629 Separate seat |lift nmechanismfor use with

pati ent owned furniture - non-electric

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-8

I NDI CATI ONS

A seat lift mechanismis covered if all of the following criteria are
nmet :

1. The patient nust have severe arthritis of the hip or knee or have a
sever e neuromnuscul ar di sease

2. The seat |ift nechanismnust be a part of the physician’ s course of
treatment and be prescribed to effect inprovenent, or arrest or
retard deterioration in the patient’s condition

3. The patient mnmust be conpletely incapable of standing up from any
chair in his/her home (the fact that a patient has difficulty or is
even i ncapable of getting up froma chair, particularly a |low chair,
is not sufficient justification for a seat lift mechanism Al nost al
pati ents who are capable of anmbul ati ng can get out of an ordinary
chair if the seat height is appropriate and the chair has arns)

4. Once standing, the patient nust have the ability to anbul ate

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: SEAT LI FT MECHANI SM5

COVERAGE AND PAYMENT RULES

1

Coverage of seat |lift nechanisns is limted to those types which
operate snoothly, can be controlled by the patient, and effectively
assist a patient in standing up and sitting down w t hout other

assi stance. Excluded fromcoverage is the type of lift that operates
by spring rel ease nechanismw th a sudden, catapult-Iike notion and
jolts the patient froma seated to a standi ng position

Coverage is limted to the seat lift mechanism even if it is

i ncorporated into a chair (E0627). Payment for a seat |ift nmechanism
i ncorporated into a chair (E0627) is based on the all owance for the

| east costly alternative (E0628, E0629).

The physician ordering the seat |ift nechanismnust be the attending
physi cian or a consulting physician for the di sease or condition
resulting in the need for a seat |lift. The physician's record nust
docunent that all appropriate therapeutic nodalities (e.g.

medi cati on, physical therapy) have been tried and failed to enable
the patient to transfer froma chair to a standing position

DOCUMENTATI ON REQUI RED

1

2.

A Certificate of Medical Necessity (CWN) and/or an order that has
been conpl eted, signed and dated by the ordering physician prior to
the date of delivery, nust be kept on file by the provider. The CWN
for the seat |ift mechanismis DMVERC 07.

An order for seat |lift nmechanisns signed and dated by the physician
nmust be received by the provider prior to delivery of the item A CWN
for the itemthat has been reviewed, signed and dated by the ordering
physi ci an may be substituted for the order if returned to the
provider prior to the delivery. O herw se, the prior conpleted order
and/ or the conpleted CW nust be kept on file by the provider and
made available to the Internmedi ary upon request.

Docunent ati on requirements nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy.
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT
Spi nal Orthoses, TLSO and LSO

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age.

K0112 Trunk support device, vest type, with
i nner frame, prefabricated

K0113 Trunk support device, vest type, w thout
i nner frame, prefabricated

L0300 TLSO, flexible (dorso-Iunbar surgical
support), customfitted

L0310 TLSO, flexible, (dorso-lunbar surgical
support), custom fabricated

L0315 TLSO, flexible (dorso-Iunbar surgical
support), elastic type, with rigid
posterior panel

L0317 TLSO, flexible (dorso-Iunbar surgical
support), hyperextension, elastic type,
with rigid posterior panel

L0320 TLSO, anterior-posterior control (Taylor
type), with apron front

L0330 TLSO, anterior-posterior-lateral control
(Kni ght - Tayl or type), with apron front

L0340 TLSO, anterior-posterior-lateral-rotary
control (Arnold, Magnuson, Steindler
types), with apron front

L0350 TLSO, anterior-posterior-lateral-rotary
control, flexion conpression jacket,
customfitted

L0360 TLSO, anterior-posterior-lateral-rotary
control, flexion conpression jacket,
nol ded to patient nodel

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: SPINAL ORTHOSES, TLSO AND LSO

L0370 TLSO, anterior-posterior-lateral-rotary
control, hyperextension (Jewett, Lennox,
Baker, Cash types)

L0380 TLSO, anterior-posterior-lateral-rotary
control, wth extensions

L0390 TLSO, anterior-posterior-lateral control,
nol ded to patient nodel

L0400 TLSO, anterior-posterior-lateral control,
nol ded to patient nodel, with interface
mat eri al

L0410 TLSO, anterior-posterior-lateral control,
t wo- pi ece construction, nolded to patient
nodel

L0420 TLSO, anterior-posterior-lateral control,

two piece construction, nolded to patient
nodel, with interface material

L0430 TLSO, anterior-posterior-lateral control,
with interface material customfitted

L0440 TLSO, anterior-posterior-lateral control,
wi th overl apping front section, spring
steel front, customfitted

L0500 LSO, flexible, (lunbo-sacral surgical
support)
L0510 LSO, flexible, (lunbo-sacral surgical

support), custom fabricated

L0515 LSO, flexible, (lunbo-sacral surgical
support) elastic type, with rigid
posterior panel

L0520 LSO, anterior-posterior |lateral control
(Kni ght, WIlcox types), with apron front

L0530 LSO, anterior-posterior control
(Macausl and type), with apron front

L0540 LSO, lunbar flexion (WIlIlianms flexion
type)
Approved by: Harry Feliciano, MD., MP.H Initials:
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L0550

L0560

L0565

Subj ect: SPINAL ORTHOSES, TLSO AND LSO

LSO, anterior-posterior-lateral control,
nol ded to patient nodel

LSO, anterior-posterior-lateral control,
nol ded to patient nodel, with interface
mat eri al

LSO, anterior-posterior-lateral control,
customfitted

BENEFI T CATEGORY

Dur abl e

Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual

DEFI NI TI ONS

1. Code

K0112 describes a prefabricated orthosis with the foll ow ng

characteristics:

a.

e.

2. Code

plastic frame which is padded and covered with cloth, or other
mat eri al

designed to be worn on top of clothing

primarily intended to assist in maintaining upright trunk
posture in patients in wheelchairs

capabl e of being worn by an anbul atory patient — i.e., not
attached to a wheel chair

limted degree of customfitting/nolding possible
K0113 describes a prefabricated device with the follow ng

characteristics:

a.
b.
c.

f oam shape covered with cloth or other material
designed to be worn on top of clothing

primarily intended to assist in maintain upright trunk posture
in patients in wheelchairs

capabl e of being worn by an anbul atory patient — i.e., not
attached to a wheel chair

3. Thoracic-l unbar-sacral orthoses (TLSO described by codes L0300-L0440

and |

unmbar - sacral orthoses (LSO described by codes L0O500-L0565 have

the followi ng characteristics:

a. used to inmobilize the specified areas of the spine
b. intimate fit and generally designed to be worn under clothing
Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: SPINAL ORTHOSES, TLSO AND LSO

c. not specifically designed for patients in wheelchairs

In addition to 3.a. and 3.b. (above), the body jacket type orthoses
(LO390- L0440, LO550-L0565) are characterized by a rigid plastic shel
that encircles the trunk and provides a high degree of inmmobility.

A customfitted orthosis is one which is manufactured in quantity
(i.e., prefabricated) without a specific patient in mnd. A custom
fitted orthosis is trinmmed, bent, nolded (with or w thout heat), or
otherwi se nodified for use by a specific patient. An orthosis that is
assenbl ed from prefabricated conmponents is considered customfitted.
Any orthosis that does not neet the definition of a customfabricated
orthosis is considered customfitted.

A custom fabricated orthosis is one which is individually nmade for a
specific patient starting with basic materials including, but not
limted to, plastic, nmetal, leather, or cloth in the formof sheets,
bars, etc. It involves substantial work such as cutting, bending,
nmol di ng, sawing, etc. It may involve the incorporation of some
prefabricated components. It involves nore than trimr ng, bending, or
maki ng other nodifications to a substantially prefabricated item A
nol ded-t o- pati ent-nodel orthosis is a particular type of custom
fabricated orthosis in which an inpression of the specific body part
is made (usually by neans of a plaster cast) and this inpression is
then used to make a positive nodel (usually of plaster) of the body
part. The orthosis is then nolded on this positive nodel.

COVERAGE AND PAYMENT RULES

1

Thor aci c- | unbar - sacral orthoses (L0300-L0440) and | unbar-sacra

ort hoses (LO0O500-L0565) are covered when they are ordered by a
physician to reduce pain by restricting nobility of the trunk, to
facilitate healing following an injury to and/or a surgical procedure
on the spine or related soft tissues, or to otherw se support weak
spi nal muscl es and/ or a deforned spine.

Trunk support devices described by code KO0112 are consi dered not

medi cal | y necessary. These devices are not generally accepted as
bei ng reasonabl e and necessary to provide trunk support to patients

i n wheel chairs. An adequate seating systemwould allow the patient to
function appropriately in the wheel chair.

Itens described by code KO113 will be denied as non-covered because
they do not nmeet the definition of a brace —i.e., they are not rigid
or sem -rigid devices.

CODI NG GUI DELI NES

1. Devices which are described by codes KO0112 or KO0113 shoul d not be
billed using other spinal orthosis codes (L0300-L0440, L0O500-L1499).
Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: SPINAL ORTHOSES, TLSO AND LSO

Codes L0310, L0320-L0340, L0360-L0420, L0510 and L0520-L0560 descri be
custom fabricated orthoses. These codes nust not be used for
prefabricated/customfitted orthoses.

A provider or physician wanting to know which code to use to describe
a particul ar product should contact the Medicare Part A Service
Center.

DOCUMENTATI ON REQUI RED

1

An order for the orthosis which is signed and dated by the treating
physi ci an and which clearly describes the type of orthosis ordered
must be kept on file by the provider and nade available to the

I nt ernedi ary upon request.

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORNMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy
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Medi care Review Policy: Pu

SUBJECT

Sucti on Punps

HCPCS CODES

blic Information

The appearance of a code in this section does not necessarily indicate

cover age.
E0600
E1399
Ad214
A4323
A4624
A4628
K0190

K0191

K0192

Suction punp,

hone nodel ,

Dur abl e medi cal equi prent

Sterile saline or water,

portabl e
, m scel |l aneous

30 cc vial

Sterile saline irrigation solution, 1000 m

Tracheal suction catheter, any type, each

O ophar yngeal

suction cat

Cani ster, disposable, use

Cani st er, non-di sposabl e,

punp

heter, each
d with suction punp
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REFERENCE

cal Equi pnent

HCFA Pub. 6, Coverage |ssues Manual 60-9

DEFI NI TI ON

A portabl e hone nodel

suction punp is a lightweight, conmpact, electric

aspirator designed for upper respiratory oral pharyngeal and trachea
use in the hone. Use of the device does not require
pr of essi onal supervi si on.

suction for
techni cal or

COVERAGE AND PAYMENT RULES

1. Use of a

hone nodel suction machine is covered for patients who have
difficulty raising and clearing secretions secondary to:
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Subj ect: SUCTI ON PUMPS

cancer or surgery of the throat or nmouth

a
b. dysfunction of the swallow ng nuscl es
C. unconsci ousness or obtunded state

d

tracheostony (1CD-9-CM V44.0 or V55.0)

2. When a suction punp is covered, tracheal suction catheters (A4624)
are separately payable supplies. In npbst cases, in the home setting,
sterile catheters are nedically necessary only for tracheostony
suctioning. Three suction catheters per day are covered for nedically
necessary tracheostony suctioning, unless additional docunentation is
provi ded. When a tracheal suction catheter is used in the oropharynx,
which is not sterile, the catheter can be reused if properly cleansed
and/ or disinfected. In this situation the nmedical necessity for nore
than three catheters (A4624) per week would require additiona
docunent ati on.

3. Sterile saline solution (A4214, A4323) is covered and separately
payabl e when used to clear a suction catheter after tracheostony
suctioning. It is not usually medically necessary for oropharyngea
suctioning. Saline used for tracheal |avage is a non-covered supply.

4. Tracheal suction catheters (A4624) and sterile saline used for
suctioning (A4214, A4323) are considered supplies for durable nedica
equi prent. Therefore, when supplied to beneficiaries in nursing
facilities, Place of Service Codes 31 and 32, they will be denied as
non- cover ed.

5. Supplies (A4628, KO0190-K0192) are covered and are separately payable
when they are nmedically necessary and used with a nedically necessary
suction punp in a covered setting.

6. When a suction punp is used for tracheal suctioning, other supplies
(e.g., cups, basins, gloves, solutions, etc.) are included in the
tracheal care kit code, A4625 (refer to the Tracheostony Care
Supplies policy for details). Wien a suction punp is used for
oropharyngeal suctioning, these other supplies are not nedically
necessary.

CODI NG GUI DELI NES
Code EO600 woul d not be used for a suction punp used with nasogastric
tubes. This woul d be coded E1399.

DOCUMENTATI ON REQUI RED

1. An order for the item which has been signed and dated by the
orderi ng physician, nust be kept on file by the provider

2. When billing HCPCS code A4624 for patients with a tracheostony, |ICD
9-CM codes V44.0, V55.0 or 519.00-519.09 should be entered on the
claimform

Approved by: Harry Feliciano, MD., MP.H Initials:
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3. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prment Regional Carrier policy

Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Ther apeutic Shoes for Diabetics

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

A5500 For diabetics only, fitting (including
foll owup), custom preparation and supply
of off-the-shelf depth-inlay shoe
manuf actured to acconmmmodate nulti-density
i nsert(s), per shoe

A5501 For diabetics only, fitting (including
foll owup), custom preparation and supply
of shoe nol ded fromcast(s) of patient’s
foot (custom nol ded shoe), per shoe

A5502 For diabetics only, nultiple density
i nsert(s), per shoe

A5503 For diabetics only, nodification
(including fitting) of off-the-shelf
dept h-inlay shoe or custom nol ded shoe
with roller or rigid rocker bottom per
shoe

A5504 For diabetics only, nodification
(including fitting) of off-the-shelf
dept h-inlay shoe or custom nol ded shoe
wi th wedge(s), per shoe

A5505 For diabetics only, nodification
(including fitting) of off-the-shelf
dept h-inlay shoe or custom nol ded shoe
wi th netatarsal bar, per shoe

A5506 For diabetics only, nodification
(including fitting) of off-the-shelf
dept h-inlay shoe or custom nol ded shoe
with off-set heel (s), per shoe

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: THERAPEUTI C SHOES FCR DI ABETI CS

A5507 For diabetics only, not otherw se
specified nodification (including fitting)
of off-the-shelf depth-inlay shoe or
cust om nol ded shoe, per shoe

K0401 For diabetics only, deluxe feature of off-
t he-shel f depth inlay shoe or custom
nmol ded shoe, per shoe

HCPCS MODI FI ER

ZX Specific requirenments found in the
docunent ati on section of the nedica
policy have been met and evidence of this
is available in the provider’s record

BENEFI T CATEGORY
Dur abl e Medi cal Equi prment

DEFI NI TI ONS
1. A depth shoe (A5500) is one that:

a. has a full length, heel-to-toe filler that when renoved
provides a mninumof 3/16” of additional depth used to

acconmodat e cust om nol ded or custom zed inserts;

b. is made from |l eather or other suitable material of equa

quality;
has sone form of shoe cl osure; and

d. is available in full and half sizes with a m ninum of three
wi dths so that the sole is graded to the size and width of the
upper portions of the shoe according to the American Standard
| ast sizing schedule or its equivalent (the Anmerican | ast
sizing schedule is the nunmerical shoe sizing systemused for
shoes in the United States). This includes a shoe with or

wi thout an internally seam ess toe.
2. A custom nol ded shoe(A5501) is one that:

a. is constructed over a positive nodel of the patient’s foot
b. is made from |l eather or other suitable material of equa

quality

c. has renovable inserts that can be altered or replaced as the

patient’s condition warrants, and
d. has sone form of shoe closure

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: THERAPEUTI C SHOES FCR DI ABETI CS

This includes a shoe with or without an internally seam ess toe.

An insert (A5502) is a total contact, multiple density, renovable
inlay that is directly nolded to the patient’s foot or a nodel of the
patient’s foot and that is made of a suitable material with regard to
the patient’s condition

Ri gi d rocker bottons (A5503) are exterior elevations with apex
position for 51 percent to 75 percent distance neasured fromthe back
end of the heel. The apex is a narrowed or pointed end of an
anat om cal structure. The apex must be positioned behind the
nmet at ar sal heads and tapering off sharply to the front tip of the
sol e. Apex height helps to elimnate pressure at the netatarsa

heads. Rigidity is ensured by the steel in the shoe. The heel of the
shoe tapers off in the back in order to cause the heel to strike in
the mddl e of the heel

Rol Il er bottons (sole or bar) (A5503) are the sanme as rocker bottons,
but the heel is tapered fromthe apex to the front tip of the sole.

Wedges (posting) (A5504) are either of hind foot, fore foot, or both
and may be in the mddle or to the side. The function is to shift or
transfer weight bearing upon standing or during anbul ation to the
opposite side for added support, stabilization, equalized wei ght

di stribution, or bal ance.

Met at arsal bars (A5505) are exterior bars which are placed behind the
nmet at arsal heads in order to renove pressure fromthe netatarsa
heads. The bars are of various shapes, heights, and construction
dependi ng on the exact purpose.

O fset heel (A5506) is a heel flanged at its base either in the
mddle, to the side, or a conbination, that is then extended upward
to the shoe in order to stabilize extreme positions of the hind foot.

A del uxe feature (KO0401) does not contribute to the therapeutic
function of the shoe. It may include, but is not limted to style,
color, or type of I|eather.

The ordering physician actually wites the order for the therapeutic
shoe, nodifications and inserts. The prescribing physician may be a
podiatrist, MD., or D.QO

The provider is the person or entity that actually furnishes the
shoe, nodification, and/or insert to the beneficiary and that bills
Medi care. The provider may be a podiatrist, pedorthist, orthotist,
prosthetist, or other qualified individual. The prescribing physician
may be the provider. The certifying physician may only be the
provider if the certifying physician is practicing in a defined rura
area or a defined health professional shortage area.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: THERAPEUTI C SHOES FCR DI ABETI CS

COVERAGE AND PAYMENT RULES

1. Diabetic shoes, inserts and/or nodifications to the shoes are covered
if the following criteria are net:

a. The patient has diabetes nellitus (ICD 9-CM di agnosi s codes

250. 00- 250. 93); and

b. The patient has one or nore of the follow ng conditions:
Previ ous anputation of the other foot, or part of either
foot, or
H story of previous foot ulceration of either foot, or
H story of pre-ulcerative calluses of either foot, or
Peri pheral neuropathy with evidence of callus formation
of either foot, or
Foot deformity of either foot, or
Poor circulation in either foot; and
The certifying physician who i s nanaging the patient’s
system c di abetes condition has certified that
indications a. and b. are net and that he/she is treating
the patient under a conprehensive plan of care for
hi s/ her di abetes and that the patient needs diabetic
shoes.

2. For patients neeting these criteria, coverage is limted to one of
the followi ng within one cal endar year

a. one pair of custom nol ded shoes (A5501) (which includes inserts
provided with these shoes) and two additional pairs of inserts
(A5502); or

b. One pair of depth shoes (A5500) and three pairs of inserts
(A5502) (not including the non-custoni zed renovabl e inserts
provided with such shoes).

3. Separate inserts may be covered and di spensed i ndependently of
di abetic shoes if the provider of the shoes verifies in witing that
the patient has appropriate footwear into which the insert can be
pl aced. This footwear nust neet the definitions found in the policy
for depth shoes or custom nol ded shoes. In addition, the inserts
furni shed must fully nmeet the definition of an insert set forth in
this policy. Inserts that will be used in non-covered shoes are non-
covered.

4. A custom nol ded shoe (A5501) is covered when the patient has a foot
deformty whi ch cannot be acconmobdated by a depth shoe. The nature
and severity of the deformty nust be well docunented in the
providers records and may be requested by the Internediary. If there

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: THERAPEUTI C SHOES FCR DI ABETI CS

is insufficient justification for a custom nol ded shoe but the
general coverage criteria are net, paynent will be based on the
al l owance for the least costly medically appropriate alternative
A5500.

A nodi fication of a custom nol ded or depth shoe will be covered as a
substitute for an insert. Although not intended as a conprehensive
list, the following are the nost common shoe nodification

a. rigid rocker bottomnms (A5503)
b. roller bottons (A5503)

c. wedges (A5504)

d. netatarsal bars (A5505)

e. offset heels (A5506)

O her nodifications to diabetic shoes (A5507) include, but are not
limted to flared heels and inserts for m ssing toes.

Del uxe features of diabetic shoes (KO401) will be denied as non-
covered.

Shoes, inserts, and/or nodifications that are provided to patients
who do not neet the coverage criteria will be denied as non-covered.

VWhen codes are billed without a ZX nodifier (see DOCUMENTATI ON
REQUI RED), they will be denied as non-covered.

The particul ar type of footwear (shoes, inserts, nodifications) which
i s necessary nust be prescribed by a podiatrist or other qualified
physi ci an, know edgeable in the fitting of diabetic shoes and
inserts.

The footwear nmust be fitted and furni shed by a podiatrist or other
qualified individual such as a pedorthist, orthotist or prosthetist.

The certifying physician (i.e., the physician who manages the
system c diabetic condition) may not furnish the footwear unless

he/ she practices in a defined rural area or a defined health

pr of essi onal shortage area. The prescribing physician (podiatrist or
ot her qualified physician) can be the supplier (i.e., the one who
furni shes the footwear).

There is no separate paynent for the fitting of the shoes, inserts or
nmodi fications or for the certification of need or prescription of the
footwear. Unrel ated eval uati on and nmanagenment services by the
physi ci an are processed by the |l ocal carrier

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: THERAPEUTI C SHOES FCR DI ABETI CS

CODI NG GUI DELI NES

1

Code A5507 is only to be used for not otherw se specified therapeutic
nodi fications to the shoe. Deluxe features nust be coded using code
K0401.

Codes for inserts or nodification (A5502-A5507) may only be used for
items related to diabetic shoes(A5500, A5501). They should not be
used for itens related to footwear (L3215-1L3253). Inserts and

nodi fications used with L coded footwear nust be coded using L codes
(L3000- L3649) .

VWhen a single shoe, insert or nodification is provided, the
appropriate nodifier, right (RT) or left (LT), rnust be used. If a
pair is provided, report as two (2) units of service on the claim-—
the RT or LT nodifiers should not be used.

DOCUMENTATI ON REQUI RED

1

An order for the shoes, inserts or nodifications which has been
signed and dated by the prescribing physician nmust be kept on file by
the provider. If the prescribing physician is the provider, a
separate order is not required, but the item provided nmust be clearly
noted in the patient’s record.

A new order is not required for the replacenment of an insert or
nodi fication within one year of the order on file. However, the
provi ders records shoul d docunment the reason for the repl acenment

A new order is required for the replacenent of any shoe.

A new order is required for the replacenent of an insert or
nodi fication nore than one year fromthe nost recent order on file.

The provider must obtain a signed statenment and/or order fromthe
certifying physician specifying that the patient has diabetes
nellitus, has one of conditions listed in CO/ERAGE AND PAYMENT RULES
— section 1.b. of this policy, is being treated under a conprehensive
pl an of care for his/her diabetes, and needs diabetic shoes. The
Statement of Certifying Physician for Therapeutic Shoes devel oped by
the DVERC i s recommended. This statenent nmay be conpleted by the
prescribi ng physician or provider but nust be reviewed for accuracy
of the information and signed by the certifying physician to indicate
agr eenent .

A new Certification Statenent and/or order is required for a shoe,
insert nodification provided nore than one year fromthe nost recent
Certification Statenent on file.

If the provider has a current signed statenent of file that indicates
that the coverage criteria described above have been net, then a zX
nodi fier nmust be added to the code.

Approved by: Harry Feliciano, MD., MP.H Initials:
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192 8. A di agnosis code for diabetes (ICD 9-CM code 250.00-250.93) should be
193 entered on the claim

194 9. If code A5507 is subnmitted, the claimnust contain a narrative
195 description of the nodification or feature provided.

196 10. Docunent ati on requi rements nmust be kept on file in the patient’s
197 medi cal record and be available to the Internediary upon request.

198 REFERENCE
199 HCFA Pub. 6, Coverage |ssues Manual

200  SOURCE OF | NFORMATI ON
201 Adapted from existing Durabl e Medi cal Equi prent Regional Carrier policy.

Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

1 SUBJECT
2 Tracheost ony Care Supplies

3 HCPCS CODES

4 The appearance of a code in this section does not necessarily indicate
5  coverage

A4625 Tracheostony care kit for a new
tracheost ony

A4626 Tracheost ony cl eani ng brush, each

A4629 Tracheostony care kit for established
tracheost ony

7 BENEFI T CATEGORY
8 Dur abl e Medi cal Equi prent

9  REFERENCE
10 HCFA Pub. 6, Coverage |ssues Manual

11 DEFI NI TI ONS

12 1. Atracheostony care or cleaning starter kit (A4625) contains the
13 fol | owi ng:

14 a. plastic tray

15 b. basin

16 c. pair of sterile gloves

17 d. tube brush

18 e. pipe cleaners

19 f. pre-cut tracheostony dressing
20 g. roll of gauze

21 h. 4" x4” sponges

22 i. cotton tip applicators

23 j. twill tape

24 2. A tracheostony care kit for an established tracheostony (A4629)
25 contains the foll ow ng:

Approved by: Harry Feliciano, MD., MP.H Initials:
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t ube brush

pi pe cl eaners

cotton tip applicators
twill tape

® 2 0 T o

4” x 4" sponges

COVERAGE AND PAYMENT RULES

1. Atracheostony care kit is covered for a patient foll owi ng an open
surgi cal tracheostony that has been open or is expected to remain
open for at |east three nonths.

2. A tracheostony care or cleaning starter kit (A4625) is covered for
the first two weeks followi ng an open surgical tracheostony.
Begi nni ng two weeks post-operatively, code A4625 is no | onger
medi cal |y necessary and if that code is billed, paynent is based on
the | east costly alternative, code A4629.

3. One tracheostony care kit (A4625, A4629) per day is considered
necessary for routine care of a tracheostony. Cains for additiona
kits for non-routine tracheostony care nust be acconpani ed by
substanti ati ng docunent ati on

4. For information on tracheal suction catheters and rel ated supplies,
see the SUCTI ON PUWVP policy.
CODI NG GUI DELI NES

A Colum Il code is included in the allowance for the correspondi ng
Colum 1 code when provided at the sane tinme.

Col umm | Col umm 11
A4625 AA4626
A4629 AA4626

DOCUMENTATI ON REQUI RED

1. An order for tracheostony care supplies, which is signed and dated by
t he ordering physician, nust be kept on file in the patient’s record
and be available to the Internedi ary upon request.

2. Wen billing for nore than one tracheostony care kit (A4625, A4629)
per day, docunentation explaining the nmedical necessity for the
greater anount nust be in the patient’s nedical records and nmade
avail able to the Internediary upon request.

3. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

Approved by: Harry Feliciano, MD., MP.H Initials:
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59  SOURCE OF | NFORMATI ON
60 Adapted from existing Durable Medi cal Equi prent Regional Carrier policy.
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Transcut aneous El ectrical Nerve Stinulators (TENS)

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age.

E0720 TENS, two | ead, |ocalized stimulation

E0730 TENS, four lead, larger area/nultiple
nerve stinulation

E0731 Form fitting conductive garnent for
delivery of tens or NMES (wth
conductive fibers separated fromthe
patient’s skin by layers of fabric)

A4556 El ectrodes, (e.g., apnea nonitor)
A4557 Lead wires, (e.g., apnea nonitor)
A4558 Conducti ve paste or gel

A4595 TENS supplies, 2 lead, per nonth
A4630 Repl acenent batteries for nedically

necessary TENS (Transcut aneous
El ectrical Nerve Stinulator owned by
pati ent

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCES
HCFA Pub. 6, Coverage |ssues Manual 35-46, 45-19, 45-25, 60-20

Approved by: Harry Feliciano, MD., MP.H Initials:
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SUBJECT: TRANSCUTANEQUS ELECTRI CAL NERVE STI MULATORS ( TENS)

DEFI NI TI ON

A Transcut aneous El ectrical Nerve Stinulator (TENS) (E0720, E0730) is a
device which utilizes electrical current delivered through el ectrodes

pl aced on the surface of the skin to decrease the patient’s perception
of pain by inhibiting the transm ssion of afferent pain nerve inpul ses
and/ or stimulating the rel ease of endorphins. A TENS unit mnust be

di stingui shed fromother electrical stimulators (e.g., neuronuscul ar
stinmulators) which are used to directly stimulate nuscles and/or notor
nerves. A TENS supply all owance (A4595) includes el ectrodes (any type),
conductive paste or gel (if needed, depending on the type of electrode),
tape or other adhesive (if needed, depending on the type of electrode),
adhesi ve renmover, skin preparation materials, batteries (9 volt or AA
single use or rechargeable), and a battery charger (if rechargeable
batteries are used).

COVERAGE AND PAYMENT RULES

A Transcut aneous El ectrical Nerve Stinulator (TENS) is covered for the
treatnment of patients with chronic, intractable pain or acute post-
operative pain who neet the coverage rules |isted bel ow

1. Wien a TENS unit is used for acute post-operative pain, the nmedica
necessity is usually Iimted to 30 days fromthe day of surgery.
Payment for nore than one nonth is determ ned by individua
consi derati on based upon supportive docunentation provided by the
orderi ng physician. Payment will be made only as a rental. A TENS
unit will be denied as not nedically necessary for acute pain (Iless
than three nonths duration) other than post-operative pain.

2. For chronic pain, the nedical record nust docunment the |ocation of
the pain, the duration of time the patient has had the pain, and the
presuned etiol ogy of the pain. The pain nmust have been present for at
| east three nonths. Qther appropriate treatnment nodalities nust have
been tried and failed, and the nedical record nust docunent what
treatment nodalities have been used (including the nanes and dosage
of medication), the length of time that each type of treatnment was
used, and the results.

3. The presuned etiology of the pain nmust be a type that is accepted as
respondi ng to TENS therapy. Exanples of conditions for which a TENS
unit are not considered to be nedically necessary are (not all-

i nclusive): headache, visceral abdom nal pain, pelvic pain, and
t enrpor omandi bul ar joint (TMJ) pain.

4. \Wen used for the treatnment of chronic, intractable pain, the TENS
unit nust be used by the patient on a trail basis for a m ni mum of
one nonth (30 days), but not to exceed two nonths. The trail period
will be paid as a rental. The trial period nmust be nonitored by the
ordering physician to determ ne the effectiveness of the TENS unit in
nmodul ati ng the pain. For coverage of a purchase, the physician mnust
determ ne that the patient is likely to derive significant
t herapeutic benefit from conti nuous use of the unit over a |ong
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

SUBJECT: TRANSCUTANEQUS ELECTRI CAL NERVE STI MULATORS ( TENS)

period of tinme. The physician’s records nmust docunent a reeval uation
of the patient at the end of the trial period, nmust indicate how
often the patient used the TENS unit, the typical duration of use
each tinme, and the results.

A 4 lead TENS unit may be used with either 2 | eads or 4 | eads,
dependi ng on the characteristics of the patient’s pain. If it is
ordered for use with 4 | eads, the nedical record must docunent why 2
| eads are insufficient to neet the patients needs.

During the rental of a TENS unit, supplies for the unit are included
in the rental allowance; there is no additional allowance for

el ectrodes, lead wires, batteries, etc. If a TENS unit (E0720 or
E0730) is purchased, the allowance includes |ead wires and one
mont h’ s supply of el ectrodes, conductive paste or gel (if needed),
and batteries.

Separate allowance will be made for repl acenent supplies when they
are nedically necessary and are used with a TENS unit that has been
purchased and/or approved by Medicare. If 2 TENS | eads are nedically
necessary, then a maxi mum of one unit of Code A4595 woul d be al |l owed
per month; if 4 TENS | eads are necessary, a maxi mum of two units per
nonth woul d be allowed. If the use of the TENS unit is |less than
daily, the frequency of billing for the TENS supply code should be
reduced proportionally.

There should be no billing and there will be no separate all owance
for replacenent el ectrodes (A4556), conductive paste or gel (A4558),
repl acenent batteries (A4630), or a battery charger used with a TENS
unit.

Repl acenent of |ead wires (A4557) will be covered when they are

i noperative due to damage and the TENS unit is still nedically
necessary. Replacenent nore often than every 12 nonths would rarely
be medi cal |y necessary.

O her supplies, including but not limted to the following, will be
separately allowed: adapters (snap, banana, alligator, tab, button
clip), belt clips, adhesive renover, additional connecting cable for
| ead wires, carrying pouches, or covers.

A conductive garnent (EO0731) used with a TENS unit is rarely
medi cal | y necessary, but may be covered if all of the follow ng
condi tions are net:

a. it has been prescribed by a physician for use in delivering
covered TENS treatnent; and

b. one of the nedical indications outlined belowis net:

the patient cannot nanage without the conductive garnment
because there is such a large area or so nany sites to be
stimul ated and the stinulation would have to be delivered so
frequently that it is not feasible to use conventiona

el ectrodes, adhesive tapes, and lead wires; or
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SUBJECT: TRANSCUTANEQUS ELECTRI CAL NERVE STI MULATORS ( TENS)

the patient cannot nanage wi thout the conductive garnent for
the treatnment of chronic intractable pain because the areas
or sites to be stinulated are inaccessible with the use of

conventional el ectrodes, adhesive tapes, and |lead wires; or

the patient has a docunented nedi cal condition, such as skin
probl enms, that preclude the application of conventiona
el ectrodes, adhesive tapes, and lead wires; or

the patient requires electrical stinulation beneath a cast
to treat chronic intractable pain

12. A conductive garment is not covered for use with a TENS devi ce during
the trial period unless:

a. the patient has a docunented skin problemprior to the start
of the trial period; and

b. the itemis nedically necessary for the patient

c. The physician ordering the TENS unit could be the physician or
a consulting physician for the disease or condition resulting
in the need for the TENS unit

CODI NG GUI DELI NES

1. Codes A4556, A4558, and A4630 are not valid for supplies used with a
TENS unit; A4595 shoul d be used i nstead.

2. For code A4557, one unit of service is for lead wires going to two
electrodes. If all the ead wires of a 4 |lead TENS unit needed to be
repl aced, billing would be for two units of service.

DOCUMENTATI ON REQUI RED

1. An order for the TENS unit and rel ated supplies, which has been
signed and dated by the ordering physician and/or Certificate of
Medi cal Necessity (CWN), which has been conpl eted, signed and dated
by the ordering physician, nust be kept on file by the provider. The
CW for TENS is HCFA form 848. The witten order for a TENS unit nust
be obtained prior to delivery.

2. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

Not es:

1. Aclaimfor code E0731 nust be acconpani ed by the brand name and
nmodel nunber of the conductive garnment, and a detail ed statenent
justifying the nedical necessity of the garnment for the patient.

2. When a TENS unit is prescribed for chronic pain, once the physician
has re-evaluated the patient after the trial period, a new order and
(separate) CWN nust be conpleted and included in the patient’s
nmedi cal record. The initial date needed on this order and CWN nust
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Equi prent Pol i cy:

Public Information

i ndi cate the date of the TENS purchase and should not overlap the
dates of the trial period.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent

Regi onal Carrier

policy.
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information
SUBJECT
Trapeze Bars and Ot her Bed Accessories
HCPCS CODES
Accessori es
E0271 Mattress, innerspring
E0272 Mattress, foam rubber
E0273 Bed board
E0274 Over-bed table
E0280 Bed cradle, any type
E0305 Bed side rails, half length
E0310 Bed side rails, full length
E0315 Bed accessories: boards or tables, or any
type support device
E0910 Trapeze bars (al so known as Patient Hel per),
attached to bed, with grab bar
E0940 Trapeze bar, free standing, conplete with
grab bar
Hospi tal Beds
E0250 Hospital bed, fixed height, with any type
side rails, with mattress
E0251 Hospital bed, fixed height, with any type
side rails, without mattress
E0255 Hospital bed, variable height (H -Lo), with
any type side rails, with mattress
E0256 Hospital bed, variable height (H -Lo), with
any type side rails, without mattress
Approved by: Harry Feliciano, MD., MP.H Initials:
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E0260 Hospital bed, sem -electric (head and f oot
adjustnment), with any type side rails, with
mattress

E0261 Hospital bed, sem -electric (head and f oot

adjustnment), with any type side rails,
Wi thout mattress

E0290 Hospital bed, fixed height, w thout side
rails, with mattress

E0291 Hospital bed, fixed height, w thout side
rails, without mattress

E0292 Hospital bed, variable height (H -Lo),
without side rails, with mattress

E0293 Hospital bed, variable height (H -Lo),
wi thout side rails, without mattress

E0294 Hospital bed, sem -electric (head and f oot
adjustnment), without side rails, with
mattress

E0295 Hospital bed, sem -electric (head and f oot
adjustnent), without side rails, wthout
mattress

E0296 Hospital bed, total electric (head, foot

and hei ght adjustnent), w thout side rails,
with mattress

E0297 Hospital bed, total electric (head, foot
and hei ght adjustnent), w thout side rails,
Wi thout mattress

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-9, 60-18

| NDI CATI ONS

1. Atrapeze bar is covered when a patient needs this device to sit up
because of a respiratory condition, to change body position for other
nmedi cal reasons, or to get in or out of bed.
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2. Abed cradle is covered for a patient with acute gouty arthritis
(1CD-9-CM code 274.0) or burns (1CD 9-CM codes 942. 00-943. 59, 945. 00-
945.59) when it is necessary to prevent contact with the bed
coveri ngs.

COVERAGE AND PAYMENT RULES

1. An “attachabl e” trapeze bar (E0910) is non-covered when used on a
non- hospi tal bed.

2. A trapeze bar (E0910) is covered when it is either an integral part
of or used on a hospital bed, and it has been determ ned that both
the hospital bed and the trapeze bar are nedically necessary.

3. When “free standi ng” trapeze equi prent (E0940) is prescribed, it rnust
nmeet the same criteria as the attached equi pnent and the patient nust
not rent or own a hospital bed.

4. A bed cradle (E0280) is covered when used for the indications above.
O her uses of a bed cradle are usually not nedically necessary.

5. Side rails (E0305, E0310) are covered when they are an integral part
of , or an accessory to, a hospital bed.

6. A bed board (E0273, EO0315) is non-covered since it is a convenience
item and not nedically necessary.

7. An over-bed table (E0274, E0315) is non-covered since it is a
conveni ence item and not nedically necessary.

8. A mattress innerspring (E0271) or mattress, foamrubber (E0272) is
covered as a replacenent mattress for a hospital bed owned by the
patient.

CODI NG GUI DELI NES

When mattresses or bed side rails are billed at the same tinme as
hospital beds w thout these itens, use the single code that conbines
t hese itens:

E0271, E0272: Mattress, |nnerspring-Foam Rubber
VWhen conbi ned with E0251, pay as E0250
VWhen conbi ned with E0291, pay as E0290
VWhen conbi ned with E0293, pay as E0292
VWhen conbi ned with E0295, pay as E0294

VWhen conbi ned with E0297, pay as E0296
E0305, E0310: Bed Side Rails, Half Length-Full Length

VWhen conbi ned with E0290, pay as E0250
VWhen conbi ned with E0291, pay as E0251
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VWhen conbi ned with E0292, pay as E0255
VWhen conbi ned with E0293, pay as E0256
VWhen conbi ned with E0294, pay as E0260
VWhen conbi ned with E0295, pay as E0261

DOCUMENTATI ON REQUI RED

1. A Certificate of Medical Necessity (CM\) and/or an order that has
been conpl eted, signed and dated by the ordering physician nmust be
kept on file in the patient’s nedical record.

2. Docunentation requirenments nust be kept on file in the patient’s

medi cal record and be available to the Internediary upon request.
SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy.
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY

PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy:

Public

| nformati on

SUBJECT
Ur ol ogi cal Supplies
HCPCS CODES
The appearance of a code in this section does not necessarily indicate
cover age
A4310 Insertion tray wi thout drainage bag and wi t hout
cat heter (accessories only)
A4311 Insertion tray wi thout drainage bag with
i ndwel Ii ng catheter, Foley type, two-way | atex
with coating (teflon, silicone, silicone
el astomer or hydrophilic, etc.)
A4312 Insertion tray wi thout drainage bag with
i ndwel Ii ng cat heter, Foley type, two-way, al
silicone
A4313 Insertion tray wi thout drainage bag with
i ndwel ling catheter, Foley type, three-way, for
continuous irrigation
A4314 Insertion tray with drai nage bag with
i ndwel Iing catheter, Foley type, two-way | atex
with coating (teflon, silicone, silicone
el astomer or hydrophilic, etc.)
A4315 Insertion tray with drai nage bag with
i ndwel Ii ng catheter, Foley type, two-way, al
silicone
A4316 Insertion tray with drai nage bag with
i ndwel I'i ng catheter, Foley type, three-way, for
continuous irrigation
A4320 Irrigation tray with bulb or piston syringe,
any purpose
A4321 Therapeutic agent for urinary catheter
irrigation
A4322 Irrigation syringe, bulb or piston, each
Approved by: Harry Feliciano, MD., MP.H Initials:
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A4323 Sterile saline irrigation solution, 1000 n

A4326 Mal e external catheter specialty type, (e.g.
i nfl atabl e, faceplate, etc.), each

A4327 Femal e external urinary collection device,
nmeat al cup, each

A4328 Femal e external urinary collection device,
pouch, each

A4329 External catheter starter set, nale/fenale,
i ncl udes catheters/urinary collectin device
bag/ pouch and accessories (tubing, clanps,
etc.), seven day supply

A4335 I nconti nence supply; m scellaneous

A4338 I ndwel i ng catheter; Foley type; two-way | atex
with coating (teflon, silicone, silicone
el astomer or hydrophilic, etc.), each

A4340 Indwel I ing catheter; specialty type (e.g.
coude, nushroomw ng, etc.), each

A4344 Indwel i ng catheter; Foley type, two-way, al
silicone, each

A4346 Indwel i ng catheter; Foley type, three-way for
continuous irrigation, each

A4347 Mal e external catheter with or without
adhesive, with or without anti-reflux device;
per dozen

A4351 Intermttent urinary catheter; straight tip,
each

A4352 Intermttent urinary catheter; Coude (curved)
tip, each

A4353 Intermttent urinary catheter, with insertion
supplies

A4354 Insertion tray with drai nage bag but w thout
cat heter

Approved by: Harry Feliciano, MD., MP.H Initials:
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A4355 Irrigation tubing set for continuous bl adder
irrigation through a three-way indwelling Fol ey
cat heter, each

A4356 External urethral clanp or conpression device
(not to be used for catheter clanp), each

A4357 Bedsi de drai nage bag, day or night, with or
wi t hout anti-reflux device, with or without
tube, each

A4358 Uinary leg bag; vinyl, with or wthout tube,
each

A4359 Urinary suspensory w thout |eg bag, each

A4365 Gst ony adhesi ve renmover wi pes, 50 per box

A4402 Lubri cant, per ounce

A4455 Adhesi ve renover or solvent (for tape, cenent

or other adhesive), per ounce

A4554 Di sposabl e underpads, all sizes (e.g., Chux)

A5102 Bedsi de drai nage bottle with or w thout tubing,
rigid or expandabl e, each

A5105 Urinary suspensory; with leg bag, with or
Wi t hout tube

A5112 Uinary | eg bag; |atex

A5113 Leg strap; |atex, replacenent only, per set

A5114 Leg strap; foamor fabric, replacenent only,
per set

A5131 Appl i ance cl eaner, incontinence and ostony

appl i ances, per 16 oz.

A5149 I nconti nence/ ostony supply; mscell aneous
A6265 Tape, all types, per 18 square inches
A9270 Non-covered itemor service
Approved by: Harry Feliciano, MD., MP.H Initials:
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K0280 Ext ensi on drai nage tubing, any type, any
I ength, with connector/adaptor; for use with
urinary | eg bag or urostony pouch, each

K0281 Lubricant, individual sterile packet, for
insertion of urinary catheter, each

K0407 Urinary catheter anchoring device, adhesive
skin attachnment

K0408 Urinary catheter anchoring device, leg strap

K0409 Sterile water irrigation solution, 1000 n

K0410 Mal e external catheter, wth adhesive coating,
each

K0411 Mal e external catheter, wth adhesive strip,
each

77002 I nconti nence supply, conponent of another item

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

DEFI NI TI ONS

1. A neatal cup female external urinary collection device (A4327) is a
plastic cup which is held in place around the fermal e urethra by
suction or pressure and is connected to a urinary drainage contai ner
such as a bag or bottle.

2. A pouch type femal e external collection device (A4328) is a plastic
pouch which is attached to the periurethral area w th adhesive and
whi ch can be connected to a urinary drai nage contai ner such as a bag
or bottle.

3. The general term*“external urinary collection devices” used in this
policy includes male external catheters and femal e pouches or neata
cups. This term does not include diapers or other types of absorptive
pads.

4. Sterile catheterization technique involves the use of a new, sterile
packaged catheter and sterile lubricant for each catheterization. It
may al so involve use of sterile gloves and drape and use of an
antiseptic solution to cleanse the periurethral area. C ean, non-
sterile intermttent catheterization technique involves the use of
soap and water for cleansing of the periurethral area, a reusable
catheter that is cleansed between epi sodes and non-sterile |ubricant.
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A urinary catheter anchoring device described by code K0407 has an
adhesi ve surface that attaches to the patient’s skin and a nechani sm
for releasing and re-anchoring the catheter multiple times w thout
changi ng the devi ce.

A urinary catheter anchoring device described by code KO408 is a
strap that goes around a patient’s |leg and has a mechani sm for
rel easing and re-anchoring the catheter nmultiple times w thout
changi ng the devi ce.

Aurinary intermttent catheter with insertion supplies (A4353) is a
kit that includes a catheter, lubricant, gloves, antiseptic solution
applicators, drape, and a tray or bag in a sterile package intended
for single use.

Therapeutic agent for urinary irrigation (A4321) is defined as a
solution containing agents in addition to saline or sterile water
(for exanmple acetic acid or hydrogen peroxide) that is used for the
treatment or prevention of urinary catheter obstruction

COVERAGE AND PAYMENT RULES

Cener al

1

Urinary catheters and external urinary collection devices are covered
to drain or collect urine for a patient who has permanent urinary

i ncontinence or permanent urinary retention. Permanent urinary
retention is defined as retention that is not expected to be

medi cally or surgically corrected in the patient within 3 nonths.

If the catheter or the external urinary collection device neets the
coverage criteria then the related supplies that are necessary for
their effective use are also covered. Urological supplies that are
not used with, or for which use is not related to the covered use of
catheters or external urinary collection devices (i.e., drainage
and/ or collection of urine fromthe bl adder) will be denied as non-
covered.

The patient must have a pernmanent inpairnent of urination. This does
not require a determnation that there is no possibility that the
patient’s condition may i nprove sonetine in the future. If the

medi cal record, including the judgenment of the attendi ng physician

i ndicates the condition is of long and indefinite duration
(ordinarily at least 3 nonths), the test of permanence is considered
met. Catheters and related supplies will be denied as non-covered in
situations in which it is expected that the condition will be

t empor ary.

The use of a urological supply for the treatnment of chronic urinary
tract infection or other bladder condition in the absence of

per manent urinary incontinence or retention is non-covered. Since the
patient’s urinary systemis functioning, the criteria for coverage
under the prosthetic benefit provision are not net.
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The nmedi cal necessity for use of a greater quantity of supplies than
t he amounts specified in the policy nmust be well docunented in the
patient’s nedical record and provided to the Intermedi ary upon
request.

Indwel i ng Catheters (A4311-A4316, A 4338- A4346)

1

No nmore than one catheter per nmonth is covered for routine catheter
mai nt enance. Non-routine catheter changes are covered when
docunent ati on substanti ates nedi cal necessity, such as for the

foll owi ng indications:

a. catheter is accidentally renoved (e.g., pulled out by patient)

b. mal function of catheter (e.g., balloon does not stay inflated,
hole in catheter)

c. catheter is obstructed by encrustation, nucous plug, or bl ood
cl ot

d. history of recurrent obstruction or urinary tract infection for
which it has been established that an acute event is prevented
by a schedul ed change at intervals of |ess than once per nonth

VWhen a specialty indwelling catheter (A4340) or an all silicone

cat heter (A4344, A4312 or A4315) is used, there nust be docunentation
in the patient’s medical record of the nedical necessity for that
catheter rather than a straight Foley type catheter with coating
(such as recurrent encrustation, inability to pass a straight
catheter, or sensitivity to latex). This docunentati on may be
requested by the Internmediary. If docunentation is requested and does
not substantiate nmedi cal necessity, paynent will be nade based on the
| east costly nedically appropriate alternative (A4338, A4311 or
A4314, respectively).

A three-way indwelling catheter either alone (A4346) or with other
conmponents (A4313 or A4316) will be covered only if continuous
catheter irrigation is nmedically necessary (refer to the section
Continuous Irrigation of Indwelling Catheter for indications for
continuous catheter irrigations). In other situations, payment wll
be based on the | east costly nmedically appropriate alternative
(A4338, A4311 or A4314 respectively).

Catheter Insertion Tray (A4310- A4316, A4353, A4354)

1. One insertion tray will be covered per episode of indwelling catheter
insertion. More than one tray per episode will be denied as not
nmedi cal | y necessary.

2. One intermttent catheter with insertion supplies (A4353) will be
covered per episode of nedically necessary sterile intermttent
catheterization (see below). Catheter insertion trays will be denied
as not nedically necessary for clean, non-sterile intermttent
cat heteri zati on.
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3. Insertion trays that contain conponent parts of the urinary
collection system (e.g., drainage bags and tubing) are inclusive sets
and paynent for additional conponent parts will be allowed only per
the stated criteria in each section of the policy.

Urinary Drai nage Coll ection System (A4314- AA316, A4354, A4357, A4358,
A5102, A5112)

Payment will be made for routine changes of the urinary drai nage
collection systemas noted bel ow. Additional charges will be allowed for
medi cal | y necessary non-routine changes when the docunentation

substanti ates the nmedi cal necessity (e.g., obstruction, sludging,
clotting of blood or chronic, recurrent urinary tract infection).

Usual Maxi num Quantity of Supplies

Code #/ no. #/ 3 no.
A4314 1 -
A4315 1 -
A4316 1 -
A4354 1 -
A4357 2 -
A4358 2 -
A5102 - 1
A5112 1 -

1. Leg bags are indicated for patients who are anbul atory or are chair
or wheel chair bound. The use of |eg bags for bedridden patients would
be denied as not nedically necessary.

2. If there is a catheter change (A4314-A4315, A4354) and an additiona
drai nage bag (A4357) change within a nmonth, the conbined utilization
for A4314- A4316, A4354 and A4357 shoul d be consi dered when
determining if additional docunentation should be submitted with the
claim For exanple, if 1 unit of A4314 and 1 unit of A4357 is
provi ded, this should be considered as two drai nage bags, which is
t he usual maxi num quantity of drai nage bags needed for routine
changes.

3. Payment will be made for either a vinyl |leg bag (A4358) or a | atex
| eg bag (A5112). The use of both is not nedically necessary.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: UROLOG CAL SUPPLI ES

The medi cal necessity for drai nage bags containing gel matrix or
other material which are intended to be disposed of on a daily basis
has not been established. Paynment for this type of bag will be based
on the all owance and usual frequency of change for the |east costly
medi cal | y appropriate alternative, code A4357.

Intermttent Irrigation of Indwelling Catheter

1

Supplies for the intermttent irrigation of an indwelling catheter
are covered when they are used on an as needed (non-routine) basis in
t he presence of acute obstruction of the catheter. Routine
intermttent irrigations of a catheter will be denied as not

medi cal | y necessary. Routine irrigations are defined as those
performed at predeterm ned intervals. In individual cases, the
Internediary may request a copy of the order for irrigation and
docunentation in the patient’s medical record of the presence of
acute catheter obstruction when irrigation supplies are billed.

Covered supplies for nmedically necessary non-routine irrigation of a
catheter include either an irrigation tray (A4320) or an irrigation
syringe (A4322), and sterile saline (A4323) or sterile water (K0409).
VWhen syringes, trays, sterile saline or water are used for routine
irrigation, they will be denied as not nedically necessary.
Irrigation solutions containing antibiotics and chenot herapeutic
agents (9270) will be denied as non-covered. Irrigating solutions
such as acetic acid or hydrogen peroxide that are used for the
treatment or prevention or urinary obstruction (A4321) will be denied
as not nedically necessary.

Irrigation supplies that are used for care of the skin or perineum of
i ncontinent patients are non-covered.

Continuous Irrigation of Indwelling Catheter

1. Supplies for continuous irrigation of a catheter are covered if there
is a history of obstruction of the catheter and the patency of the
cat heter cannot be maintained by intermttent irrigation in
conjunction with nedically necessary catheter changes. Continuous
irrigation as a primary preventive neasure (i.e., no history of
obstruction) will be denied as not nedically necessary. Docunentation
must substantiate the medical necessity of catheter irrigation and in
particul ar continuous irrigation as opposed to internittent
irrigation. The records nmust also indicate the rate of solution
adm ni stration and the duration of need. This docunentation may be
requested by the Internediary.

2. Covered supplies for nedically necessary continuous bl adder
irrigation include a 3-way Fol ey catheter (A4313, A4316, A4346),
irrigation tubing set (A4355), and sterile saline (A4323) or sterile
wat er (K0409). More than one irrigation tubing set per day for
continuous catheter irrigation will be denied as not nedically
necessary.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Irrigation solutions containing antibiotics and chenot herapeutic
agents (A9270) will be denied as non-covered. Payment for irrigating
solutions such as acetic acid or hydrogen peroxide will be based on
the all owance for sterile water (KO409) or sterile saline (A4323).

Continuous irrigation is a tenporary measure. Continuous irrigation
for more than 2 weeks is rarely nedically necessary. The patient’s
medi cal records should indicate this medi cal necessity and these
medi cal records made available to the Internmedi ary upon request.

Intermttent Catheterization

1

Intermttent catheterization is covered when basic coverage criteria
are net and the patient or caregiver can performthe procedure. \Wen
cl ean, non-sterile catheterization technique is used, Medicare wll
cover replacenment of intermttent catheters (A4351-A4352) on a weekly
basis unless there is docunentati on of the medical necessity for nore
frequent replacenent. Non-sterile lubricating gel (A4402) woul d be
covered for use with clean non-sterile catheterization technique.

Ei ght units of service (8 o0z.) would be covered per nonth. An

i ndi vi dual packet of |ubricant (KO0281) is not nedically necessary for
clean, non-sterile intermttent catheterization

Intermttent catheterization using sterile technique is covered when
a. the patient resides in a nursing facility, or

b. the patient has had recurrent urinary tract infections with
pyuria and fever and, in the judgenent of the beneficiary's
physician, sterile technique is indicated. Pyuria and/or
bacteriuria by thenselves are not diagnostic of a clinically
significant urinary infection in a catheterized patient

For each episode of covered sterile catheterization, Medicare wll
cover:

a. one catheter (A4351, A4352) and an individual packet of
| ubri cant (KO0281), or

b. an intermttent catheter kit (A4353). See DEFIN TIONS for
contents of the kit.

The kit code should be used for billing even if the conmponents are
packaged separately rather than together as a kit. If sterile
catheterization is not nedically necessary, sterile supplies wll
be deni ed as not nedically necessary.

VWhen a Coude (curved) tip catheter (A4352) is used, there must be
docunentation in the patient’s nmedical record of the nedica

necessity for that catheter rather than a straight tip catheter
(A4351). An exanple would be the inability to catheterize with a
straight tip catheter. This docunentati on may be requested by the
Internediary. If docunentation is requested and does not substantiate
medi cal necessity, paynment will be based on the |least costly

medi cal | y appropriate alternative — A4351

Approved by: Harry Feliciano, MD., MP.H Initials:
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External Catheters/Uinary Collection Devices

1

Mal e external catheters (condomtype) or fermale external urinary
col l ection devices are covered for patients who have pernmanent
urinary incontinence when used as an alternative to an indwelling
cat heter.

The utilization of nmale external catheters (KO0410) or KO0411)
general |y should not exceed 35 per nonth. Geater utilization of
t hese devi ces nust be acconpani ed by docunentation of mnedica
necessity.

Adhesi ve strips or tape used with code K0411l (rnal e external catheter
wi t h adhesive strip, each) are included in the allowance for that
code and are not separately payable by the Internmediary. |If adhesive
strips or tape are used with code K0410 (rnal e external catheter, with
adhesi ve coating, each), paynent will be denied as not nedically
necessary.

Mal e external catheters (condomtype) or fermale external urinary
collection devices will be denied as not nedically necessary when
ordered for patients who al so use an indwelling catheter

Specialty type male external catheters such as those that inflate or
that include a faceplate (A4326) are covered only when docunentation
substanti ates the medi cal necessity for such a catheter. Payment will
be based on the |l east costly nmedically appropriate alternative if
docunent ati on does not substantiate medi cal necessity.

For fermal e external urinary collection devices, nore than one neata
cup (A4327) per week or nore than one pouch (A4328) per day will be
deni ed as not nedically necessary.

M scel | aneous Supplies

1

Appl i ance cleaner (A5131) is covered when used to clean the inside of
certain urinary collecting appliances (A5102, A5112). Mre than one
unit of service (16 oz.) per nonth is rarely medically necessary.

One external urethral clanp or conpression device (A4356) is covered
every 3 nonths or sooner if the rubber/foam casing deteriorates.

Tape (A6265) that is used to secure an indwelling catheter to the
patient’s body is covered. Mdrre than 10 units (1 unit = 18 sqg. in.
10 units = 180 sg. in. =5 yds. of 1 inch tape) per nonth will be
deni ed as not nedically necessary unless the claimis acconpani ed by
docunentation justifying a larger quantity in the individual case.

Adhesi ve cat heter anchoring devices (K0407) and catheter |eg straps
(K0408) are covered. More than 3 per week of KO0407 or 1 per nonth of
KO408 will be denied as not nedically necessary unless the claimis
acconpani ed by docunentation justifying a larger quantity in the

i ndi vi dual case

Ext ensi on tubing (K0280) will be covered for use with a latex urinary
| eg bag (A5112). It is included in the allowance for codes A4314,

Approved by: Harry Feliciano, MD., MP.H Initials:
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A4315, A4316, A4354, A4357, A4358 and A5105 and shoul d not be
separately billed with these codes.

O her supplies used in the managenent of incontinence, including but
not limted to the following itenms, will be denied as non-covered
because they are not prosthetic devices nor are they required for the
effective use of a prosthetic device:

a. creans, salves, lotions, barriers (liquid, spray, w pes,
powder, paste) or other skin care products (A6250).

Dr ai nage bag or stand (A9270).

Urinary suspensory w thout |eg bag (A4359).
Measuri ng contai ner (A9270).

Urinary drai nage tray (A9270).

T e 2 00

Gauze pads (A6216- A6218) and ot her dressings (coverage remains
under other benefits, e.g., surgical dressings).

g. O her incontinence products not directly related to the use of
a covered urinary catheter or external urinary collection
devi ce (A9270).

CODI NG GUI DELI NES

1. Procedure codes A4347 and KO0132 are not valid for clainms submtted to
the Internediary. Wien billing for nmale external catheters, use code
K0410 or KO0411 and one unit of service for each catheter supplied.

2. lrrigation solutions containing antibiotics and chenot herapeutic
agents shoul d be coded A9270.

3. Irrigating solutions such as acetic acid or hydrogen peroxide that
are used for the treatnent or prevention of urinary obstruction
shoul d be coded A4321

4. Adhesive strips or tape used with code K0411l (nal e external catheter
wi t h adhesi ve strip, each) should not be billed separately.

5. Adhesive strips and tape used in conjunction with code K0410 (rnal e
external catheter, with adhesive coating, each) should be billed with
code A4335.

6. Procedure code A4329 is not valid for claimsubmission to the
Internediary. Conponents should be billed by individual codes.

7. Code A4454 (tape, all types, all sizes) is not valid for claim
subm ssion to the Internmedi ary. Code A6265 shoul d be used instead.

8. Code A5149 is not valid for clains submtted to the Internediary. Use
code A4335 for miscellaneous incontinence supplies.

9. An external catheter that contains a barrier for attachnent should be
coded usi ng A4335.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Codes A5113 and A5114 are for replacenent leg straps used with a
urinary | eg bag (A4358, A5105 or A5112). These codes are not used for
a leg strap for an indwelling catheter

Codes for ostony barriers (A5119, K0137-K0139) should not be used for
skin care products used in the managenent of urinary incontinence.

In the following table, the Colum | code includes the itens
identified by the codes in Colum I1. The Colum | code nmust be used
instead of multiple Colum Il codes when the itens are provided at
the sanme tine.

COLUMWN | COLUWN 1|

A4310 K0281

A4311 A4310, A4338, KO0281

A4312 A4310, A4344, KO0281

A4313 A4310, A4344, KO0281

A4314 A4310, A4311, A4338, A4354, A4357, KO0280,
K0281

A4315 A4310, A4312, AA4344, AA354, A4357, KO0280,
K0281

A4316 A4310, A4313, A4346, A4354, A4357, KO0280,
K0281

A4353 A4310, A4351, A4352, K0281

A4354 A4310, A4357, KO0280, K0281

A4357 K0280

A4358 A5113, A5114, KO0280

A5112 A5113, A5114

A5105 A4358, A4359, A5112, A5113, A5114, KO0280

K0411 A6265

If a code exists that includes nultiple products, that code should be
used in lieu of the individual codes.

Approved by: Harry Feliciano, MD., MP.H Initials:
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DOCUMENTATI ON REQUI RED

1. An order for the supplies that has been signed and dated by the
treating physician nust be kept on file by the provider. The order
must include the type of supplies ordered and the approxi mate
quantity to be used per unit of time. On the order, there nust be a
statenent indicating whether the patient has pernanent or tenporary
urinary incontinence or retention or other indication for use of a
catheter or urinary collection device.

2. If a provider is billing for itens that are non-covered, this must be
indicated on the claim A letter of non-coverage (H NN) nust be
signed by the patient and kept in the patient’s nedical records. This
i nformati on shoul d be available to the Internediary upon request.

3. When billing for quantities of supplies greater than those described
in the policy as the usual replacenment frequency (e.g., nore than one
i ndwel I'i ng cat heter per nmonth, nore than two bedsi de drai nage bags
per nmonth, nore than 35 nmal e external catheters per nonths, etc.),
the patient’s nedical record nust include docunmentation supporting
medi cal necessity for the higher utilization, and the docunentation
provided to the Internmedi ary upon request.

4. Documentation requirenents nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy

Approved by: Harry Feliciano, MD., MP.H Initials:
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PART A DURABLE MEDI CAL EQUI PMENT POLI CY
PALMETTO GOVERNVENT BENEFI TS ADM NI STRATORS
Medi care Review Policy: Public Information

1 SUBJECT
2 vl ker s

3 HCPCS CODES

A4636 Repl acenent, handgrip, cane, crutch, or
wal ker, each

A4637 Repl acenent tip, cane, crutch, or wal ker,
each

E0130 Wl ker, rigid (pickup), adjustable or
fixed hei ght

E0135 Wl ker, folding (pickup), adjustable or
fixed hei ght

E0141 Wl ker, wheel ed, w thout seat

E0142 Ri gi d wal ker, wheeled, with seat

E0143 Fol di ng wal ker, wheel ed, without seat

E0145 Wl ker, wheeled, with seat and crutch
attachnents

E0146 Fol di ng wal ker, wheel ed, with seat

E0147 Heavy duty, nultiple braking system
vari abl e wheel resistance wal ker

E0154 Pl atform attachnent, wal ker, each

E0155 VWeel attachnment, rigid pickup wal ker

E0156 Seat attachment, wal ker

E0157 Crutch attachment, wal ker, each

E0158 Leg extension for a wal ker

E0159 Brake attachnment for wheel ed wal ker,

repl acenent, each

Approved by: Harry Feliciano, MD., MP.H Initials:

Page 1 of 5



10

11

12
13
14
15

16
17
18

19
20
21

22
23

24
25

26
27

28
29

30
31

32

Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: WALKERS

K0458 Heavy duty wal ker, w thout wheels, each

K0459 Heavy duty wheel ed wal ker, each

HCPCS MADI FI ER

X Specific requirenents found in the
DOCUMENTATI ON REQUI RED section of this policy
have been nmet and evidence is available in the
patient’s nedical record

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCES
HCFA Pub. 6, Coverage |ssues Manual 60-9, 60-15

DEFI NI TI ONS

1. A wheel ed wal ker (E0141, E0143, KO0459) is one with 2, 3 or 4 wheels.
It may be fixed height or adjustable height. It may or may not
i ncl ude glide-type brakes (or equivalent). The wheels may be fixed or
swivel .

2. A glide-type brake consists of a spring nechani sm (or equival ent)
that raises the | eg post of the wal ker off the ground when the
patient is not pushing down on the frane.

3. A heavy-duty wal ker (K0458, KO0459) is one that is |abeled as capable
of supporting patients who weigh nore than 300 pounds. It may be
fixed height or adjustable height. It may be rigid or folding.

4. Code E0147 describes a 4-wheel ed, adjustable height, folding walker
that has all of the follow ng characteristics:

a. Capable of supporting patients who wei gh greater than 350
pounds

b. Hand operated brakes that cause the wheels to | ock when the
hand | evers are rel eased

c. The hand brakes can be set so that either or both can | ock both

wheel s

d. The pressure required to operate each hand brake is
i ndi vidual | y adj ustabl e

e. There is an additional braking mechanismon the front crossbar

Approved by: Harry Feliciano, MD., MP.H Initials:
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f. At |least two wheels have brakes that can be independently set
t hrough tension adjustability to give varying resistance

5. An enhancenent accessory is one that does not contribute
significantly to the therapeutic function of the walker. It may
include, but is not limted to style, color, hand operated
brakes (other than those described in code E0147), or basket
(or equivalent).

COVERAGE AND PAYMENT RULES

1

A wal ker is covered if both of the following criteria are net:

a. when prescribed by a physician for a patient with a nedica
condition inpairing anbul ation and there is a potential for
anmbul ation; and

b. when there is a need for greater stability and security than
provi ded by a cane or crutches

2. A heavy-duty wal ker (K0458, KO0459) is covered for patients who
meet coverage criteria for a standard wal ker and who wei gh nore
than 300 pounds. If a K0458 or K0459 wal ker is provided and the
pati ent does not weigh nore than 300 pounds (i.e., ZX nodifier is
absent — see DOCUMENTATI ON REQUI RED) but does not mneet coverage
criteria for a standard wal ker, paynent will be based on the
al  owance for the least costly medically appropriate alternative
E0135 or E0143 respectively.

3. A heavy-duty, nultiple braking system variable wheel resistance
wal ker (E0147) is covered for patients who nmeet coverage criteria
for a standard wal ker and who are unable to use a standard wal ker
due to a severe neurol ogic disorder or other condition causing the
restricted use of one hand. Obesity, by itself, is not a
sufficient reason for an E0147 wal ker. If an E0147 wal ker is
provi ded and the coverage criteria for a standard wal ker are net
but the additional coverage criteria for an E0147 are not met,
payment will be based on the allowance for the | east costly
nmedi cal | y appropriate alternative, E0143 or KO0459 dependi ng on the
patient’s weight.

CODI NG GUI DELI NES

1. The only wal kers that may be coded and billed using code E0147 are
t hose products for which a witten coding determnation |etter dated
on or after April 1, 1998 specifying the use of this code has been
made by the Statistical Analysis Data Medical Equi pnent Regi ona
Carrier (SADVERC).

2. Codes EO0142, EO0145 and E0146 are invalid for claimsubmssion to the
Internediary. For wal kers with a seat and/or crutch attachnment, use
codes for individual accessories (E0156, E0157) along with a base

Approved by: Harry Feliciano, MD., MP.H Initials:
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wal ker code. For exanple, a folding wheeled wal ker with a seat is
billed as E0143 pl us E0156.

A4636 and E0159 are only used to bill for replacenment itens for
covered, patient-owned wal kers.

A Colum Il code is included in the allowance for the correspondi ng
Colum 1 code when provided at the sane tinme.

Col um 1 Codes Col um 11 Codes
EO0130 A4636, A4637
EO0135 A4636, A4637
EO0141 A4636, A4637, EO0130, EO0155, E0159
EO0142 A4636, A4637, EO155, EO0156, E 159
E0143 A4636, A4637, EO0159
EO0146 A4636, A4637, EO0143, EO0156, E0159
EO0147 A4636, EO0155, EO0159
K0458 A4636, A4637
K0459 A4636, A4637, EO0155, EO0159

DOCUMENTATI ON REQUI RED

1

3.

If a heavy duty wal ker (K0458, K0459) is provided and if the provider
has docunmentation in the nedical record that the patient’s weight
(within one nonth of providing the walker) is greater than 300
pounds, the ZX nodifier should be added to the code. The zZX nodifier
may only be used when these requirenents are mnet.

If code E0147 is billed, the claimmust be submtted hard copy and

i ncl ude the manufacturer’s name, the nodel name/nunber, and a copy of
a note or other docunentation fromthe treating physician giving a
detail ed description of the functional limtations which preclude the
pati ent using another type of wheel ed wal ker and the di agnosi s
causing this limtation.

VWhen code E1399 is billed for m scell aneous equi pment or accessories,
the clai mnmust be acconpani ed by a clear description of the item

i ncludi ng the manufacturer, the nodel/nanme/ nunber if applicable and

t he nmedi cal necessity of the itemfor that patient.

Approved by: Harry Feliciano, MD., MP.H Initials:
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4. Documentation requirenents nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy.
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy: Public Information

SUBJECT

Manual Wheel chair Base

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age.

K0001 St andard wheel chair

K0002 St andard hem (|1 ow seat) wheel chair
K0003 Li ght wei ght wheel chair

K0004 H gh strength, |ightweight wheel chair
KO005 U tra-1ightweight wheel chair

KO006 Heavy duty wheel chair

K0007 Extra heavy duty wheel chair

KO008 Cust om manual wheel chair/base

KO0009 O her manual wheel chair/ base

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-6, 60-9

DEFI NI TI ONS
1. A standard wheel chair (KO001) is characterized by:

Wi ght > 36 | bs.
Seat width 16” (narrow), 18" (adult)
Seat depth 16”
Seat hei ght 3 19" and £ 21"
Approved by: Harry Feliciano, MD., MP.H Initials:

Page 1 of 8



13
14

15
16

17

Pal mett o GBA Durabl e Medi cal Equi prent Policy:

Subj ect :

Back hei ght
Arm style
Foot pl at e extensi on

footrests

Nonadj ust abl e 16" - 17"
Fi xed or detachabl e

1611 _ 2111

Public Information

MANUAL WHEELCHAI R BASE

Fi xed or swi ngaway det achabl e

A standard hem (Il ow seat) wheel chair (KO002) is characterized by:

Wi ght

Seat wi dth

Seat depth

Seat hei ght

Back hei ght

Arm style

Foot pl at e extensi on

Footrests

> 36 | bs.

16” (narrow), 18" (adults)

16”

177 -18"

Nonadj ust abl e 16" - 17"
Fi xed or detachable

147 -17%

Fi xed or swi ngaway det achabl e

A li ghtwei ght wheel chair (KO003) is characterized by:

Wi ght

Seat wi dth

Seat depth

Seat hei ght

Back hei ght

Arm hei ght
Foot pl at e extensi on

Footrests

£ 36 | Dbs.
16" or 18”
16"

3 17" and < 217
Nonadj ust abl e 16" - 17~
Fi xed hei ght, detachable

1611 _ 2111

Fi xed or swi ngaway detachabl e

Approved by:
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4. A high strength,

Lifetime warranty

Subj ect: MANUAL WHEELCHAI R BASE

i ght wei ght wheel chair (KO004) is characterized by:

On side franes and crossbraces

Wi ght < 34 |bs.

Seat hei ght 3 17" and < 21"

Back hei ght Sectional or adjustable 15”-19”
Arm style Fi xed or detachable

Seat width 14", 16" or 18"

Seat depth 14" (child), 16" (adult)
Foot pl at e extensi on 16" - 21"

Footrests Fi xed or swi ngaway det achabl e

5. An ultra-Ilightwei

Lifetime warranty

ght wheel chair (KO005) is characterized by:

On side franes and crossbraces

Wi ght < 30 I bs.

Adj ustabl e rear axle

position:

Seat depth 14" (child), 16" (adult)

Seat width 14", 16" or 18"

Seat hei ght 3 17" and < 21"

Arm style Fi xed or detachable

Foot pl at e extensi on 167 -21"

Footrests Fi xed or swi ngaway det achabl e

6. A heavy duty wheel chair (KO006) is characterized by:

Seat wi dth 18~
Seat depth 16" or 17"
Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: MANUAL WHEELCHAI R BASE

Seat hei ght > 19" and < 21”7

Back hei ght Nonadj ust abl e 16" - 17~

Arm style Fi xed hei ght, detachable
Foot pl at e ext ensi on 16" - 21"

Footrests Fi xed or swi ngaway det achabl e
Rei nf or ced back and > 250 | bs.

seat uphol stery can
support patient

wei ghi ng

An extra heavy duty wheel chair (KO007) is characterized by:
Seat w dth 18~

Seat depth 16" or 17"

Seat hei ght > 19" and < 21”7

Back hei ght Nonadj ust abl e 16" - 17"

Arm style Fi xed hei ght, detachable

Foot pl at e extensi on 167 - 21"

Footrests Fi xed or swi ngaway det achabl e

Rei nf or ced back and > 300 | bs.

seat uphol stery can
support patient
wei ghi ng

VWeel chai r “poundage” (lbs.) represents the weight of the usua
configuration of the wheelchair without front riggings.

A custom manual wheel chair base (K0008) is one which has been

uni quely constructed or substantially nodified for a specific
beneficiary and is so different fromanother itemused for the sanme
purpose that the two itens cannot be grouped together for pricing
pur poses.

The assenbly of a wheelchair from nodul ar conmponents does not neet
the requirenents of a custom wheel chair base for paynment purposes.
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Subj ect: MANUAL WHEELCHAI R BASE

11. The use of custom zed options or accessories does not result in the
wheel chai r base bei ng consi dered as custom

12. There nust be custom zation of the frane for the wheel chair base to
be consi dered custoni zed.

COVERAGE AND PAYMENT RULES

1. A wheelchair is covered if the patient’s condition is such that
wi t hout the use of a wheelchair, he would otherw se be bed or chair
confined. An individual may qualify for a wheelchair and still be
consi dered bed confined. This basic requirenent nust be net for
coverage of any wheel chair.

2. An upgrade that is beneficial primarily in allowing the patient to
performleisure or recreational activities will be non-covered.
Payment will be based on the allowance for the [ east costly nedically
acceptable alternative.

3. Paynment is made for only one wheelchair at a time. Backup chairs are
deni ed as not nedically necessary. One nonth’'s rental of a wheelchair
is covered if a patient-owned wheel chair is being repaired.

4. Rei nbursement for wheel chair codes includes all [abor charges
i nvol ved in the assenbly of the wheelchair. Rei nbursenent al so
i ncl udes support services such as energency services, delivery, set-
up, education, and on-goi ng assistance with use of the wheel chair.

5. A standard hem -wheel chair (KO002) is covered when the patient
requires a | ower seat height (17" to 18”) because of short stature or
to enable the patient to place his/her feet on the ground for
pr opul si on.

6. A lightweight wheel chair (KO003) is covered when a patient:

a. cannot self-propel in a standard wheel chair using arns and/or
| egs, and

b. the patient can and does self-propel in a |ightweight wheel chair.

7. A high strength |ightwei ght wheel chair (K0004) is covered when a
patient neets the following criteria (a and/or b):

a. the patient self-propels the wheel chair while engaging in frequent
activities that cannot be performed in a standard or |ightwei ght
wheel chair.

b. the patient requires a seat wi dth, depth, or height that cannot be
acconmodated in a standard, |ightweight or hem -wheel chair, and
spends at |east two hours per day in the wheel chair.

8. A high strength |ightwei ght wheelchair is rarely medically necessary
if the expected duration of need is |l ess than three nonths (e.g.
post - operative recovery).
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Subj ect: MANUAL WHEELCHAI R BASE

Coverage of an ultra-1ightweight wheel chair (KO005) is determ ned on
an individual consideration basis.

If a KOOO5 wheel chair base is determned to be not mnedically
necessary but criteria are nmet for a |l ess costly wheel chair, paynent
wi |l be based on the | east costly alternative (KO001-K0004). However,
since KOOO5 is in a different paynment category it will be denied as
not medically necessary if billed as a purchase.

A heavy-duty wheel chair (KO006) is covered if the patient weighs nore
than 250 pounds or the patient has severe spasticity.

An extra heavy-duty wheel chair (KO007) is covered if the patient
wei ghs nore than 300 pounds.

A custom wheel chair base (KO008) is covered only if the feature
needed i s not available as an option to an al ready manufactured base.

VWen the stated coverage criteria relating to nmedical necessity are
not met, a claimwll be considered for coverage if there is
addi ti onal docunentation which justifies the medical necessity for
the itemin the individual case. If the docunentation does not
support the medi cal necessity of the wheelchair that is billed, but
does support the nedical necessity of a |ower |evel wheelchair,
paynment will be based on the allowance for the [ east costly nedically
acceptable alternative.

CODI NG GUI DELI NES

1

Codes E1050- E1060, E1070-E1200, E1220-E1224, E1240-E1295 should only
be used to bill for nmaintenance and service for an item for which the
initial claimwas paid by the Internediary.

For wheel chair bases not on the list, providers should use their

know edge of the product and the information |isted under DEFIN Tl ONS
to determne the correct code or call the Medicare Part A Service
Center.

A product classification list for wheelchair bases is provided in the
VWeel chair Options/Accessories Part A DMVE policy.

DOCUMENTATI ON REQUI RED

1. Acertificate of nedical necessity or an order that has been filled
out, signed, and dated by the ordering physician, nust be kept on
file by the provider. The Certificate of Medical Necessity for nanual
wheel chairs i s HCFA Form 844.

2. For clainms with KOOO5 billed, the follow ng nmust be docunented in the
patient’s nedical record and nmade available to the Internmedi ary upon
request:

a. a description of the patient’s routine activities. This may
i ncl ude what types of activities the patient frequently
Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: MANUAL WHEELCHAI R BASE

encounters, and whether the patient is fully independent in the
use of the wheelchair.

b. List the manufacturer and nodel nane of the wheel chair base.

c. Describe the features of the KOO0O5 base which are needed
conpared to the KOOO4 base.

3. For claims with codes KO0O08 and KO0O09 billed, the follow ng nmust be
included in the patient’s nedical record and nmade avail able to the
I nternedi ary upon request:

a. the brand nane and nodel nane/ nunber of the base

b. a statenent docunenting the nedical necessity of this base for
the particular patient including why anot her base (K0001-K0007)
was not acceptable

c. If it is a custom zed base (KO008), the statenent nust al so
clearly describe what was custom zed.

4. Documentation for individual consideration mght include:
a. information on the patient’s diagnosis

b. the patient’s abilities and limtations as they relate to the
equi prent (e.g., degree of independence/ dependence

d. frequency, and nature of the activities the patient perforns,
etc.)

e. the duration of the condition
f. the expected prognosis
g. past experience using simlar equipnent

5. Docunentation requirenments nust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.

Note: If there is a need for an extra w de wheel chair, but the patient
does not neet the weight requirenment for a heavy duty chair, code K000l
(standard wheel chair) or KO002 (standard Hem wheel chair) should be used
for the base and code K0108 should be used to bill the extra width
option. The difference in the charge for a heavy-duty wheel chair and a
standard wheel chair should be listed as the submitted charge for the
K0108.

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: MANUAL WHEELCHAI R BASE

148  SOURCE OF | NFORMATI ON
149  Adapted from existing Durabl e Medical Equi prent Regional Carrier policy
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PART A DURABLE MEDI CAL EQUI PMENT PCLI CY
PALMETTO GOVERNMENT BENEFI TS ADM NI STRATORS

Medi care Review Policy:

SUBJECT

Mot ori zed/ Power Wheel chair

HCPCS CODES

The appearance of a code in this section does not

cover age.

KO0010

K0011

K0012

KO0013

K0014

Base

Public

| nformati on

necessarily indicate

St andar d- wei ght franme notori zed/ power

wheel chair

St andar d- wei ght franme notori zed/ power
wheel chair with programmabl e control
paraneters for speed adjustnment, trenor
accel eration control and

danpeni ng,
br aki ng

Li ght wei ght
wheel chair

portabl e notorized/ power

Cust om not ori zed/ power wheel chair base

O her notorized/ power wheel chair base

BENEFI T CATEGORY
Dur abl e Medi cal Equi prent

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-6, 60-9
DEFI NI TI ONS
1. Motorized/ power wheel chairs (KO010, KO0011, K0012) are characterized
by:
Seat width 14" - 18"
Seat depth 16”
Seat hei ght 3 19" and £ 217
Back hei ght Sectional 16" or 18"
Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: MOTCORI ZED) PONER WHEELCHAI R BASE

Arm style Fi xed hei ght, detachable
Foot pl at e extensi on 167 - 21"
Footrests Fi xed or swi ngaway det achabl e

A lightwei ght power wheel chair (K0012) is characterized by:

Wi ght < 80 I bs. without Fol di ng back or
battery col l apsible frame

VWeel chair “poundage” (lbs.) represents the weight of the usua
configuration of the wheelchair without front riggings

A custom power wheel chair base (K0013) is one which has been uniquely
constructed or substantially nodified for a specific beneficiary and
is so different fromanother itemused for the sane purpose that the
two itenms cannot be grouped together for pricing purposes. The
assenbly of a wheel chair from nodul ar conponents does not neet the
requi renent of a custom wheel chair base for paynent purposes. The use
of custom zed options or accessories does not result in the

wheel chai r base bei ng consi dered as custom There nust be

custom zation of the frame notorized/ power wheel chair base for the
wheel chair base to be considered custom zed.

COVERAGE AND PAYMENT RULES

1. A power wheelchair is covered when all of the following criteria are

met :

a. the patient’s condition is such that wi thout the use of a
wheel chair the patient would otherwi se be bed or chair confined.

b. the patient’s condition is such that a wheelchair is nedically
necessary and the patient is unable to operate a wheel chair
manual | y.

c. the patient is capable of safely operating the controls for the
power wheel chair.

A patient who requires a power wheel chair usually is totally
nonanbul at ory and has severe weakness of the upper extremities due to
a neurol ogic or nmuscul ar di sease/condition

If the docunentation does not support the nedical necessity of a
power wheel chair but does support the nmedical necessity of a manua
wheel chai r, payment is based on the allowance for the |least costly
medi cal | y appropriate alternative. However, if the power wheel chair
has been purchased, and the nanual wheel chair on which paynment is
based in the capped rental category, the power wheelchair will be
deni ed as not nedically necessary.
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Subj ect: MOTCORI ZED) PONER WHEELCHAI R BASE

Options that are beneficial primarily in allowing the patient to
performleisure or recreational activities are non-covered.

A custom wheel chair base (K0014) is covered only if the feature
needed i s not available as an option in an al ready manufactured base.

A power wheelchair is covered if the patient’s condition is such that
the requirenent for a power wheelchair is long term (at |east six
nont hs) .

Payment is made for only one wheelchair at a tinme. Backup chairs are
deni ed as not nedically necessary. One nonth’'s rental of a wheelchair
is covered if a patient-owned wheel chair is being repaired.

Rei mbur serent for the wheel chair codes includes all |abor charges

i nvol ved in the assenbly of the wheelchair and all covered additions
or nodi fications. Reinbursenent also includes support services, such
as energency services, delivery, set-up, education, and on-goi ng
assi stance with use of the wheelchair.

CODI NG GUI DELI NES

1

Codes K0010- KOO14 are not used for nmanual wheel chairs with add-on
power packs. Use the appropriate code for the manual wheel chair base
provi ded (KOOO1-KO009) and code KO0108 for the add-on power pack (see
VWeel chair Options/Accessories Part A DVE policy for additiona

i nformation).

Codes E1210- E1220 should only be used to bill for maintenance and
service for an itemfor which the initial claimwas paid by the
I nternediary.

For wheel chair bases not on the list, providers should use their
know edge of the product and the information in the DEFI N TI ONS
section of this policy to determ ne the correct code.

A product classification list for wheel chair bases is provided in the
VWeel chair Options/ Accessories Part A DMVE policy.

DOCUMENTATI ON REQUI RED

1

A certificate of medical necessity or an order that has been filled
out, signed and dated by the ordering physician, must be kept on file
by the provider. The Certificate for Medical Necessity for

wheel chairs i s HCFA Form 843

VWhen billing KOO13 or KO014, the claimnust include docunentation

i ndi cating the brand nane and nodel nane/ nunber of the base, and a
statement docunenting the medical necessity of this base for the
particul ar patient including why anot her base (K0010-K0012) was not
acceptable. If it is a custom zed base (KO0013), the statement mnust
al so clearly describe what was custom zed.

Docunent ati on requirements nust be kept on file in the patient’s
nmedi cal record and be available to the Internediary upon request.
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Subj ect: MOTCORI ZED) PONER WHEELCHAI R BASE

91  SOURCE OF | NFORMATI ON
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PART A DURABLE MEDI CAL EQUI PMENT POLI CY
PALMETTO GOVERNVENT BENEFI TS ADM NI STRATORS
Medi care Review Policy: Public Information

SUBJECT
VWeel chair Options/ Accessori es

HCPCS CODES

The appearance of a code in this section does not necessarily indicate
cover age

Arm of Chair

K0015 Det achabl e, non- adj ust abl e hei ght arnrest,
each

K0016 Det achabl e, adj ustabl e hei ght arnrest,
conpl ete assenbly each

K0017 Det achabl e, adj ustabl e hei ght arnrest,
base, each

K0018 Det achabl e, adj ustabl e hei ght arnrest,
upper portion, each

K0019 Arm pad, each

K0020 Fi xed, adjustable height arnrest, pair

L3964 Shoul der El bow Orthosis, nobile arm
support attached to wheel chair, bal anced,
adj ust abl e

L3965 SEOQ nobil e arm support attached to
wheel chai r, bal anced, adjustabl e Rancho
type

L3966 SEOQ nobil e arm support attached to
wheel chai r, bal anced, reclining

L3968 SEOQ nobil e arm support attached to
wheel chai r, bal anced, friction arm support
(friction danpening to proxi mal and dista
joints)

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: WHEELCHAI R OPTI ONS/ ACCESSORI ES

L3969 SEOQ nobil e arm support, nbnosuspension
arm and hand support, overhead el bow
forearm hand sling support, yoke type arm
suspensi on support

L3970 SEQ addition to nobile arm support,
el evating proxi mal arm

L3972 SEQ addition to nobile arm support,
offset or lateral rocker armwith elastic
bal ance contr ol

L3974 SEQ addition to nobile arm support,
supi nat or

8 Back of Chair

K0021 Anti-tipping device, each

K0022 Rei nf orced back uphol stery

K0023 Solid back insert, planar back, single
density foam attached with straps

K0024 Solid back insert, planar back, single
density foam with adjustabl e hook-on
har dwar e

K0025 Hook- on headrest extension

K0026 Back uphol stery for ultralightwei ght or

hi gh strength |ightwei ght wheel chair

K0027 Back uphol stery for wheel chair type other
than ultralightweight or high strength
[ i ght wei ght wheel chair

K0028 Fully reclining back
K0114 Back support systemfor use with a

wheel chair, with inner frame,
pref abri cat ed

Approved by: Harry Feliciano, MD., MP.H Initials:
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KO0115

KO116

10 Seat

E0192

E0962

E0963

E0964

E0965

K0029

KO0030

K0031

K0032

KO033

11

Subj ect: WHEELCHAI R OPTI ONS/ ACCESSORI ES

Seating system back nodul e, posterior-
|ateral control, with or without |atera
supports, custom fabricated for attachment
to wheel chair base

Seating system conbi ned back and seat
nodul e, custom fabricated for attachnent
t o wheel chair base

Low pressure and positioning equalization pad,
for wheel chair

1” cushion, for wheelchair
2" cushion, for wheelchair
3” cushion, for wheelchair
4” cushion, for wheel chair
Rei nf orced seat uphol stery

Solid seat insert, planar seat, single density
f oam

Safety belt/pelvic strap

Seat uphol stery for ultralightweight or high
strength Iightwei ght wheel chair

Seat uphol stery for wheel chair type other than
ul tralightweight or high strength Iightweight
wheel chai r

12 Footrest/Leg rest

K0034 Heel | oop, each
K0035 Heel loop with ankle strap, each
K0036 Toe | oop, each
K0037 H gh nount flip-up footrest, each
Approved by: Harry Feliciano, MD., MP.H Initials:
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Pal nett o GBA Dur abl e Medi cal

Equi prent Policy: Public Information

Subj ect: WHEELCHAI R OPTI ONS/ ACCESSORI ES
K0038 Leg strap, each
K0039 Leg strap, H style, each
K0040 Adj ust abl e angl e footpl ate, each
K0041 Large size footplate, each
K0042 St andard size footplate, each
K0043 Footrest, |ower extension tube, each
K0044 Footrest, upper hanger bracket, each
K0045 Footrest, conplete assenbly
K0046 Elevating leg rest, |ower extension tube, each
K0047 Elevating | eg rest, upper hangar bracket, each
K0048 Elevating |l eg rest, conplete assenbly
K0049 Calf pad, each
KO050 Rat chet assenbly
K0051 Camrel ease assenbly, footrest or |leg rest,
each
K0052 Swi ngaway, detachable footrests, each
K0053 El evating footrests, articulating
(tel escopi ng), each
K0195 Elevating leg rests, pair (for use with capped
rental wheel chair base)
13
14 Seat Wdth, Depth, Height
K0054 Seat width of 107, 11", 12", 15", 17", or 20"
for a high strength, |ightweight or
ul tralightwei ght wheel chair
KO055 Seat depth of 15", 17", or 18" for a high
strength, lightweight or ultralightweight
wheel chai r
Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: WHEELCHAI R OPTI ONS/ ACCESSORI ES

K0056 Seat height < 17" or 3 21" for a high strength,
i ghtweight or ultralightweight wheel chair

K0057 Seat width 19" or 20” for heavy duty or extra
heavy duty chair

K0058 Seat depth 17" or 18" for notorized/ power
wheel chai r

Handrinms w thout Projections

K0059 Pl astic coated handrim each
K0060 Steel handrim each
K0061 Al um num handrim each

Handrinms with Projections

K0062 Handrimw th 8-10 vertical or oblique
proj ections, each

K0063 Handrimw th 12-16 vertical or oblique
proj ecti ons, each

Rear Wheel s, Manual Wheel chair

K0064 Zero pressure tube (flat free inserts), any
size, each

K0065 Spoke protectors

K0066 Solid tire, any size, each

K0067 Pneurmatic tire, any size, each

KO068 Pneumatic tire tube, each

K0069 Rear wheel assenbly, conplete, with solid tire,

spokes or nol ded, each

K0070 Rear wheel assenbly, conplete, with pneumatic
tire, spokes or nol ded, each

Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: WHEELCHAI R OPTI ONS/ ACCESSORI ES

Front Casters

K0071 Front caster assenbly, conplete, with
pneumatic tire, each

K0072 Front caster assenbly, conplete, with sem -
pneumatic tire, each

K0073 Caster pin |ock, each
K0074 Pneumatic caster tire, any size, each
KO075 Sem -pneunmatic caster tire, any size, each
KO076 Solid caster tire, any size, each
KO077 Front caster assenbly, conplete, with solid
tire, each
KO078 Pneumatic caster tire tube, each
Wheel Lock
K0079 VWheel | ock extension, pair
K0080 Anti-roll back device, pair
K0081 VWeel |ock assenbly, conplete, each

Batteries/ Chargers for Mtorized/ Power \Weel chairs

K0082 22 NF deep cycle lead acid battery, each
K0083 22 NF gel cell battery, each
K0084 G oup 24 deep cycle lead acid battery, each
K0085 G oup 24 get cell battery, each
K0086 U1 lead acid battery, each
K0087 U1 gel cell battery, each
K0088 Battery charger, lead acid or gel cel
Approved by: Harry Feliciano, MD., MP.H Initials:
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K0089

Subj ect: WHEELCHAI R OPTI ONS/ ACCESSORI ES

Battery charger, dual node

Mot ori zed/ Power Wheel chair Parts

KO090

K0091

K0092

KO0093

K0094

KO0095

KO0096

K0097

KO098

K0099

Rear wheel tire for power wheel chair, any
si ze, each

Rear wheel tire tube other than zero pressure
for power wheel chair, any size, each

Rear wheel assenbly for power wheel chair,
conpl ete, each

Rear wheel zero pressure tire tube (flat free
insert) for power wheel chair, any size, each

VWeel tire for power base, any size, each

VWeel tire tube other than zero pressure for
each base, any size, each

VWeel assenbly for power base, conplete, each

VWheel zero pressure tire tube (flat free
insert) for power base, any size, each

Drive belt for power wheel chair

Front caster for power wheel chair

M scel | aneous Accessori es

K0100 Amput ee adapter, pair
K0101 One-armdrive attachnment
K0102 Crutch and cane hol der
K0103 Transfer board, < 25"
K0104 Cylinder tank carrier
K0105 I V hanger
K0106 Arm trough, each
Approved by: Harry Feliciano, MD., MP.H Initials:
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Subj ect: WHEELCHAI R OPTI ONS/ ACCESSORI ES

K0107 VWeel chair tray
K0108 O her accessories
K0452 VWeel chai r bearings, any type

BENEFI T CATEGORY
Dur abl e Medi cal Equi prment

REFERENCE
HCFA Pub. 6, Coverage |ssues Manual 60-6, 60-9

DEFI NI TI ONS
Code KO0114 describes a device with the follow ng characteristics:

1. Plastic frame which is padded and covered with cloth, or other
mat eri al

2. Designed to be attached to a wheel chair base; doesn’'t conpletely
repl ace the wheel chair back.

3. Limted degree of customfitting/nolding possible.

Codes K0115 and K0116 descri be custom fabricated seati ng conponents t hat
are incorporated into a wheel chair base. Custom fabricated neans the
itemis individually made for a patient using:

a. a plaster nodel of the patient

b. a conputer generated nodel of the patient (CAD- CAM technol ogy),
or

c. detailed neasurenments of the patient used to create a carved
foam cust om f abri cat ed conponent

4. These codes are not used for seating conponents that are ready nade
but subsequently nodified to fit an individual patient. In addition
code KO116 descri bes a one-piece systemincluding both the back and seat
conponent s.

COVERAGE AND PAYMENT RULES

1. Options and accessories for wheelchairs are covered if all of the
following criteria are met:

a. the patient has a wheelchair that neets Medicare coverage
criteria, and

b. the patient’s condition is such that w thout the use of a
wheel chai r, he woul d otherw se be bed or chair confined (an
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i ndividual may qualify for a wheelchair and still be considered
bed confined, and

c. the options/accessories are necessary for the patient to
performone or nore of the follow ng activities:

function in the home

performinstrunmental activities of daily living

An option/accessory that is beneficial primarily in allow ng the
patient to performleisure or recreational activities is non-covered.

Adj ust abl e arm hei ght option (KO0016-K0018, K0020) is covered if the
patient requires an armheight that is different than that avail able
usi ng nonadj ustable arnms and the patient spends at |east two hours
per day in the wheel chair.

Rei nf or ced back uphol stery (K0022) or reinforced seat upholstery
(K0029) is covered if used with a power wheel chair base (KO0010-K0012)
and the patient weighs nore than 200 pounds. When used in conjunction
wi th heavy-duty (KOO06) or extra heavy-duty (KO007) wheel chair bases,
the all owance for reinforced upholstery is included in the allowance
for the wheel chair base.

Rei nf orced back and seat uphol stery are not nedically necessary if
used in conjunction with other manual wheel chair bases (K0001-K0005).

Hook- on headrest extension (K0025) is covered if the patient:
a. has weak neck nuscl es and needs a headrest for support, or

b. meets the criteria for and has a reclining back on the
wheel chai r

A fully reclining back option (K0028) is covered if the patient
spends at |east two hours per day in the wheel chair and has one or
nmore of the follow ng conditions/needs:

a. Quadriplegia
b. fixed hip angle

c. trunk or lower extremty casts/braces that require the
reclining back feature for positioning

d. excess extensor tone of the trunk nuscles

e. the need to rest in a recunbent position two or nore tinmes
during the day and transfer between wheelchair and bed is very
difficult

8. A solid seat insert (KO030) is covered when the patient spends at

| east two hours per day in the wheel chair.
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A safety belt/pelvic strap (KO031) is covered if the patient has weak
upper body muscl es, upper body instability or nuscle spasticity which
requires use of this itemfor proper positioning.

El evating | eg rests (K0046-K0048, KO0053, K0195) are covered if:

a. the patient has a nuscul oskel etal condition or the presence
of a cast or brace which prevents 90° flexion at the knee;
or

b. the patient has significant edema of the |ower extrenities
that requires an elevating leg rest; or

c. the patient neets the criteria for and has a reclining back
on the wheel chair

Swi ngaway, detachable footrests (K0052) are included in the all owance
for the wheel chair base. They should be billed separately only when
they are repl acenents.

A non-standard seat wi dth, depth, or height (KO0054-K0058) is covered
only if:

a. the ordered itemis at |least two inches greater than or |ess
than a standard option, and

b. the patient’s dinmensions justify the need

Anti-roll back device (KO080) is covered if the patient self-propels
t he wheel chair and needs the device because of ranps.

Either a U-1 or 22 NF deep-cycle lead acid battery (K0082, KO0086)
provi des adequate power for a power wheelchair. Up to two batteries
at one tine are allowed if required for the power wheelchair. A
battery is separately payable formthe wheel chair base. Goup 24 or
gel cell batteries (KO083-K0085, KO0087) are usually not nedically
necessary. Unless there is individual docunentation of nedica
necessity, paynment is based on the all owance for the |east costly
medi cal | y appropriate alternative.

A battery charger (K0088, KO0089) is included in the allowance for a
power wheel chair base (KO0010-K0014). A battery charger should be
billed separately only when it is a replacenent. A dual node charger
(KO089) is not nedically necessary; when it is provided as a

repl acenent, paynment is based on the allowance for the | east costly
medi cal | y appropriate alternative, KO0088.

A one-armdrive attachment (KO0101) is covered if the patient self-
propels the chair with only one hand and the need is expected to | ast
at least six nonths.

A crutch and can hol der (KO0102) is not nedically necessary.

An armtrough (KO0106) is covered if the patient has quadripl egia,
hem pl egi a, or uncontrolled arm novenents.
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19. Back support systens described by code KO0114 are not generally
accepted as bei ng reasonabl e and necessary to provide trunk support
to patients in wheelchairs. An adequate seating systemwould all ow
the patient to function appropriately in the wheel chair. Code KO0114
wi Il be denied as not nedically necessary.

20. A custom fabricated back nodule for seating (KO115, KO116) is covered
when:

a. the patient has a significant spinal deformty and/or severe
weakness of the trunk nuscles, and

b. the patient’s need for prolonged sitting tol erance, postura
support to pernmt functional activities, or pressure reduction
cannot be met adequately by a prefabricated seating system and

c. the patient is expected to be in the wheelchair at |east two
hours per day

21. The nedi cal necessity for all options and accessories mnmust be
docunented in the patient’s nedical record and be available to the
I nternediary on request.

CODI NG GUI DELI NES

1. Codes A4631, E0950- E0954, EO0959, EO0961, E0966, E0967, E0969- E1001,
E1065- E1069, E1226, E1227, E1296-E1298 are not valid for clains
submtted to the Internediary. Codes E0958, E0968, E1225 and E1228
shoul d only be used to bill for maintenance and service for an item
for which the initial claimwas paid by the Internediary.

2. Attachnent #1 is a table that defines the bundling guidelines for
wheel chai r bases and options/accessories. Codes listed in Colum I
are not separately payable fromthe wheel chair base and nust not be
billed separately at the tinme of initial purchase or rental of the
wheel chair.

3. It should be docunented in the patient’s medi cal record when options
or accessories are billed as a replacenent of a previously used part
for the sane type that has been worn or damaged, add nodifier RP to
the code for the part.

The right (RT) and left (LT) nodifiers nmust be used when appropriate.

Code K0028 is for a fully reclining back which is manual |y operat ed.
A power reclining back is coded using the niscell aneous accessory
code KO0108.

6. A prefabricated back seating nmodul e which is incorporated into a
wheel chair base is coded using the wheel chair back accessory codes
(K0023, K0024 or K0108).

7. Elevating leg rests that are used with a wheelchair that is purchased
or owned by the patient are coded KO048. This code is per leg rest.
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Elevating leg rests that are used with a capped rental wheel chair
base shoul d be coded K0195. This code is per pair of |leg rests.

VWhen a wheelchair is provided with seat di nensions that are different
than those included in the wheel chair base code, use the code for the
appropri ate wheel chair base plus a code or codes for the nonstandard
seat di mensi ons (KO0054-K0058). Ot her conbinations, which are |isted
in the manufacturer’s order formor price list, should be coded
K0108. The submitted charge for code KO108 shoul d represent the

i ncrenental additional charge for the nonstandard di nensi ons not
included in other submtted codes. If the seat dinmensions needed for
the patient are not listed on the manufacturer’s order formor price
list and require unique fabrication, than custom wheel chair base code
(KO008 or KO0013) may be used.

M scel | aneous options, accessories, or replacenent parts for

wheel chairs that do not have a specific HCPCS code shoul d be coded
K0108. If nultiple m scellaneous accessories are provi ded, each
shoul d be billed on a separate claimline using code K0108. The
patient’s nedical record shoul d have docunented the nedical necessity
for each itembill ed.

Seating systenms in which distinct back and seat cushi on conponents
are connected do not neet the definition of code KO116. If a custom
fabricated two-pi ece seating systemis provided, the back conponent
i s coded KO115. The seat conponent is coded K0108.

DOCUMENTATI ON REQUI RED

1

VWeel chair options/accessories that require a CW or a physician’'s
order are: KO0016-K0018, KO0020, K0028, K0046-KO048, KO0053 and K0195.
For these itens, a Certificate of Medical Necessity (CWN) and/or a
physician’s order that have been filled out, signed and dated by the
orderi ng physician nmust be kept on file by the provider. Dependi ng on
the type of wheelchair, the CWMN for these options/accessories is
ei t her HCFA Form 843 (power wheel chairs) or HCFA Form 844 (manua
wheel chairs). For itens not requiring a CVN, an order for the item
whi ch has been signed and dated by the ordering physician nmust be
kept on file by the provider and nade avail able to the Internediary
upon request.

Accessories to the wheel chair base should be billed on the sane claim
as the wheel chair base itself.

VWhen billing option/accessory codes as a replacenment (nodifier RR),
all of followi ng should be clearly docunmented in the patient’s
medi cal record and nmade available to the Internediary upon request.

a. docunentation of the nmedical necessity for the item
b. make and nodel nane of the wheelchair base it is being added to
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dat e of purchase of the wheel chair should be docunmented in the
patient’s nedical record

4. dainms for codes KO115 and K0116 rnust include the foll ow ng
docunent ati on:

a.

the patient’s diagnosis and description of the spinal problem
including a detail ed evaluation of the patient

a description of the features of the device and nedica
necessity of each

an expl anation of why a prefabricated seating systemis not
adequate for the patient

a statenment of the nunber of hours per day that the patient is
expected to be in the wheel chair

t he manufacture’ s name and nodel nane/nunber, if applicable;
ot herwi se, a photograph of the device, a brief description of
materials used, and an estimate of the fitting/fabrication tine

5. A claimfor code K0108 must include a narrative description of the

item

t he brand nane and nodel nane/ nunber of the itemand a

statenment defining the nmedical necessity of this itemfor the
particul ar patient.
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If it is a custom zed option/accessory, the statenment nmust clearly
descri be what was custom zed. If a formal wheel chair eval uation has
been done, it would be appropriate to include this information as
docunent ati on.

Docurnent ati on for individual consideration mght include information
on the patient’s diagnosis, the patient’s abilities and limtations

as they relate to the equipnent (e.g., degree of

i ndependence/ dependence, frequency and nature of the activities the

patient perforns, etc.), the duration of the condition, the expected
prognosi s, and past experience using sinilar equipnent.

Docunent ati on requirements nmust be kept on file in the patient’s
medi cal record and be available to the Internediary upon request.
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254 Attachment #1
255  \Weel chair Options/Accessories Correct Coding Guidelines

256 A Columm Il code is included in the allowance for the correspondi ng
257 Colum 1 code when provided at the sane tinmne.

COLUWN | COLUMWN 1 |
Manual Wheel chai r Base:

KO001, KO0002, KO015, KO0017, KO0018, KO0019, K0022,
KO003, KO0004, K0026, K0027, KO0029, KO0032, KO0033,
KO005, KO0006, KO042, KO0043, KO0044, KO0045, KO0046,
KO007, KO0008, KO047, KO0049, KO0050, KO0051, KO0052,
KO009 KO060, KO061, KO066, KO070, KOO71,

KO072, KOO76, KOO77, KO081, K0452

Power Wheel chai r Base:

KO0010, KOO11, KO015, KO0017, KO0018, KO0019, KO0029,

K0012, KO0013, KO042, KO0043, KO0044, KO0045, KO0046,

K0014 50047, KO0049, KO0050, KO0051, KO0052,
KO088, KO0089, KO0090, KO0092, K0094,
KO096, KO0098, KO0099, KO0452

K0016 KO017, KO0018, KO0019
KO0035 K0034
KO039 KO038
K0045 K0043, KO0044
KO0046 K0043
KO047 K0044
K0048 KO043, KO0044, KO0045, KO0046, KO0047, KO049
KO0053 K0048
KO069 KO066
KO070 KO067, KO0068
KO071 KO074, KOO078
Approved by: Harry Feliciano, MD., MP.H Initials:
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K0072 KOO075

KOO77 KO076

KO090 K0091

K0092 KO0090, KO0091

KO0096 KO0094, KO0095

K0195 KO043, KO0044, KO0045, KO0046, KO0047

258
259  WHEELCHAI R BASES PRODUCT CLASSI FI CATI ON
260 1. The Internediary nedical policies for Manual Wheel chair Bases and

261 Mot ori zed/ Power Weel chair Bases define characteristics of the
262 wheel chairs included in each code, KO001-K0014. In an effort to
263 standardi ze the interpretation of these codes, Region C Durable
264 Medi cal Equi pnent Regional Carrier has determ ned the appropriate
265 code for nmany of the nost commonly billed wheel chairs. The foll ow ng
266 product classification list identifies the correct HCPCS code to be
267 used for specific wheel chair bases. The code designations on this
268 list nust be used for all purchased wheel chairs and for renta
269 wheel chairs in which the claimfor the first nmonth’s rental is
270 received on or after 9//1/95.
271 2. This list is not all-inclusive. For wheelchairs not on the list,
272 provi ders should use their know edge of the wheel chair and the
273 information in the nmedical policies to deternmine the correct code.
274 3. The appearance of a product on this list, particularly those with
275 codes KOO09 or KO0014, does not guarantee coverage.
276 4. \Wen submtting clainms for wheel chair bases using codes KO0005, K0008,
277 KO009, KO0013 or KO0014, the provider nust |ist the manufacturer and
278 nodel name in the nedical records.
279 5. Some wheel chair base nodel s can be coded using different wheel chair
280 base codes depending on their seat dinmensions. Attachment #2 is
281 footnotes. The footnotes (A) - (H) define which codes should be used.
282 Footnotes (1) and (J) give other coding guidelines for specific
283 wheel chai r bases.
284 6. The table on the foll owi ng pages addresses adult wheel chair nodels.
285 VWhen pedi atric wheel chair bases are provided, the m scell aneous
286 wheel chai r base codes should be used — KO009 for manual and K0014 for
287 power .
288
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289 Foot not es:

290 *E&J Travel er and Universal were consolidated to create the New
291 Travel er.
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WHEELCHAI R PRODUCT CLASSI FI CATI ON

Brand Nane Model Nane/ Nunber
Dal t on Jaquar SeaHawk Super K0004
Hem 799 (Q
SeaHawk
Convertible 790 | SeaHawk Super
Hem 799C
Danmaco Electro Lite K0004
(N
El ectric Rascal 250 (M Rascal 270 (M K0010
Mobility
Rascal 255 (M Rascal 275 (M
Et ac Swede Basic Swede F3 K0004
Swede ACT Swede Elite KO005
Swede Cross
Everest & New Tr avel er Traveler L K0001
Jenni ngs (ry=*
Uni versal (A)*
Prem er C assic
(D)** Vi sta
Traveler (A)*
New Tr avel er Uni versal (B) K0002
Hem
Travel er (B)
EZ Lite** Li ght ni ng K0003
Li ghtni ng LX Vision M 11 enium| KO004
P2 Pl us Metro
SPF ||
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Everest & Metro Lx Vision Nitro KO005
Jenni ngs
(cont.) Vi si on Vi si on React or

Bar r acuda

Vi sion Record

Vi sion Epic

Vi sion FEX**

New Travel er Uni versal (O K0006

(K (L)

Prem er C assic K00O07

(F)*>

Magnum Sabre K0011

MX Spri nt

Navi gat or Vor t ex

Metro Power Quest K0012

Tenpest

Lancer Xcal i ber K0014
Gendr on 5810LFW 7108 K0001

5812 7810 (D)

5814 (D) 8555

5825 (D) Acti-Lite

Recl i ner 2000

5830 (D) (1)

5811 (Q K0002
Approved by: Harry Feliciano, MD., MP.H Initials:
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Gendr on 2058 5810 KO003
(cont.)
2811 (D Medi -Lite DX
2158
4000 Acti-Lite Wde K0004
1000 (N) (O
Acti-Lite Adult
1000
2811 (F) 7810 (F) KO007
5811 (F) 5814 (F)
5830 (F) 5825 (F)
6500
Acti-Lite Youth KO0009
3000
Guar di an GS- 2000 (A H 2000 (A) K0001
H 1000
G.- 2000 (B) H 2000 (B) K0002
GS- 2000 (B)
G- 2000 (H KO003
Qunnel | MAC Compl et e TNT Adul t K0009
MAC Mobility TNT Lite
Base
Hover ound LTV Tekni que HVR 200 | KOO11
VPV
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I nvacar e 9000 Recli ner Tracer K0001

()

Tracer LX-SA (A
Rol | s 900 (D)

Tracer Pl us
Rol | s 4000 (D)
Tracer LX-Hem K0002
(B)
Rol I's 2000 Tracer LT K0003
9000 SL Series Ri de Lite 2000 K0004
9000 Tal l Ri de Lite 9000
9000 XT Series Tracer Titan
Action Patri ot
Action Allegro Action Pro-T KO005
Action Xtra Super Action

Pro-T
Action MVP

Action Pro
Action Style
Rolls 900 (E) KO006
9000 SDT Tracer 1V KO007
Rol | s 4000 (F)
Yout hrobi | e K0009
3000 Series
Ranger |1 St or m Ranger X K0011
Ranger X Storm Tor que
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296

| nvacare Action P7E Power 9000 K0012
(cont.)

Arrow XT K0014

St orm Arrow

Kar eco | mpact Recliner | Rough Rider K0001
()
| npact - Heno K0002
Kareco (cont.) | Inpact-Lite Kl assi c- Pl us K0003
Hem

Klassic Lite

| mpact-Lite K0006
W de (K)
| mpact Wde (K) K00O07
Cabbi e KO009
Conpani on

Kuschal | Chanpi on 1000 K0004
Chanpi on 3000 Rebel KO005
Conpetitor

Labac MRC (1) K0001
MIC MIRC KO009
BTC

Love Lift Love Lift K0014

System 2214P
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297

Lunmex 1000 Seri es Tr ekker K0001
5000 Series Tr ekker Heavy
Transport Duty Wde (L)
4000 Series Trekker X
(Del uxe) (L)
5000 Series Trekker Hem K0002
Hem
Trekker Full
Recliner (1)
O to Bock Z-700B Z- 700L KO005
G oup
Z-700C
Per mobi | Chai rman (J) Max 90 (J) K0014
Hexi or (J)
Pride Jazzy 1100 K0011
Qui cki e Recliner (1) EX K0004
Br eezy RX
Breezy 2 LX
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Qui cki e LXI Quickie 2 K0005
(cont.)

Car bon Qui cki e 2HP

GP Revol uti on

GPS Shadow

GPS Swi ng- away Ti

GPS Ti Tri unph

GV

TS K0009

P190 P-210 (J) K0011

P- 200

P- 100 P-110 K0012

P- 300 P320 K0014
Redman CGeroni no RC Power Road K0011

Vrrior
Geronimo PR (J)
Road Savage

Chief RU Chi ef SR K0014
The St andi ng Li f est and K0009
Co.
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Tuf fcare Eagl e Rel i ance K0001
Hem Del uxe- K0002
Adul t
Hawk Fal con K0003
Convertible 795
Fal con
Hawk Super Hem | Hemi / Adul t
Super Eagl e K0006
Newport Extra Super Extra Wde | KOOO7
Wde (L)
Newpor t Utra K0009
Recl i ner/ Adul t Li ght wei ght
Newpor t Transporter
Recl i ner/
Fal con
Pedi atric Hem / Pedi atric
Fal con Hem
Pedi atric Del uxe/ Pedi atric
Fal con
Pedi atric
Recl i ner
Transporter
Chal | enger 2000 | Chal | enger K0011
Recl i ner 2040
Chal | enger K0014
Pedi atric 1000
VWeel chairs of | WZzZ-ard K0006
Kansas
BCW 600 BCW Recl i ner KO007
BCW Power K0014
VWeel care USA | Powerchair K0014
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XL Pacer KO003
Manuf act uri ng
Conp K0004
Chal | enger K0009
300
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Pal mett o GBA Durabl e Medi cal Equi prent Policy: Public Information

Subj ect: WHEELCHAI R OPTI ONS/ ACCESSORI ES

Att achnent #2

Foot not es:
Use KOOO1 if seat height is 3 19 inches and seat width is <22 inches.
Use KOOO2 if seat height is <19 inches and seat width is <22 inches.
Use KOOO6 if seat width is 322 inches.
Use KOOOl1l if seat width is <20 inches.

KOOO6 if seat width is 320 inches.

Use KOOO7 if seat width is 320 inches.

Use KO00O2 if seat width is <20 inches.

Use KOOO3 if seat height is <19 inches.
Code the reclining back separately using KO0028.

© ® N o g ~ 0 DR
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the power recline/tilt separately using K0108.

[
=Y

. Code seat width of 19 or 20 inches separately using KO057.

=
N

. Code seat width >18 inches separately using KO0108. Use code KO010 only
if these nodels cone with joystick control. Use E1230 if they cone
with side-nmounted tiller control.

13. Code the power nodul e separately using KO108.

SOURCE OF | NFORMATI ON
Adapted from exi sting Durabl e Medi cal Equi prent Regional Carrier policy.
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