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Resource Information

You can order commonly used publications and documents from the following sources:
	Coding Books

American Medical Association


(800) 621-8335

www.amapress.com

	Workers' Compensation Laws of California 

Matthew Bender & Company, Inc.


(800) 223-1940

www.Lexis.com


	Practice Management Information Corporation (PMIC)

(800) 633-4215

www.PMIConline.com
	Workers' Compensation Claims Desk Book

By Gwen Hampton 

WCC-The Workers' Compensation Company

(818) 247-8224



	Mercy Conference Document

Guidelines for Chiropractic Quality Assurance and Practice Parameters”

ISBN# 083420388X  $69.95

(800) 832-0034

www.Jpub.com
	Books and Forms 

H.J. Ross Company

(800) 562-3335

Fax: (931) 680-0008

HIPAA Info:  (866) HIPAACD (447-2223)

www.HJRosscompany.com



CHIROPRACTIC MANIPULATIVE TREATMENT
A Brief Reference

AMA's Physicians' Current Procedural Terminology 1997* (CPT 1997) introduced brand new codes to describe what doctors of chiropractic do.  Chiropractic manipulative treatment (CMT) is a form of manual treatment to influence joint and neurophysiological function. This treatment may be accomplished using a variety of techniques.  The codes are as follows:

	98940
	Chiropractic manipulative treatment (CMT); spinal, one to two regions

	98941
	spinal, three to four regions

	98942
	spinal, five regions

	98943
	extra spinal, one or more regions


For purposes of CMT, the five spinal regions referred to are: 

· cervical region (includes atlanto-occipital joint); 

· thoracic region (includes costovertebral and costotransverse joints);

· lumbar region; 

· sacral region;

· pelvic (sacro-iliac joint) region. 

The five extraspinal regions referred to are: 

· head (including temporomandibular joint, excluding atlanto-occipital) region; 

· lower extremities; 

· upper extremities; 

· rib cage (excluding costotransverse and costovertebral joints); 

· abdomen.

Chiropractic treatment may be billed along with physical medicine codes to accurately describe the patient's treatment.  The 98943 is the only CMT code that can be billed with another CMT code.  When 98943 is billed with another CMT code the modifier -51 is used.  The following is an example:

98940 CMT one to two regions

98943-51- CMT extra-spinal

The CMT codes include a pre-manipulation patient assessment. Additional Evaluation and Management services may be reported separately using the modifier -25, if and only if the patient's condition requires a significant separately identifiable E/M service, above and beyond the usual preservice and postservice work associated with the procedure.

The definition for the modifier -25 is as follows:


"-25
Significant, Separately Identifiable Evaluation and Management Service by the Same Physician on the Same Day of the Procedure or Other Service:  The physician may need to indicate that on the day a procedure or service identified by a CPT code was performed, the patient's condition required a significant, separately identifiable E/M service above and beyond the other service provided or beyond the usual preoperative and postoperative care associated with the procedure that was performed.  This circumstance may be reported by adding the modifier '-25' to the appropriated level of E/M service."
*CPT codes, descriptions and numeric modifiers only are copyright 1997, American Medical Association

Evaluation and Management Codes

The following briefly summarizes the use of CPT Evaluation and Management Codes (E/M) which have replace CPT Codes 90000-90080.  The E/M Codes differ in use from the old office visit codes.  For this reason, CCA encourages members to have an updated CPT code book in order to study the application of the E/M codes.  More specific examples for chiropractic use of these codes can be found in the ACA booklet "Recommendations for Describing Chiropractic Services Using CPT '95" which may be purchased through ACA.

NEW PATIENT

(A new patient is one who has not been seen for treatment in your office for 3 years)

Code

Description






Minutes Face-To-Face

99201

Requires a problem-focused history, problem-focused



10



examination and straightforward medical decision-making.



Presenting problem(s) are self-limited or minor.

99202

Requires an expanded problem-focused history, expanded


20



problem-focused examination and straightforward medical

 

decision-making.  Presenting problem(s) are of low to moderate severity.

99203

Requires a detailed history, a detailed examination and medical

30



examination decision-making of low complexity.



Presenting problem(s) are of moderate severity.

99204

Requires a comprehensive history, a comprehensive examination

45



and medical decision-making of moderate complexity.



Presenting problem(s) are of moderate to high severity.

99205

Requires a comprehensive history, a comprehensive examination

60



and medical decision-making of high complexity.



Presenting problem(s) are of moderate to high severity.

ESTABLISHED PATIENT

99211

Does not require the presence of a physician.



 5



Presenting problem(s) are minimal.

99212

Requires a problem-focused history, problem-focused



10



examination and straightforward decision-making.



Presenting problem(s) are self-limited or minor.

99213

Requires an expanded problem-focused history, an expanded


15



problem-focused examination and medical decision-making of 



low complexity.  Presenting problem(s) are of low to moderate severity.

99214

Requires a detailed history, an detailed examination and medical

25



decision-making of moderate complexity.



Presenting problem(s) are of moderate to high severity.

99215

Requires a comprehensive history, an comprehensive examination

40



and medical decision-making of high complexity.



Presenting problem(s) are of moderate to high severity.

Modifiers

-21
Prolonged Evaluation and management Services:  When the service(s) provided is prolonged or otherwise greater than that usually required.  A report may be appropriate.

-22
Unusual Procedural Services:  When the service(s) provided is greater than that usually required for the listed procedure.  A report may be appropriate.

-52
Reduced Service:  Under certain circumstances, a service or procedure is partially reduced or eliminated at the physician's election.

Commonly Used ICD-9 Diagnosis Codes

Cervical Spine


Code

Description


722.0

Herniation of disc


722.4

Degeneration of cervical intervertebral disc


723.1

Cervicalgia, neck pain


723.4

Radiculitis


723.5

Torticollis


739.1 

Cervicothoracic region—condition 


839.00 
Dislocation (subluxation) of the cervical spine--Injury


839.01 
C-1--injury


839.02 
C-2--injury


839.03 
C-3--injury


839.04 
C-4--injury


839.05 
C-5--injury


839.06 
C-6--injury


839.07 
C-7--injury


839.08 
Multiple cervical vertebra—injury 


847.0

Sprain/strain; Hyperextention or hyperflexion injury to neck—injury 

Thoracic Spine

721.2

Osteoarthritis, Thoracic spondylosis without myelopathy


722.51

Disc degeneration



724.1

Pain in the thoracic spine


724.4

Radiculitis, unspecified


739.2 

Thoracolumbar region—condition 


839.21

Dislocation (subluxation) of the thoracic vertebra—Injury 


847.1

Sprain/strain, thoracic—injury 

Lumbar / Lumbosacral


721.3

Spondylosis w/o myelopathy; Osteoarthritis


721.42

Spondylosis with myelopathy


724.2

Low back pain; Lumbago; Lumbalgia


724.3

Sciatica


724.4

Radiculitis


724.5

Backache, unspecified


739.3 

Lumbosacral region—condition 


756.11

Spondylosis


756.12

Spondylolisthesis; Lumbosacral


839.20 
Dislocation (subluxation) to lumbar spine; Lumbar vertebra


846.0

Lumbosacral sprain/strain


847.2

Sprain/strain, lumbar

Commonly Used ICD-9 Diagnosis Codes

Sacroiliac / Coccyx


Code

Description


720.2

Sacroiliitis: Ankylosing spondylitis


724.6

Sciatica


729.2

Radiculitis, unspecified


739.4 

Sacrococcygeal region; Sacroiliac region--condition


839.40 
Vertebra, unspecified site; spine NOS dislocation—injury 


839.41 
Coccyx; Dislocation (subluxation) of coccyx--injury


839.42 
Sacrum; Subluxation (dislocation)—injury 


839.49 
Other, dislocation—injury 



846.0

Lumbosacral (joint) (ligament), sprain/strain


846.1

Sacroiliac (ligament), sprain/strain


846.2

Sacrospinatus (ligament), sprain/strain


846.3

Sacrotuberous (ligament), sprain/strain


847.3

Sacrum sprain/strain; Sacrococcygeal sprain/strain


847.4

Coccyx sprain/strain

Musculoskeletal System / Spine


721.90

Osteoarthritis; spondylosis without mention of myelopathy


729.1

Myofascitis; Myositis, myofibrosis or myalgia


733.00

Scoliosis, osteoporosis caused


736.81

Short leg, acquired


737.10

Kyphosis, acquired


737.20

Lordosis, acquired


737.30

Scoliosis, acquired


754.2

Lordosis, congenital; Scoliosis congenital


755.30

Short leg, congenital


Musculoskeletal General


728.85

Muscle spasm


839.6

Sternoclavicular dislocation (subluxation); Sternum dislocation


848.40

Sternum sprain/strain, unspecified site


848.41

Sternoclavicular sprain/strain

Commonly Used ICD-9 Diagnosis Codes
Shoulder


Code

Description


715.11

Osteoarthrosis


716.91

Arthritis


719.41

Pain in shoulder region--Arthralgia


723.4

Brachial radiculitis; Radiculitis


726.0

Adhesive capsulitis; Frozen shoulder


726.10

Bursitis; Rotator cuff syndrome


726.11

Tendinitis, calcifying


726.90

Tendinitis


831.00

Dislocation (subluxation) of shoulder


839.61

Dislocation (subluxation) of sternoclavicular joint


840.4

Rotator cuff (capsule) sprain/strain

Forearm and Elbow

715.13

Osteoarthrosis, forearm


716.93

Arthritis; Inflammation of joint


723.4

Radiculitis syndrome of upper limbs


726.30

Epicondylitis of elbow


726.31

Medial epicondylitis


726.32

Tennis elbow


726.33

Bursitis of elbow


726.90

Tendinitis, unspecified


832.00

Dislocation (subluxation) of elbow


832.01


Anterior


832.02


Posterior


832.03


Medial


832.04


Lateral


841.9

Sprain/strain of elbow or forearm, unspecified

Wrist, Hand & Fingers

354.0

Carpal tunnel syndrome


719.44

Pain in hand/joint


726.4

Bursitis of hand or wrist


833.0

Dislocation (subluxation) of wrist


833.01

Radioular (joint) distal


833.02

Radiocarpal (joint)


833.03

Midcarpal (joint)


833.04

Carpometacarpal (joint)


833.05

Metacarpal (bone) proximal end


833.09

Other (i.e. ulna, distal end)


842.01

Sprain/strain, wrist carpal (joint)

Commonly Used ICD-9 Diagnosis Codes


Code

Description

Wrist, Hand & Fingers (continued)

842.1

Sprain/strain, hand, unspecified site


959.3

Injury to wrist, elbow & forearm


959.5

Injury to finger
Pelvis & Hip


715.15

Osteoarthrosis, pelvic region & thigh


739.5 

Hip region, pubic region—condition 


835.0

Dislocation (subluxation) of hip—injury


835.01


Posterior


835.02


Obturator


835.03


Anterior


839.69 

Pelvis


843.0

Iliofemoral (ligament)


843.1

Ischiocapsular (ligament)


843.9

Sprain/strain of hip or thigh


848.5

Sprain/strain of pelvis—injury 

Leg & Knee

716.96

Arthritis, lower leg


719.56

Stiffness of lower leg


726.60

Bursitis of knee


836.3

Dislocation (subluxation) of patella


836.50

Dislocation (subluxation) of knee, unspecified


844.0

Sprain/strain of lateral collateral ligament of knee


844.1

Medial collateral ligament of knee


844.2

Cruciate ligament of knee


844.3

Tibiofibular (joint) (ligament), superior


844.8

Other specified sites of knee and leg


959.7

Injury to knee or leg

Ankle, Foot & Toes

716.97

Arthritis, ankle & foot


719.47

Pain in ankle or foot joint


727.81

Short Achilles tendon


837.0

Dislocation (subluxation) of ankle


845.0

Sprain/strain, ankle


845.01

Deltoid (ligament), ankle sprain/strain


845.02

Calcaneofibular (ligament) sprain/strain


845.03

Tibiofibular (ligament) sprain/strain


845.09

Other (i.e. Achilles tendon) sprain/strain


845.10

Sprain/strain, foot, unspecified site


845.11


Tarsometatarsal (joint)(ligament)


845.12


Metatarsophalangeal (joint)


845.13


Interphalangeal (joint), toe


845.19


Other


959.7

Injury to ankle or foot

Commonly Used H.C.P.C.S. Supply Codes

	Description
	Code

	Ace Bandages
	A6449

	Ankle Support
	L4350

	Cervical Collar
	L0120

	Cervical Traction Unit
	E0862

	Cervical Pillow
	E0190

	Heat/cold Application:
	

	
Non-electric Heat Pad, moist
	E0238

	
Electric Heat Pad (Moist)
	E0215

	
Electric Heat Pad (Standard)
	E0210

	Elbow Support
	L3700

	Electrodes for Tens Unit, per pair
	A4556

	Exercise Equipment
	A9300

	Foot Insert, removable (molded to patient)
	L3020

	Full Sole & Heel Wedge (orthotics)
	L3420

	Lumbar-sacral belt, flexible
	L0500

	Knee support
	L1800

	Non-Prescription Drugs
	A9150

	Non-Covered Service (for denial purposes)
	A9270

	Pelvic Belt
	E0944

	Rib Belt
	L0210

	Sacroiliac Belt, flexible
	L0600

	Slings
	A4565

	Splints
	A4570

	Tens Unit, (Two Leads)
	E0720

	Tens Unit, (Four Leads)
	E0730

	Thoracic-Lumbar-Sacral belt, flexible
	L0450

	Wrist Support, prefabricated
	L3907

	Miscellaneous Durable Equipment
	E1399


WORKERS’ COMPENSATION SECTION

GENERAL INFORMATION AND INSTRUCTIONS 8 CCR §9789.11(a)(1)

Effective for Dates of Service after January 1, 2004

INTRODUCTION
AUTHORITY

Pursuant to the provisions of Labor Code Sections 4603.5 and 5307.1, the Administrative Director of the Division of Workers’ Compensation has adopted the Official Medical Fee Schedule as the basis for billing and payment of medical services provided injured employees under the Workers’ Compensation Laws of the State of California.

This revision to the Official Medical Fee Schedule sets forth changes to the instructions and ground rules adopted by the Administrative Director.  The amendments to the Official Medical Fee Schedule contained in this revision are effective for services rendered on or after January 1, 2004.   You will need to consult the applicable prior schedule for services that were provided on or before December 31, 2003.  
The text in this revision of the Official Medical Fee Schedule is formatted to identify its sources. Language from the American Medical Association’s Current Procedural Terminology (CPT) is identified by non-italicized text (eg, “American Medical Association”).  Relative values and California modifications to the CPT language are identified by italics (eg, “California Official Medical Fee Schedule”). 

SERVICES COVERED

Pursuant to Labor Code Section 5307.1, as amended effective January 1, 2004, the Administrative Director is required to adopt and revise periodically an Official Medical Fee Schedule that establishes, except for physician services, the reasonable maximum fees paid for medical services in accordance with the fee-related structure and rules of the relevant Medicare (administered by the Center for Medicare & Medicaid Services of the United States Department of Health) and Medi-Cal (administered by California Department of Health Services) payment systems.  

The maximum reasonable fee for pharmacy and drug services that are not otherwise covered by a Medicare fee schedule payment for facility services must be 100 percent of the fees prescribed in the relevant Medi-Cal payment system.  Fees for medical services and pharmacy services and drugs shall be adjusted to conform to any relevant change in the Medicare and Medi-Cal payment systems.

Beginning January 1, 2004, the maximum reimbursable fees for physician services must be reduced by five (5) percent, or in an amount to be determined by the Administrative Director, or in a different amount determined by the Administrative Director, but a fee that is at or below Medicare for the same procedure may not be reduced.  “Physician service” covered by this fee schedule  is defined in Title 8, California Code of Regulations Section 9789.10(j) as:

“Physician service” means professional medical service that can be provided by a physician, as defined in Section 3209.3 of the Labor Code, and is subject to reimbursement under the Official Medical Fee Schedule.  For purposes of the OMFS, “physician service” includes service rendered by a physician or by a non-physician who is acting under the supervision, instruction, referral or prescription of a physician, including but not limited to a physician assistant, nurse practitioner, clinical nurse specialist, and physical therapist.

Inpatient procedures and services shall be reimbursed pursuant to Title 8, California Code of Regulations Section 9789.20, et seq.

Outpatient procedures and services shall be reimbursed pursuant to Title 8, California Code of Regulations Section 9789.30, et seq.

Pharmacy services and pharmaceuticals shall be reimbursed pursuant to Title 8, California Code of Regulations Section 9789.40.

Pathology and laboratory services shall be reimbursed pursuant to Title 8, California Code of Regulations Section 9789.50.

NOTE:  THE FOLLOWING PROCEDURES IN THE PATHOLOGY AND LABORATORY SECTION OF THIS BOOK ARE PHYSICIAN SERVICES AND SHALL BE REIMBURSED PURSUANT TO TITLE 8, CALIFORNIA CODE OF REGUALATIONS SECTION 9788.10, ET SEQ.:

80500

80502

85060 through 85102

86077 through 86079

87164

88000 through 88399

Durable Medical Equipment, Prosthetics, Orthotics, Supplies and Materials shall be reimbursed pursuant to Title 8, California Code of Regulations Section 9789.60.

Ambulance Services shall be reimbursed pursuant to Title 8, California Code of Regulations Section 9789.70.

CODES, MODIFIERS and SYMBOLS

The coding for physician services in this edition of the Official Medical Fee Schedule primarily uses the procedure codes, descriptors, and modifiers of the American Medical Association's Physicians' Current Procedural Terminology (CPT) 1997, copyright 1996, American Medical Association.

The Schedule for physician services also includes codes, descriptors, and modifiers that are unique to California, or California changes to CPT codes.  Unique California codes, and CPT codes modified for California, are designated in the schedule by the symbol "(".

Codes that have been revised since the April 1, 1999 edition of the Schedule are designated by the symbol "(".

Codes that have been added since the April 1, 1999 edition of the Schedule are designated by the symbol "(".

FORMAT

The physician services section of the Official Medical Fee Schedule, effective January 1, 2004,  consists of six major sections.  Within each section are subsections with anatomic, procedural, condition, or descriptor subheadings.

The section numbers and their sequence are as follows:

EVALUATION and MANAGEMENT
99201 to 99499

ANESTHESIOLOGY 
00100 to 01999
99100 to 99140

SURGERY   
10040 to 69979

RADIOLOGY         
70010 to 79999

 (Including Nuclear Medicine & Diagnostic Ultrasound)

PATHOLOGY AND LABORATORY




80500



80502



85060 to 85102



86077 to 86079



87164



88000 to 88399

MEDICINE 
90700 to 99199


PHYSICAL MEDICINE
97010 to 98778


MANIPULATIVE TREATMENT 
98925 to 98943


SPECIAL SERVICES
99000 to 99199

The format division is for informational purposes only. Any provider, regardless of specialty, may use any section containing procedures performed within his or her scope of practice or license as defined by California law, except for: (1) E/M codes which are to be used by physicians (as defined by Labor Code §3209.3), as well as physician assistants and nurse practitioners who are acting within the scope of their practice and are under the direction of a supervising physician  (However, codes 99241-99275 may be used only by physicians); (2) Physical Medicine and Rehabilitation Assessment and Evaluation codes  (98770-98778) which are to be used only by physical therapists;  and (3) Osteopathic Manipulation Codes (98925-98929) which are to be used only by licensed DOs and MDs.  The level of E/M service should not be determined by which of the providers performed the service.  No provider may use any code for a procedure outside of his or her scope of practice or license as defined by California law.

Specific "Ground Rules" are presented at the beginning of each section.  These Ground Rules define items that are necessary to appropriately interpret and report the procedures and services contained in that section.  For example, in the Medicine section, specific ground rules are provided for handling unlisted services or procedures, special reports, and supplies and materials provided by the physician.  Ground Rules also provide explanations regarding terms that apply only to a particular section.  For instance, Surgery Ground Rules provide an explanation of the use of the star (*), while in Radiology, the unique term "radiological supervision and interpretation" is defined.

FORMAT OF THE TERMINOLOGY

CPT procedure terminology has been developed as stand-alone descriptions of medical procedures.  However, some of the CPT procedures in this schedule are not printed in their entirety but refer back to a common portion of the procedure listed in a preceding entry.  This is evident when an entry is followed by one or more indentations.  For example:


25100
Arthrotomy, wrist joint; for biopsy


25105 
   for synovectomy

Note that the common part of code 25100 (that part before the semicolon) should be considered part of code 25105.  Therefore, the full procedure represented by code 25105 should read:


25105
Arthrotomy, wrist joint; for synovectomy

MEDICAL NECESSITY

All services and supplies provided to injured workers must be medically necessary.  Medically necessary is any medical service or supply which is:

1. 
Provided as remedial treatment for an on-the-job illness or injury; and

2.
Appropriate to the patient's diagnosis and clinical conditions in relation to any industrial injury; and

3.
Performed in an appropriate setting; and

4.
Consistent with published medical literature and practice Ground Rules generally accepted  by the practitioner’s peer group.

GENERAL INSTRUCTIONS
FEE COMPUTATION AND BILLING PROCEDURES

Under Title 8, California Code of Regulations Section 9788.11, the maximum allowable fee for physician services rendered on or after January 1, 2004 is the amount set forth in the Official Medical Fee Schedule in effect on December 31, 2003 reduced by five (5) percent.  However, individual procedure codes that are reimbursed under the Official Medical Fee Schedule in effect on December 31, 2003 at a rate that is between 100% and 105% of the current Medicare rate will be reduced between zero and 5% so that the reimbursement will not fall below the Medicare rate.  

To determine the maximum allowable reimbursement for a physician service rendered on or after January 1, 2004 the following formula is utilized: Relative Value Unit × Conversion Factor × Percentage Reduction Calculation = Maximum Reasonable Fee before application of ground rules.  Applicable ground rules set forth in the Official Medical Fee Schedule in effect on December 31, 2003 are then applied to calculate the maximum reasonable fee.

To determine the maximum allowable reimbursement for services involving the administration of anesthesia (CPT Codes 00100 through 01999) rendered on or after January 1, 2004, the following formula is utilized: (basic value + modifying units (if any) + time value) × (conversion factor × .95) = maximum reasonable fee.  

A table adopted as Title 8, California Code of Regulations Section 9789.11(c) sets forth each individual procedure code with its corresponding relative value, conversion factor, percentage reduction calculation (between 0 and 5%), and maximum reimbursable fee.

There is no prohibition against an employer or insurer contracting with a medical provider for reimbursement rates different from those prescribed in the Official Medical Fee Schedule.  

California law requires the employer (or insurer) to provide all medical care necessary to cure or relieve the effects of the employee's industrial or work related illness or injury.  Accordingly, under no circumstances shall the employee be billed for the treatment for which the employee has filed a workers’ compensation claim unless the medical provider has received written notice that the claim has been rejected (Labor Code Section 3751(b)).

Total reimbursement for the professional and technical components of procedures shall not exceed the listed value for the total procedure.

Billings must include each provider's professional designation and, if applicable, the license or certification number of the person providing the service and shall be limited to services allowed by the provider's authorized scope of practice.

Practitioners who are not physicians as defined by California workers' compensation law, including orthotists; prosthetists; nurse practitioners; physician assistants; marriage, family and child counselors; and licensed clinical social workers, who are acting within the scope of their license, certification or education and who have received authorization from the payer to treat an injured worker, may be reimbursed in accordance with this Schedule.

Nonphysicians billing under this fee schedule shall use the appropriate modifier. (See the appropriate specialty section for nonphysician modifiers).
Claims administrators shall make determinations regarding authorization for payment of medical bills in accordance with all relevant statutes and regulations, including but not limited to Labor Code Sections 4600 and 4062; Title 8, California Code of Regulations Section 9792.6; and this Official Medical Fee Schedule.

CONFIRMATION OF VERBAL AUTHORIZATION FOR PAYMENT

This policy applies only to those services listed in the Official Medical Fee Schedule which require prior authorization or to services for which the provider voluntarily seeks confirmation of authorization.

When verbal authorization for payment is given for this purpose, the claims administrator shall provide to the provider (1) a confirmation number that the provider shall place on the bill when billing for the service, or (2) a written confirmation of the verbal authorization.  Confirmation shall be placed in the mail to the provider by the claims administrator within five working days of the verbal authorization.

When authorization is given either verbally or through a written authorization, the claims administrator is obligated to pay for the services authorized in accordance with the Official Medical Fee Schedule or other contractual payment arrangements previously agreed.

In the event the claims administrator subsequently determines that authorization for payment should be terminated, the claims administrator shall notify the provider in writing of this change.

SUPPLIES AND MATERIALS

For services, equipment, or goods provided on or after January 1, 2004, the maximum reasonable reimbursement for durable medical equipment, supplies and materials, orthotics, prosthetics, and miscellaneous supplies and services shall not exceed one hundred twenty (120) percent of the rate set forth in the CMS’ Durable Medical Equipment, Prosthetics/Orthotics, and Supplies (DMEPOS) Fee Schedule, as updated in the October 2003 quarterly update.  See 8 CCR Section 9789.60.

REPORTS

This section governs reimbursement of all reports other than those which are payable under the medical-legal fee schedule, found at Title 8, California Code of Regulations, Section 9795.  The medical-legal fee schedule should only be used for the reimbursement of reports which are requested by a party for the purpose of proving or disproving a contested claim.  Reports obtained for the purpose of determining whether to accept or contest a claim are governed by this report section.
This section covers all treatment reports required by statute or regulation, and consulting reports which are requested by a party.  The following are the types of reports covered by this section, along with the corresponding Evaluation and Management code.

Separately reimbursable reports identified by the CPT code 99080  (Special Reports) are reimbursable  using the Medicine conversion factor at 6.5 relative values (RVs) for the first page and 4.0  RVs for each additional page, up to a total of six pages.  Reimbursement is limited to six pages except by mutual agreement of the provider and payer.  Separately reimbursable reports identified by the CPT code 99081 are reimbursable using the Medicine conversion factor at 2.0 relative values (RVs).

Treatment Reports

The primary treating physician is required to prepare reports under Title 8, California Code of Regulations, Sections 9785 (See Appendix C).  The same reimbursement levels apply to both the employee-selected and employer-selected primary treating physician unless there is a written contract.   Some treatment reports are separately reimbursable; others are not.
a.  Treatment Reports Not Separately Reimbursable

The following reports are not separately reimbursable.  The appropriate fee is included within the underlying Evaluation and Management service for an office visit (CPT codes 99201-99215).

•
Doctor's First Report of Occupational Illness or Injury (or other report of primary care provider with similar information);

· 
Initial treatment report and plan;
· Treating Physician's Report of Disability Status (DWC Form RU-90) where the physician has not been able to give an opinion regarding the employee's ability to return to the pre-injury occupation;

· Report by a secondary physician to the primary treating physician.

b.  Separately Reimbursable Treatment Reports

The following reports are separately reimbursable (see general discussion under "Reports" above).  Where an office visit is included, the report charge is payable in addition to the underlying Evaluation and Management service for an office visit (CPT codes 99201-99215).

•
Primary Treating Physicians’ Progress Reports, reported in accordance with Title 8, California Code of Regulations Section 9785(f), using DWC Form PR-2 or its equivalent (see Appendix D), when  (1) the employee's condition undergoes a previously unexpected significant change; (2) there is any significant change in the treatment plan reported in the Doctor’s First Report including, but not limited to, an extension of  duration or frequency of treatment, a  new need for hospitalization or surgery, a new need for referral to or consultation by another physician, a change in methods of treatment or in required physical medicine services, a need for rental or purchase of durable medical equipment or orthotic devices; (3) the employee's condition permits return to modified or regular work, but the employee has not reached permanent and stationary status; (4) the employee's condition requires him or her to leave work or requires a change in work restrictions or modifications; (5) the employer reasonably requests additional appropriate information. (6) A progress report shall be submitted no later than 45 days from the submission of the last progress report even if no event described in paragraphs (1)-(5), above, has occurred.  Progress reports are separately reimbursable even if the change in the patient’s condition or treatment warranting a progress report occurs during the surgical global follow-up period. Use Code 99081.
 •
Final Treating Physician's Report of Disability Status (DWC Form RU-90) where the physician renders an opinion concluding that the employee is released to return to the pre-injury occupation or concluding that the employee's injury is likely to permanently preclude the employee from returning to the pre-injury occupation.  Use Code 99080.

•
Primary Treating Physician’s Final Discharge Report where the physician determines that no further medical treatment is needed for this injury , the patient has no permanent disability, and the employee is able to return to work with no restrictions or diminished capacity related to this injury. The final discharge report must be submitted using DWC Form PR-2 or its equivalent (see Appendix D).  Use Code 99081.

•
Primary Treating Physician’s Permanent and Stationary Report.  When the physician determines that the employee’s condition is permanent and stationary, the physician shall report any findings concerning the existence and extent of permanent impairment and limitations and include, where appropriate, an assessment of apportionment, causation, and any need for continuing medical care resulting from the injury.  These findings must be reported using DWC Form PR-3 or IMC Form 81556 or their equivalent (see Appendix D).  The report shall be in accordance with Title 8, California Code of Regulations Section 9785.  Use Code 99080.

To bill for the primary treating physician’s permanent and stationary report, the physician shall select the appropriate Evaluation and Management code, if any, in accordance with Evaluation and Management guideline 9 g; the report code 99080; and, when appropriate, prolonged service codes 99354-99358.

Modifier ‘-17’ is to be used by the primary treating physician to identify a permanent and stationary evaluation and report.  This modifier shall be appended to each of the following codes, as appropriate: Evaluation and Management codes, report code 99080, and prolonged service codes. (See item 8, “Modifiers”, in the Evaluation and Management section for modifier ‘-17’).
The primary treating physician shall be responsible for obtaining all of the reports of other treating physicians and shall incorporate, or comment upon, the opinions of the other treating physicians in the primary treating physician’s report and attach all of the reports for submission to the claims administrator.

The primary treating physician shall submit medical reports  to the claims administrator pursuant to Title 8, California Code of Regulations Section 9785.   The reports shall identify any other physician(s) and nonphysician(s) who provided opinions, decisions, or services.  Other treating physicians and nonphysician providers to whom the injured employee is referred shall report to the primary treating physician in the manner required by the primary treating physician.

When a claims administrator or its authorized agent requests that a provider complete a form that is not legally mandated or submit information in excess of that required pursuant to Title 8, California Code of Regulations Section 9785, the provider shall be separately reimbursed using code 99080.  Attach modifier  ‘-18’  to identify these forms or reports.

c.  Consultation Reports

The following reports are separately reimbursable (see general discussion under "Reports" above).  Where an examination of the patient is included, the report charge is payable in addition to the underlying Evaluation and Management service for a consultation (CPT codes 99241-99245) or confirmatory consultation (CPT codes 99271-99275) as noted below. Use Code 99080.  Where there is no examination of the patient, see "Prolonged Service Codes," below.

•
A report by a consulting physician, where consultation was requested on one or more medical issues by the treating physician, including a second medical opinion on the necessity or appropriateness of previously recommended medical treatment or a surgical procedure.  A confirmatory consultation (CPT codes 99271-99275) may also be charged by the consulting physician.

•
A report by a consulting physician, where consultation was requested on one or more  medical issues by a party, the Administrative Director, or the Workers' Compensation Appeals Board.  Reports included under this section are those reports that are admissible and reimbursable in accordance with Labor Code Section 4064(c).  An office consultation (CPT codes 99241-99245) may also be charged by the consulting physician.

•
A report by the treating physician, where medical information other than that required to be reported under the treatment report section above was requested by a party, the Administrative Director, or the Workers' Compensation Appeals Board.  An office consultation (CPT codes 99241-99245) may also be charged by the treating physician in this circumstance.

•
A report by a consulting physician where the claim does not meet the criteria of a "contested claim" as set forth in Title 8, California Code of Regulations Section 9793(b).

•
A consultation code may not be billed when care or any part of care has been clearly transferred by the primary treating physician to another physician. (See definition of Referral under the Evaluation and Management Section page 11.)

PROLONGED SERVICE CODES

Where appropriate, a treating or consulting physician may be paid for service which extends beyond the usual service time for a particular Evaluation and Management code.  The prolonged service codes are of two types in the outpatient setting:  direct (face-to-face) patient contact (CPT codes 99354 and 99355), and without direct (face-to-face) patient contact (CPT code 99358).

Where the physician is required to spend at least 30 minutes or more of direct (face-to-face) time in addition to the time set forth in the appropriate CPT code (e.g., at least 90 minutes in an office consultation under CPT code 99244), then CPT codes 99354 and, where appropriate, 99355 may be charged in addition to the basic charge for the appropriate Evaluation and Management code.

Where the physician is required to spend 15 or more minutes before and/or after direct (face-to-face) patient contact in reviewing extensive records, tests or in communication with other professionals, the CPT code 99358 may be charged in addition to the basic charge for the appropriate Evaluation and Management code.

CPT code 99358 may also be used where the physician is required to spend 15 or more minutes reviewing records or tests, a job analysis, an evaluation of ergonomic status, work limitations, or work capacity when there is no direct (face-to-face) contact; however, in this case, the physician is not entitled to charge an Evaluation and Management code.  For example, if subsequent to an examination of the employee, a consulting physician is asked to prepare a supplemental report based on a review of additional medical records, and the physician spends 15 minutes in this review, CPT code 99358 may be charged along with CPT code 99080 for a report, but no Evaluation and Management code may be charged.

DIETARY SUPPLEMENTS

Dietary supplements such as minerals and vitamins shall not be reimbursable unless a specific dietary deficiency has been clinically established in the injured employee as a result of the industrial injury or illness.
PROCEDURES WITHOUT UNIT VALUES (“BY REPORT”)

Unit values are not shown for some procedures listed in the Schedule.  Fees for such procedures need to be justified by report, although a detailed clinical record is not necessary.


By Report (BR):  Procedures coded BR (By Report) are services which are unusual or variable.


An unlisted service or one that is rarely provided, unusual or variable may require a report demonstrating the medical appropriateness of the service.  Pertinent information should include an adequate definition or description of the nature, extent, and need for the procedure, and the time, effort and equipment necessary to provide the service.  Additional items which may be included are:

•
complexity of symptoms;

•
final diagnosis;

•
pertinent physical findings;

•
diagnostic and therapeutic procedures;

•
concurrent problems;

•
follow-up care.

In some instances, the values of BR procedures may be determined using the value assigned to a comparable procedure.  The comparable procedure should reflect the same amount of time, complexity, expertise, etc., as required for the procedure performed.

SEPARATE PROCEDURES

 Some of the listed procedures are commonly carried out as an integral part of a total service, and as such do not warrant a separate reimbursement.  When however, such a procedure is performed independent of and is not immediately related to other services, it may be listed as a "separate procedure."  Thus, when a procedure is performed alone for a specific purpose it may be considered to be a separate procedure.

STARRED PROCEDURES

The star “*" is used to identify certain surgical procedures. A description of this reporting mechanism is found in the Surgery ground rules.
SPECIAL SERVICES AND REPORTS

The procedures with code numbers 99000 through 99090 provide the reporting physician or health care provider with the means of identifying the completion of special reports and services that are an adjunct to the basic services rendered.  The specific number assigned indicates the special circumstances under which a basic procedure is performed. Charges for services generally provided as an adjunct to common medical services should be billed only when circumstances clearly warrant an additional charge over and above the scheduled charges for the basic services.
CHART NOTES

Requests for chart notes shall be in writing and shall be separately reimbursable at $10.00 for up to the first 15 pages. Pages in excess of 15 shall be reimbursable at $0.25 per page.  Chart note requests shall be made only by the claims administrator. Code 99086 is used to bill for chart notes “By Report,” using these guidelines, and are subject to the 5% reduction in fees for physician services.  

DUPLICATE REPORTS

A primary treating physician has fulfilled his or her reporting duties by sending one copy of a required report to the claims administrator or to a person designated by the claims administrator to be the recipient of the required report.  Requests for duplicate reports related to billings shall be in writing. Duplicate reports shall be separately reimbursable.  Where the payer requests an additional copy of the reports, the payer shall reimburse for the duplicate report at $10.00 for up to the first 15 pages.  Pages in excess of 15 pages shall be reimbursed at $0.25 per page.  Charges for duplicate reports shall be billed using code 99087 and are subject to the 5% reduction in fees for physician services.  Requests for duplicate reports shall be made only by the claims administrator.

MISSED APPOINTMENTS

Code 99049 may be used to indicate missed appointments on a By-Report (BR) basis.  This code is designed for communication purposes only.  It does not imply that compensation is necessarily owed.

This code applies to both treatment and consultation appointments. For Medical-Legal missed appointments use the appropriate code from the Medical-Legal Fee Schedule – Title 8, California Code of Regulations Section 9795).

MODIFIERS

A modifier provides the means by which the reporting physician or health care provider can indicate that a service or procedure that has been performed has been altered by some specific circumstance but not changed in its definition or code.  The judicious application of modifiers obviates the necessity for separate procedure listings that may describe the modifying circumstance.  Modifiers may be used to indicate to the recipient of a report that:

•            A service or procedure has both a professional and      
technical component.

•
A service or procedure was performed by more than one 
physician and/or in more than one location.

•
A service or procedure has been increased or reduced.

•
Only part of service was performed.

•
An adjunctive service was performed.

•
A bilateral procedure was performed.

•
A service or procedure was provided more than once.

•
Unusual events occurred.

A listing of modifiers pertinent to Evaluation and Management, Anesthesia, Surgery, Radiology, Pathology (as applicable), and Medicine is located in the Ground Rules of each section.  A complete listing of modifiers is found in Appendix A.

GLOBAL SERVICE PROFESSIONAL COMPONENT AND TECHNICAL COMPONENT REIMBURSEMENT

Certain procedures are a combination of both a physician (professional) and a technical component.  The listed values are total values that include both the professional and technical components.  Total reimbursement for the professional and technical components combined shall not exceed the listed value for the total procedure, regardless of the site(s) where services are rendered.  When both the professional and technical components of such procedures are performed by the same provider, a global service has been rendered.  When the professional or technical component of a procedure is billed separately it shall be valued according to the percent of the total value indicated in the "PC/TC" column of the fee schedule.  When reporting a procedure for which there is a professional/technical component split listed in this schedule use the modifier which appropriately  describes the service rendered (i.e., ‘-26’, ‘-27’).
TIMELINESS OF PAYMENT

California Labor Code Section 4603.2(b) provides that payment for medical treatment provided or authorized by the treating physician shall be made by the employer within 45 working days (60 working days if a government entity is the employer) after receipt of each separate, itemized billing, together with any required reports (treatment and/or consultation).  In the absence of a proper objection, automatic payment of penalty and interest is required.
TIME-ORIENTED PROCEDURES

When reporting services in which the listed value is predicated on the basis of time, information concerning the amount of time spent is required.

UNLISTED PROCEDURE OR SERVICE

It is recognized that there may be services or procedures performed by medical providers that are not found in the CPT codes. Therefore, a number of specific code numbers have been designated for reporting unlisted procedures.  When an unlisted procedure number is used, the service or procedure should be described.  Each of these unlisted procedural code numbers (with the appropriate accompanying topical entry) relates to a specific section of the schedule and is presented in the Ground Rules of that section.

DEFINITIONS

Definitions specific to a particular section of this schedule are listed in the General Information and ground rules of that section.  General definitions follow:

Claims Administrator
A self-administered insurer providing security for the payment of compensation required by Divisions 4 and 4.5 of the Labor Code, a self-administered self-insured employer, or a third party administrator for a self-insured employer, insurer, legally uninsured employer, or joint powers authority.

Physician

Under California workers' compensation law (Labor Code Section 3209.3) "physician" includes physicians and surgeons holding an MD or DO degree, psychologists, acupuncturists, optometrists, dentists, podiatrists, and chiropractic practitioners licensed by California state law and acting within the scope of their practice as defined by California state law.

Physical Therapist

An individual licensed by the Physical Therapy Examining Committee of California to practice physical therapy (Business and Professions Code Section 2630).  Services of physical therapists are included in the Official Medical Fee Schedule as required by Labor Code Section 5307.1(a)(2).

Certified Registered Nurse Anesthetist(CRNA)

An individual licensed by the Board of Registered Nursing as a certified registered nurse anesthetist (Business and Professions Code Section 2830).

Orthotist

 An individual who makes and fits orthopedic braces for the support of weakened body parts or the correction of body defects.

Prosthetist

An individual who makes and fits artificial limbs or other parts of the body.

Nurse Practitioner
An individual licensed by the Board of Registered Nursing as a registered nurse practitioner (Business and Professions Code Section  2834 et  seq.)

Physician Assistant
An individual licensed by the Physician Assistant Examining Committee of the Medical Board of California as a physician assistant (Business and Professions Code Section 3500 et seq.)

Marriage, Family and Child Counselor
An individual licensed by the Board of Behavioral Science Examiners to engage in the practice of marriage, family and child counseling (Business and Professions Code Section 4980 et seq.)

Licensed Clinical Social Worker
An individual licensed by the Board of Behavioral Science Examiners as a licensed clinical social worker (Business and Professions Code Section 4996 et seq.)

Hospital Inpatient

An inpatient is a patient who is admitted to the hospital, skilled nursing facility, or intermediate care facility for bed occupancy for purposes of receiving inpatient services.  A person is considered an inpatient when formally admitted as an inpatient with the expectation of remaining at least overnight and occupying a bed, even though it later develops that the patient can be discharged or transferred to another facility and did not actually use a bed overnight.

Pharmaceutical Services

Pharmaceutical services mean professional services provided by a pharmacist or medical provider in the dispensing of drugs and medical supplies on the legal prescription of a licensed practitioner.

Referral


The referral for the transfer of the total or specific care of a patient from one physician to another does not constitute a consultation.
Consultation
A consultation is a type of service provided by a physician whose opinion or advice regarding evaluation and/or management of a specific problem is requested by another physician or other appropriate source.
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the most commonly used Evaluation/Management (E/M) codes

Initial and Follow-Up (E/M) Codes

Office or Other Out-Patient Services:

New Patients

	CPT
	RV
	Fee
	History*
	Examination*
	Decision Making*

	99201
	  4.6
	38.79
	Problem Focused
	Problem Focused
	Straightforward

	99202
	 6.8
	57.80
	Expanded Prob. Focused
	Expanded Prob. Focused
	Straightforward

	99203
	 9.0
	76.50
	Detailed
	Detailed
	Low Complexity

	99204
	12.9
	109.65
	Comprehensive
	Comprehensive
	Moderate Complexity

	99205
	17.1
	145.35
	Comprehensive
	Comprehensive
	High Complexity

	99499
	 BR
	Unlisted E/M 
	
	
	


Established Patients

	CPT
	RV
	Fee
	History*
	Examination*
	Decision Making*

	99211
	2.8
	23.35
	Presenting Problem
	Minimal
	5 Min.

	99212
	4.2
	35.70
	Problem Focused
	Problem Focused
	Straightforward

	99213
	5.6
	47.60
	Expanded Prob. Focused
	Expanded Prob. Focused
	Low Complexity

	99214
	8.5
	72.25
	Detailed
	Detailed
	Moderate

	99215
	13.0
	110.50
	Comprehensive
	Comprehensive
	High


Consultations with Other Providers:

	CPT
	RV
	Fee
	History*
	Examination*
	Decision Making*

	99241
	9.8
	79.14
	Problem Focused
	Problem Focused
	Straightforward

	99242
	13.0
	104.98
	Expanded Prob. Focused
	Expanded Prob. Focused
	Straightforward

	99243
	16.3
	131.62
	Detailed
	Detailed
	Low Complexity

	99244
	22.3
	181.27
	Comprehensive
	Comprehensive
	Moderate Complexity

	99245
	29.0
	234.18
	Comprehensive
	Comprehensive
	High


*For definitions of the categories under "History," "Examination," and "Decision Making," consult your "CPT Code Book" or, if you are a CCA member, call the CCA Member Resource Line, (916) 648-2730.
Workers' Compensation Criteria for Billing 

Follow-up E/M Codes

The reimbursement for follow-up evaluation and management services for the routine reassessment of an established patient is included in the value of the treatment codes in the Physical Medicine Section of the Official Medical Fee Schedule.  Follow-up Evaluation and Management services for the re-examination of an established patient may be reimbursed in addition to physical medicine, manipulation, starred procedures and acupuncture only when the following applies:

· There is a definite measurable change in the patient's condition requiring a significant change in the treatment plan

· The patient fails to respond to treatment requiring a change in the treatment plan

· The patient's condition becomes permanent and stationary, or the patient is ready for discharge

· It is medically necessary to provide evaluation services over and above those normally provided during the therapeutic services and included in the reimbursement for physical medicine treatment (Documentation may be required)

· It is necessary to provide evaluation services to meet the reporting requirements set forth in Title 8, California Code of Regulations §9785(c).

Title 8, California Code of Regulation §9785(c) and (e)(8) says:

(c) The primary treating physician, or a physician designated by the primary treating physician, shall make reports to the claims administrator as required in this section.  A primary treating physician has fulfilled his or her reporting duties under this section by sending one copy of the required report to the claims administrator.  However, a claims administrator may designate any person or entity to be the recipient of the required reports.

(e)(8)
When ongoing treatment is provided, a progress report shall be made no later than forty-five days from the last report of any type under this section even if no event described in paragraphs (1) to (7) has occurred.

Workers' Compensation Physical Medicine Modality/Procedure Ground Rules 

· Codes which can be used every 30 days

The following codes are reimbursable only once in a 30-day period, unless prior authorization is received.  Codes 97660 - 97690, 97700 - 97752 and 98770 - 98778.  Physician providers of physical medicine are to use Evaluation and management codes for evaluation.  Codes 95831-95852 are also reimbursable only once in a 30 day period of time without prior authorization.

· Billing of modalities (97010-97039)

When billing for treatment consisting of modalities only, reimbursement shall be limited to two codes on the same visit; such reimbursement shall be subject to the multiple procedure/modality calculation.

· 30 Minute Timed Procedure Codes (97110-97139, 97220, 97240, 97250, 98940-98943, 97500, 97520, 97530, 97540, 97610, 97612, 97614, 97616, 97618, 97620, & 97630) 

Reimbursement for timed procedure codes are limited to 60 minutes without prior authorization.  Modalities (97010-97039) are not included in the 60 minute limit.  Additional time codes (97145, 97221, 97241, 97501, 97521, 97531, 97541, & 97631) are not included in the two procedures limit but must be included in the 60 minute limit.

· Four Physical Medicine Procedures and modalities

No more than four physical medicine procedures and/or modalities will be reimbursed in one visit.  When at least one timed procedure is performed, reimbursement shall be limited to four codes on the same visit; this includes additional time codes.

· Multiple Procedure/Modality Calculations
All modalities and 30 minute timed procedures shall be reimbursed as follows:

	Major (highest relative valued procedure or modality)
	100% of listed value

	Second (second-highest or equivalent valued)
	75% of listed value

	Third (third-highest or equivalent value)
	50% of listed value

	Fourth (fourth-highest valued procedure)
	25% of listed value


· Physical Medicine Modifier
When an Evaluation and Management service, test and measurement service is provided on the same day by the same provider, a 2.4 ($14.76) units of value using the Medicine conversion (6.15) factor shall be deducted from the combined value of the treatment codes to account for the follow-up assessment for evaluation and management purposes and the office visit inherent in the treatment codes.  This applies when the physician is the same provider giving physicial medicine services.  
Workers' Compensation Official Medical Fee Schedule

Physical Medicine Codes:
Modalities

*Modalities are limited to two per visit.  (There is no time limit assessed to modalities.)

	CPT
	Modality
	RV
	100%
	75%
	50%
	25%

	97010
	Hot Pack/Cold Pack
	0
	0
	0
	0
	0

	97012
	Traction, mechanical
	3.0
	18.45
	13.84
	  9.23
	4.61

	97014
	EMS (Unatt.)
	3.0
	18.45
	13.84
	  9.23
	4.61

	97016
	Vasopneumatic devices
	3.0
	18.45
	13.84
	  9.23
	4.61

	97018
	Paraffin Bath
	3.0
	18.45
	13.84
	  9.23
	4.61

	97020
	Microwave
	3.0
	18.45
	13.84
	  9.23
	4.61

	97022
	Whirlpool
	3.0
	18.45
	13.84
	  9.23
	4.61

	97024
	Diathermy
	3.0
	18.45
	13.84
	  9.23
	4.61

	97026
	Infrared
	3.0
	18.45
	13.84
	  9.23
	4.61

	97028
	Ultraviolet
	3.0
	18.45
	13.84
	  9.23
	4.61

	97039
	Unlisted (specify)
	3.0
	18.45
	13.84
	  9.23
	4.61


Procedures

*Each of the following procedures have a 30 min value assessed to them unless otherwise specified.

	CPT
	Procedure
	RV
	100%
	75%
	50%
	25%

	97110
	Therapeutic Exercise
	5.4
	33.21
	24.91
	16.61
	  8.30

	97112
	Neuromuscular ReEd.
	5.4
	33.21
	24.91
	16.61
	  8.30

	97114
	Functional Activities
	5.4
	33.21
	24.91
	16.61
	  8.30

	97116
	Gait Training
	4.4
	27.06
	20.30
	13.53
	  6.77

	97118
	EMS - Manual
	3.8
	23.37
	17.53
	11.69
	  5.84

	97120
	Iontophoresis
	4.9
	30.14
	22.61
	15.07
	  7.54

	97122
	Traction - Manual
	3.3
	20.30
	15.23
	10.15
	  5.08

	97124
	Massage - Therapeutic
	3.6
	22.14
	16.61
	11.07
	  5.23

	97126
	Contrast Baths
	3.3
	20.30
	15.23
	10.15
	  5.08

	97128
	Ultrasound
	3.4
	20.91
	15.68
	10.46
	  5.23

	97139
	Unlisted Procedure (specify)
	4.9
	30.14
	22.67
	15.07
	  7.54

	97145
	Addt'l. 15 min.
	2.2
	13.53
	13.53
	13.53
	13.53

	97250
	Myofascial release
	7.2
	44.28
	33.21
	22.14
	 11.07

	97260
	Manipulation
	0
	0
	0
	0
	0

	97261
	Each Addt'l Area
	0
	0
	0
	0
	0

	97610
	Soft Tissue Mobilization
	5.4
	33.21
	24.91
	16.61
	  8.30

	97616
	Joint Mobilization
	4.9
	30.14
	22.60
	15.07
	  7.54

	98940
	CMT-1-2 regions
	6.2
	38.13
	28.60
	19.07
	  9.53

	98941
	CMT-3-4 regions
	7.9
	48.59
	36.44
	24.30
	12.15

	98942
	CMT-5 regions
	9.7
	59.66
	44.74
	29.83
	14.92

	98943
	Extra Spinal
	5.8
	35.67
	26.75
	17.84
	  8.92


*Note:  The Workers’ Compensation Fee Schedule allows for payment of only two procedures and two modalities per patient visit.

Workers' Compensation Radiology Ground Rules
Specific Billing Instructions:

· On certain occasions only, comparison x-rays are needed in order to evaluate an injury or assess the ongoing medical progress.  When that is the case, the physician shall document in his/her report the medical necessity for comparison x-rays and the physician shall be reimbursed for the comparison x-rays.

· Global Service:  Certain procedures are a combination of both the physician (professional) and a technical component (P/T).  When both the professional and technical components of such procedures are performed by the same provider, a global service has been rendered.

· Professional Component:  The professional component represents the value of the professional radiological services of the physician.  This includes examination of the patient, when indicated, performance and/or supervision of the procedure interpretation and written report of the examination and consultation with the referring physician.  (Report using modifier -26)

· Technical Component:  The technical component includes the charges for personnel, materials (including usual contrast media and drugs), film or xerography, space, equipment and other facilities, but excludes the cost of radioisotopes and non ionic contrast media such as the use of gadolinium in MRI procedures.  (Report using modifier -27)

· Review of Diagnostic Studies:  When prior studies are reviewed in conjunction with a visit, consultation, record review, or other evaluation, no separate charge is warranted for the review by the medical practitioner or other medical personnel.  Neither the professional component value -26 nor the radiographic consultation code (76140) is reimbursable under this circumstance.  The review of diagnostic test is included in the Evaluation And Management Codes (E/M).

· X-ray Consultation:  Code 76140 is reimbursable only when the advice or expert opinion of a physician is requested regarding a specific diagnostic problem.  Value at 100% of the listed value of the Professional Component of the x-ray study for which the consultation is made.  Code 76140 is not reimbursable for routine confirmatory readings of x-ray films.
· Duplication of X-rays: When radiology films or scans are duplicated for medical purposes, reimburse using code(s) 76175 and/or 76176, at $5.00 per x-ray and $10.00 per scan sheet as appropriate.  Requests for duplication of films and scans shall be in writing.
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RADIOLOGY

	CPT

	70100

	70110

	70120

	70130

	70140

	70150

	70160

	70190

	70200

	70210

	70220

	70240

	70250

	70260

	
	
	71010

	71020

	71030

	71100

	71101

	71110

	71111

	71120

	71130

	
	
	72010

	72020

	72040

	72050

	72052

	72069

	72070

	72072

	72074

	72080

	72090

	72100

	72110

	72114

	72120

	72170

	72190

	
	
	
	73000

	73010

	73020

	73030

	73050

	73060

	73070

	73080

	73090

	73100

	73110

	73120

	73130

	73140

	
	
	73500

	73510

	73520

	73530

	73550

	73560

	73562

	73564

	73565

	73590

	73600

	73610

	73620

	73630

	73650

	73660

	76175


	
	HEAD AND NECK
 MANDIBLE; PARTIAL, <4 VIEWS
 MANDIBLE; COMPLETE, MIN 4 VIEWS
 MASTOIDS; <3 VIEWS PER SIDE
 MASTOIDS; COMPLETE, MIN 3 VIEWS
 FACIAL BONES; LESS THAN 3 VIEWS
FACIAL BONES; COMPL, MIN 3 VIEW
 NASAL BONES, COMPL, MIN 3 VIEWS
 OPTIC FORAMINA
ORBITS, COMPLETE, MIN 4 VIEWS
 PARANASAL SINUSES, <3 VIEWS
 PARANASAL SINUSES, COMP., MIN 3 VIEWS
SELLA TURCICA
SKULL; LESS THAN 4 VIEWS
SKULL, COMPLETE, MINIMUM 4 VIEWS
CHEST
CHEST; SNGL VIEW FRONTAL
CHEST 2 VIEWS FRONTAL & LATERAL
CHEST, COMPLETE, MIN 4 VIEWS
RIBS, UNILATERAL; 2 VIEWS UNILATERAL
RIBS, UNILATERAL, MIN 3 VIEWS
RIBS, BILATERAL; 3 VIEWS'BILAT XR
RIBS, BILAT INCL POST/ANT CHEST, MIN 4 VIEW
STERNUM, MINIMUM 3 VIEWS
STERNOCLAVICULAR JOINT(S), MIN. 3 VIEWS
SPINE AND PELVIS
ENTIRE SPINE, SURVEY, ANT & LATERAL
SPINE SNGL VIEW SPEC LEVEL
CERVICAL; ANTEROPOSTERIOR & LAT
CERVICAL; MIN 4 VIEWS
CERVICAL; COMPLT INCL OBLIQ & FLEX
THORACOLUMBAR, STANDING
THORACIC, ANTEROPOSTERIOR & LAT
THORACIC, ANT. & LAT., INCL. SWIMMERS
THORACIC, COMPL, MIN 4 VIEWS
THORACOLUMBAR, ANTEROPOST & LAT
 SCOLIOSIS STUDY, SUPINE & ERECT
LUMBOSACRAL; AP & LAT
LUMBOSACRAL; COMPLT W/OBLIQ VIEWS
 LS SPINE; COMPL INCL BENDING
LS SPINE, BENDING VIEWS ONLY, MIN 4 VIEWS
PELVIS; ANTEROPOSTERIOR ONLY
 PELVIS; COMPLETE, MIN 3 VIEWS
UPPER EXTREMITIES
CLAVICLE, COMPLETE
SCAPULA, COMPLETE
SHOULDER; ONE VIEW
SHOULDER; COMPLT MIN 2 VIEWS
ACROMIOCLAVICULAR JOINTS, BILAT
HUMERUS, MINIMUM TWO VIEWS
ELBOW; ANTEROPOST & LAT VIEWS
ELBOW; COMPLT MIN 3 VIEWS
FOREARM ANTEROPOSTERIOR & LAT VIEWS
WRIST; ANTEROPOSTERIOR & LAT VIEWS
WRIST; COMPLT MIN 3 VIEWS
HAND; TWO VIEWS
HAND; MIN 3 VIEWS
FINGER(S) MIN 2 VIEWS
LOWER EXTREMITIES
HIP UNILATERAL; ONE VIEW
HIP; COMPLT MIN 2 VIEWS
HIPS BILAT, MIN 2 VIEWS EA INCL ANTEROPOST
HIP, DURING OPERATIVE PROCEDURE
FEMUR, ANTEROPOST & LAT VIEWS
KNEE; ANTEROPOSTERIOR & LAT VIEWS
KNEE; AP & LAT W/OBLIQ MIN 3 VIEWS
KNEE; INCL OBLIQ & TUNNEL &/OR PATELLAR
BOTH KNEES, STANDING ANTEROPOST
TIB & FIB AP & LAT VIEWS
ANKLE; ANTEROPOST & LAT VIEWS
ANKLE; COMPLT MIN 3 VIEWS
FOOT; ANTEROPOST & LAT VIEWS
FOOT; COMPLT MIN 3 VIEWS
CALCANEUS, MINIMUM TWO VIEWS
TOE(S) MINIMUM TWO VIEWS
DUPLICATION OF X-RAY

	RVU
2.3
5.9
3.8
6.5
4.2
4.4
3.2
3.8
5.2
3.5
5.8
3.3
3.8
5.8
3.2
3.8
6.1
4.4
4.9
5.4
6.1
3.8
4.5
8.0
3.2
4.4
6.0
7.7
4.5
4.4
4.7
5.4
4.4
5.4
4.4
6.1
7.7
5.4
3.7
4.9
4.0
4.2
3.5
4.5
4.4
3.7
3.3
3.8
3.0
2.9
3.8
3.0
3.5
2.3
3.1
4.0
5.8
5.3
3.8
3.5
4.0
4.7
3.5
3.8
3.5
3.6
3.5
3.7
3.2
2.8

	Fee
  28.75 
  70.06 
  45.13 
  77.19 
  49.88 
  52.25 
  38.00 
  45.13 
  61.75 
  41.56 
  68.88 
  39.19 
  45.13 
  68.88 
  38.00 
  45.13 
  72.44 
  52.25 
  58.19 
  64.13 
  72.44 
  45.13 
  53.44 
  95.00 
  38.00 
  52.25 
  71.25 
  91.44 
  53.44 
  52.25 
  55.81 
  64.13 
  52.25 
  64.13 
  52.25 
  72.44 
  91.44 
  64.13 
  43.94 
  58.19 
  47.50 
  49.88 
  41.56 
  53.44 
  52.25 
  43.94 
  39.19 
  45.13 
  35.63 
  34.44 
  45.13 
  35.63 
  41.56 
  27.31 
  36.81 
  47.50 
  68.88 
  62.94 
  45.13 
  41.56 
  47.50 
  55.81 
  41.56 
  45.13 
  41.56 
  42.75 
  41.56 
  43.94 
  38.00 
  33.25 
 BR 

	Professional/

Technical Portion
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
35/65
35/65
35/65
35/65
35/65
35/65
35/65
35/65
35/65
35/65
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
40/60
35/65
35/65
35/65
35/65
35/65
35/65
35/65


	
	
	
	
	


	2004 Workers' Compensation Durable Medical Equipment & Supplies Fee Schedule

	
	
	
	

	NU=New Unit
	
	

	RR=Rental Rate
	
	

	UE=Used Equipment
	

	
	
	
	

	HCPCS Code
	Description
	Fee

	
	
	
	

	
	
	
	

	A4556
	
	Electrodes, per pair
	$12.38 

	A4557
	
	Lead wires, per pair
	$21.53 

	A4558
	
	Conductive paste or gel
	$6.54 

	A4595
	
	Electrical stimulator supplies, 2 lead, per month
	$34.02 

	A4630
	
	Replacement batteries for TENS owned by patient
	$6.37 

	E0100
	*NU
	Cane, includes canes of all materials, adjustable or fixed, with tip
	$24.00 

	E0100
	*RR
	Cane, includes canes of all materials, adjustable or fixed, with tip
	$7.13 

	E0100
	*UE
	Cane, includes canes of all materials, adjustable or fixed, with tip
	$17.14 

	E0105
	NU
	Cane, quad or three prong, includes.canes of all materials, adjustable or fixed, with tips
	$56.24 

	E0105
	RR
	Cane, quad or three prong, includes.canes of all materials, adjustable or fixed, with tips
	$9.91 

	E0105
	UE
	Cane, quad or three prong, includes.canes of all materials, adjustable or fixed, with tips
	$38.62 

	E0110
	NU
	Crutches, forearm, include. crutches of various materials, adjust. Or fixed; pair, complete with tips & handgrip
	$93.11 

	E0110
	RR
	Crutches, forearm, include. crutches of various materials, adjust. Or fixed; pair, complete with tips & handgrip
	$19.19 

	E0110
	UE
	Crutches, forearm, include. crutches of various materials, adjust. Or fixed; pair, complete with tips & handgrip
	$64.40 

	E0111
	NU
	Crutches, each, (E0110) with tip and handgrip
	$52.29 

	E0111
	RR
	Crutches, each, (E0110) with tip and handgrip
	$10.12 

	E0111
	UE
	Crutches, each, (E0110) with tip and handgrip
	$47.06 

	E0112
	NU
	Crutches, underarm, other than wood, adjustable or fixed; pair, with pads, tips and handgrips
	$44.40 

	E0112
	RR
	Crutches, underarm, other than wood, adjustable or fixed; pair, with pads, tips and handgrips
	$9.93 

	E0112
	UE
	Crutches, underarm, other than wood, adjustable or fixed; pair, with pads, tips and handgrips
	$28.23 

	E0113
	NU
	Crutches (E0112), each, with pad, tip and handgrip
	$25.36 

	E0113
	RR
	Crutches (E0112), each, with pad, tip and handgrip
	$6.18 

	E0113
	UE
	Crutches (E0112), each, with pad, tip and handgrip
	$19.03 

	E0114
	NU
	Crutches, underarm, other than wood, adjustable or fixed; pair, with pads, tips and handgrips
	$47.19 

	E0114
	RR
	Crutches, underarm, other than wood, adjustable or fixed; pair, with pads, tips and handgrips
	$8.57 
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	E0114
	UE
	Crutches, underarm, other than wood, adjustable or fixed; pair, with pads, tips and handgrips
	$35.40 

	E0116
	NU
	Crutches, (E0114), each, with pad, tip and handgrips
	$28.31 

	E0116
	RR
	Crutches, (E0114), each, with pad, tip and handgrips
	$5.81 

	E0116
	UE
	Crutches, (E0114), each, with pad, tip and handgrips
	$21.30 

	E0117
	NU
	Crutches, underarm, articulating, spring assisted, each
	$231.25 

	E0117
	RR
	Crutches, underarm, articulating, spring assisted, each
	$23.11 

	E0117
	UE
	Crutches, underarm, articulating, spring assisted, each
	$173.46 

	E0200
	NU
	Heat Lamp, without stand (table model), includes bulb, or infrared element
	$79.28 

	E0200
	RR
	Heat Lamp, without stand (table model), includes bulb, or infrared element
	$10.76 

	E0200
	UE
	Heat Lamp, without stand (table model), includes bulb, or infrared element
	$59.49 

	E0205
	NU
	Heat Lamp, with stand, includes bulb, or infrared element
	$164.95 

	E0205
	RR
	Heat Lamp, with stand, includes bulb, or infrared element
	$21.34 

	E0205
	UE
	Heat Lamp, with stand, includes bulb, or infrared element
	$123.71 

	E0210
	NU
	Electric heat pad; standard
	$32.64 

	E0210
	RR
	Electric heat pad; standard
	$3.07 

	E0210
	UE
	Electric heat pad; standard
	$24.48 

	E0215
	NU
	Electric heat pad; Moist
	$70.84 

	E0215
	RR
	Electric heat pad; Moist
	$7.41 

	E0215
	UE
	Electric heat pad; Moist
	$53.14 

	E0230
	NU
	Ice cap or collar
	$7.68 

	E0230
	RR
	Ice cap or collar
	$0.95 

	E0230
	UE
	Ice cap or collar
	$5.76 

	E0238
	NU
	Non-electric heat pad, moist
	$27.03 

	E0238
	RR
	Non-electric heat pad, moist
	$2.72 

	E0238
	UE
	Non-electric heat pad, moist
	$19.88 

	E0720
	
	TENS; two lead, localized stimulation
	$374.93 

	E0730
	
	TENS; four lead, for multiple nerve stimulation
	$377.98 

	E0840
	NU
	Traction frame, attached to headboard, cervical traction
	$73.28 

	E0840
	RR
	Traction frame, attached to headboard, cervical traction
	$16.32 

	E0840
	UE
	Traction frame, attached to headboard, cervical traction
	$54.93 

	E0850
	NU
	Traction stand, free standing, cervical traction
	$97.78 

	E0850
	RR
	Traction stand, free standing, cervical traction
	$14.43 

	E0850
	UE
	Traction stand, free standing, cervical traction
	$78.80 
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	E0855
	NU
	Cervical traction equipment not requiring additional stand or frame
	$494.22 

	E0855
	RR
	Cervical traction equipment not requiring additional stand or frame
	$49.44 

	E0855
	UE
	Cervical traction equipment not requiring additional stand or frame
	$370.65 

	E0860
	NU
	Traction equipment, over door, cervical
	$38.53 

	E0860
	RR
	Traction equipment, over door, cervical
	$6.51 

	E0860
	UE
	Traction equipment, over door, cervical
	$29.51 

	E0935
	
	Passive motion exercise devise
	$23.95 

	E0941
	
	Gravity assisted traction device, any type
	$52.09 

	E0942
	NU
	Cervical head harness/halter
	$19.85 

	E0942
	RR
	Cervical head harness/halter
	$2.34 

	E0942
	UE
	Cervical head harness/halter
	$14.88 

	E0943
	NU
	Cervical pillow
	$23.52 

	E0943
	RR
	Cervical pillow
	$2.75 

	E0943
	UE
	Cervical pillow
	$17.63 

	E0944
	NU
	Pelvic belt/harness
	$39.00 

	E0944
	RR
	Pelvic belt/harness
	$3.91 

	E0944
	UE
	Pelvic belt/harness
	$29.24 

	E0945
	NU
	Extremity belt/harness
	$44.32 

	E0945
	RR
	Extremity belt/harness
	$4.44 

	E0945
	UE
	Extremity belt/harness
	$33.24 

	L0120
	
	Cervical, flexible; non-adjustable (foam collar)
	$26.63 

	L0130
	
	Cervical collar, thermoplastic collar, molded to patient
	$133.02 

	L0140
	
	Cervical collar, semi-rigid; adjustable (plastic collar)
	$48.19 

	L0170
	
	Cervical collar, molded to patient model
	$641.80 

	L0210
	
	Thoracic, rib belt
	$37.61 

	L0220
	
	Thoracic, rib belt, custom fabricated
	$92.19 

	L0450
	
	Thoracic-lumbar-sacral-orthosis (TLSO), flexible, rigid stays shoulder straps, prefabricated
	$174.44 

	L0500
	
	Lumbar-sacral-orthosis (LSO), flexible
	$136.11 

	L0510
	
	LSO, custom fabricated
	$276.64 

	L0515
	
	LSO, anterior-posterior control, rigid or semi-rigid, posterior panel, prefabricated
	$239.40 

	L0600
	
	Sacroiliac support, flexible
	$92.55 

	L0610
	
	Sacroiliac support, custom fabricated
	$259.29 

	L1800
	
	Knee orthosis (KO); elastic with stays, prefabricated
	$58.94 
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	L1900
	
	Ankle-foot orthosis (AFO); spring wire, dorsiflexion assist, calf band, custom fabricated
	$229.71 

	L1901
	
	AFO, elastic, prefabricated
	$13.91 

	L3650
	
	Shoulder orthosis, (SO); figure of 8 design abduction restrainer, prefab., incl. Adjust & fitting
	$58.25 

	L3651
	
	SO, single shoulder, elastic, prefab., incl. Adjust. & fit.
	$47.09 

	L3652
	
	SO, double shoulder, elastic, prefab., incl. Adjust. & fit.
	$141.90 

	L3660
	
	SO, figure of 8 design abduction restrainer, canvas & web, prefab. Incl. Adjust & fit.
	$89.62 

	L3670
	
	SO, acromio/clavicular (canvas & web)prefab., incl. Adjust. & fit.
	$111.06 

	L3675
	
	SO, vest type abduction restrainer, canvas web, or equal, prefab. Incl. Adjust & fit
	$125.49 

	L3700
	
	Elbow orthosis (EO); elastic w/ stays, prefab., incl. Adjust. & fit
	$67.87 

	L3701
	
	EO, elastic, prefab., incl. Adjust & fit
	$14.56 

	L3908
	
	Wrist-hand-orthosis, wrist extension control cock-up, prefab., incl. Adjust & fit
	$58.85 

	L3909
	
	Wrist orthosis, elastic, prefab., incl. Adjust & fit
	$10.09 

	L3923
	
	Hand-finger-orthosis, without joint(s), prefab, includes adjust & fit
	$27.82 
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