

Questions and Answers Regarding the Medical Fee Schedule Effective 10/1/15

SECTION 1.	GENERAL PROVISIONS
Q: Does this fee schedule update cover all sections of the fee schedule, or only inpatient?
A: It covers all sections.   The entire medical fee schedule effective 10/1/15 is brand new.  The Board combined the periodic and annual inpatient facility updates.

Q: Was this a complete fee schedule update with rules and value changes effective 10/1/2015? Does this mean that the state will not be having an update effective in January 2016 or was the 10/1/2015 change just to update specific rules to be consistent with the adoption of the ICD-10 changes?
A: It was a complete fee schedule update.  There will be an update to the fee schedule effective 1/1/16 to update the professional and outpatient facility fees.

Q: I noticed you have a new fee schedule effective October 1, 2015.  I have done some comparisons and it appears the only change is the addition of the DME codes with fees.  Is this correct? 
A: That is not correct.  The entire medical fee schedule effective 10/1/15 is brand new.  In addition to the new max fees for DME, the language and appendices were updated. 

Q: The definition of “usual and customary charge” was included in the recent amendments to Chapter 5. Can you please clarify this definition and whether or not the “price list maintained by the health care provider” may be different from the provider’s billed charges? 
A:  They should be the same.  See law court decision —Leanne Fernald v. Shaw’s Supermarkets, Inc. and William J. Babine v. Bath Iron Works (2008 ME 81) for more information.

Q:  The former medical fee schedule had a rule on charges for examinations for purposes other than medical treatment (Chapter 5, Section 1.05).  Did the Board do away with that language?
[bookmark: _GoBack]A:  Yes.  The language was removed because it was redundant.  Section 1.01 makes it clear that the fee schedule applies to all medical, surgical and hospital services, nursing, medicines, and mechanical, surgical aids provided for treatment of a claimed work-related injury or disease on or after the effective date. It further states that treatment does not include expenses related to nurse case management services or to examinations performed pursuant to 39­A M.R.S.A. §§ 207 and 312.
Q: I want to make sure that I am clear on the new FS updates, will you please verify the following:
Effective 10/1/2015- DMEPOS update
Effective 1/1/2016- Physician, inpatient & outpatient hospital FS update
A: The medical fee schedule effective 10/1/15 is brand new.  It includes a new DMEPOS schedule and incorporated the inpatient annual update.  The fee schedule will be updated in December for physician and outpatient facility rates.

Q: We currently have a physician that does some medical file reviews for our office and are wondering what to use as a CPT code?  He is not seeing the claimant, just producing a medical file review report for us.  
A:  The medical fee schedule applies to treatment for the work-related injury or illness.  Make sure not to code amounts paid to the physician under medical treatment on Form WCB-11.

Q:  What changed  in the annual update effective 1/1/16?
A: This update incorporates the new relative weights for professional and outpatient facility fees as well as the facility base rates effective April 1, 2016.  

Q: I have a question on the new fee Schedule effective 1/1/16.  It is my understanding that there are no changes to the inpatient until 4/1/16.  So my understanding is that we continue to use the same version for the DRG – version 33.Does the version that we will use change at that point, on 4/1/16?
A:  The only change to IP effective 4-1-16 is a change in the base rate.  You change the DRG grouper at the start of each CMS fiscal year when we adopt the new relative weights, i.e.October.

Q: Is there a summary available of the changes made to the fee schedule for the 2017 annual update?
A: The annual update revised the fees for professional, inpatient facility and outpatient facility services to incorporate the relative weights for these services from the CMS final rule.  NCCI is working on a cost analysis.  


Q: Were there any adjustments made to the medical fee schedules effective 10-1-16 and 1-1-17 that were not just the usual rate recalculations?
A: All changes to the MFS other than just updating the relative weights for professional, inpatient facility and outpatient facility services requires rulemaking.  The MFS is due for a periodic update in 2017.   Watch for the proposed rules and rulemaking schedule to be posted on the Board’s website.  



1.06	BILLING PROCEDURES
Q:  What are the timely filing requirements for workers’ compensation?
A:  An employer/insurer cannot put a time limit on the submission of workers’ compensation bills.  The time for filing petitions is governed by 39­A M.R.S.A. § 306.  A petition is barred unless filed within 2 years after the date of injury or the date the employee's employer files a required first report of injury, whichever is later.  If an employer or insurer pays benefits under the Act, with or without prejudice, within the 2 year period, the period during which an employee or other interested party must file a petition is 6 years from the date of the most          recent payment.

Q:  Certain non-facility providers do not submit HCFA forms.  Is there a penalty for requesting the provider to submit charges on a HCFA?
A:  HCFA forms are not required for professional services.  If you receive a properly coded bill from any professional provider, there is no basis to request a HCFA.  Properly coded bills must be paid or denied within 30 days of receipt.  

Q: Has the comp board decided to continue use of ICD-9 codes for all payer situations in Maine?
A:  The expectation is that all providers (professional and facility) will bill with the ICD-10 code set for dates of service on or after 10/1/15.  There is an exception for those providers that bill ONLY workers' compensation; these providers may continue to bill with the ICD-9 code set. 

Q: With respect to providers that only bill workers’ compensation, even though we may still use ICD-9 codes, is it ok to submit with ICD-10 as well?
 A: Yes.  The preference is for all providers to utilize the ICD-10 code set.  While the diagnosis codes do not affect reimbursement, there are many benefits to converting to the updated code set. 

Q:  Two large carriers said the conversion to ICD-10 is mandatory.  Is that true?
A:  The expectation is that all providers (professional and facility) will bill with the ICD-10 code set for dates of service on or after 10/1/15. There is an exception for those providers that bill ONLY workers' compensation; these providers may continue to bill with the ICD-9 code set.  


Q:  Several third party administrators are not prepared to accept ICD-10.  Do we have recourse, or are they technically not required to accept ICD-10s?  
A: Payors must be able to process bills for health care services with either ICD-9 or ICD-10 code sets.  Please inform the Office of Medical/Rehabilitation Services of any reimbursement issues.

Q:  We are a Method II Critical Access Hospital that owns our physician practices.  Can physician services now be billed on the UB along with the facility charges?
A:  Yes.  There is no longer a requirement that facilities bill professional services separately.

Q: Are all workers compensation payors accepting ICD-10 codes or is the rumor true that we must submit ICD-9 codes?
A: The expectation is that all providers (professional and facility) will bill with the ICD-10 code set for dates of service on or after 10/1/15. There is an exception for those providers that bill ONLY workers' compensation; these providers may continue to bill with the ICD-9 code set.  
Payors MUST be able to process bills for health care services with either ICD-9 or ICD-10 code sets.  

Q: The new fee schedule states the provider must include the employer name on the bill.  Can bills without the employer’s name simply be returned to the provider?  Is a NOC required?
A:  Bills must specify the billing entity’s tax identification number, the license number, registration number, certificate number, or National Provider Identifier of the health care provider, the employer, the date of injury/occurrence, the date of service, the work-related injury or disease treated, the appropriate procedure code(s) for the work-related injury or disease treated, and the charges for each procedure code. Bills that lack one or more of these data elements may be returned to the provider for coding.  No NOC is necessary.

 Q: Do employers have the choice to pay medical bills themselves and not go through their carrier?
A: Assuming the employer is not self-insured, the answer is no.  Even if an employer has a policy with a deductible, the insurer is still responsible for payment from the first dollar.


Q: How can find out who the correct carrier is for a claim?  
A: An employer may be insured or self-insured. Carriers and self-insured employers may process their own claims, use one or more third-party administrators to process claims or use a combination of both.  In turn, third party administrators may use one or more other third parties to conduct managed care services such as case management and bill review.  
For every workers’ compensation bill that you send, it is your responsibility to confirm where the bill should be sent.  This ensures that personal information is not sent to the wrong party and should improve your accounts receivable.
The employer (and not the employee) is the best source of information regarding where workers’ compensation bills should be sent.  Many medium to large employers have a human resource department or safety department responsible for handling its workers’ compensation claims and can provide you with the required billing information.
The Board also provides a list of authorized self-insured employers and an insurance coverage verification link for insured employers at:  http://www.maine.gov/wcb/Departments/coverage/verification.html.  
Unfortunately, these tools have several limitations.  For instance, the list of self-insured employers provided by the Bureau of Insurance does not include the names of the individual employers in the various self-insured trusts.  On the insured side, the insured name is often not the same as the employer’s DBA (“doing business as”) name. In addition, the insurance coverage verification database will only supply the name of the insured employer’s workers’ compensation carrier and not the names of the perhaps one or more third parties actually handling the workers’ compensation claims and/or medical bills.  
The carrier however is ultimately responsible for any claims under an insured policy it underwrites, therefore medical bills can simply be sent to the carrier using the address on file with the Bureau of Insurance at:    https://www.pfr.maine.gov/almsonline/almsquery/SearchCompany.aspx.
As always, providers needing assistance may contact the Office of Medical/Rehabilitation Services with any questions or concerns.




Q: Where can we obtain the list of workers compensation carriers that are linked to self-insured employer groups.  Is there a link on the website or would we need to contact the employer in these cases to obtain workers comp carrier associated with the self-insured employers.  How often so self-insured change their associated workers compensation payer if we are dependent on a list and how often it is updated.  
A: There is a list of self-insured employers on the web and that does not change very often as the requirements to self-insure are quite strict.  However, like insured employers, self-insured employers can and do very often change claim administrators.  While you can find out the name of the insured employer's carrier online, there is no way to verify the claim administrator online.
A phone call to the employer should be made to confirm where the bill, etc. should be sent.

Q: Can you clarify if we need to change our claim forms to bill professional charges on the UB form now?   Is it just an option or will we receive denials if we continue to bill them on the 1500?  Are they paid differently if they’re submitted on the UB ?   
A: The idea behind eliminating the requirement to bill professional services separately was to lower the cost of processing WC claims by eliminating the extra paper.  Still, it is your preference how you bill, and if you are sending the 1500 the same time as the UB and the accompanying medical records, I see no problem.  Professional fees are paid pursuant to Appendix II regardless of the billing form.  

 



1.07	REIMBURSEMENT
Q:  If a code that is not listed in the fee schedule is billed, must it be paid as usual and customary, as billed, or is it not covered at all?  
A:  Valid codes that are not in the fee schedule are paid at the provider’s usual and customary charge pursuant to Section 1.07, Subsection 3.
  
Q: Network contracts that allow for payment above/below the maximum of the schedule can only be with a provider for a given employer or insurer business and cannot be under a general network agreement.  Can you confirm this is a correct interpretation?  
A: For dates of service on or after 10/1/15, a written payment agreement between a health care provider and an entity other than the employer/insurer seeking to invoke its terms supersedes the maximum allowable payment otherwise available only if the employer/insurer was a named beneficiary of the payment agreement at the time the health care provider signed the payment agreement.

Q: There are situations when a contracted rate is greater than the fee schedule. Are agreements which allow payment greater than the fee schedule permissible under Rule 1.07(7)?
A: Yes.  Agreements which allow payment above the fee schedule are permissible, however, it should be a rare occasion when the contracted rate is greater than the fee schedule (the idea of the fee schedule is to control costs).  The provision was meant to address "silent" PPO discounts.

Q: What is the recourse when carriers take an additional PPO discount on the medical fee schedule without a valid contract? 
A: Without a valid payment agreement, payors must pay the maximum amount payable per for the fee schedule.  Providers may file Form 190A – Provider’s Petition for Payment of Medical and Related Services.  Providers may also wish to contact the Board’s Office of Medical/Rehabilitation Services and/or Office of Monitoring, Audit and Enforcement.
 





Q: I currently have insurance companies denying the CPT level of service billed on a large percentage of our invoices.  What is our recourse?
A: The employer/insurer must file a notice of controversy to dispute a level of service.  A copy of the notice of controversy must be sent to the health care provider from whom the bill originated.  A health care provider, employee or other interested party is entitled to file a petition for payment of medical and related services for determination of any dispute regarding the provision of medical services.

Q: Are there any penalties, interest or other fines if we’re exceeding the date perimeter (i.e. 30 days to pay or deny)  but we went ahead and allowed the FS, applied PPO and let the carrier pay per our standard reduction?
 A: If the bill is received via certified mail, the carrier could be subject to a 205.4 penalty up to a maximum of $1,500 if the bill is not paid or denied within 30 days.  In addition, the carrier could be subject to a $25,000 penalty and a referral to the Bureau of Insurance if there is a pattern of exceeding the date perimeter.  

Q: When an insurance carrier does not pay a bill fully do they need to file a NOC?  
A: Yes.  When there is a dispute whether the provision of medical, surgical and hospital services, nursing, medicines, and mechanical, surgical aids is reasonable and proper under §206 of the Act, the employer/insurer must pay the undisputed amounts, if any, and file a notice of controversy.  A copy of the notice of controversy must be sent to the health care provider from whom the bill originated.  A health care provider, employee or other interested party is entitled to file a petition for payment of medical and related services for determination of any dispute regarding the provision of medical services.

Q: Is there a list of codes that are exempt from the multiple procedure discount?
A:  Add-on codes are listed in Appendix D of the CPT codebook available for purchase through the American Medical Association.  All add-on codes found in the CPT codebook are exempt from the multiple procedure discount.



Q: If a provider bills less than the fee schedule; can you please advise regarding the state’s position on the appropriate reimbursement to the provider? Reimburse at billed charges (less than fee schedule) OR Reimburse at the fee schedule (even though it is less than the fee schedule)?
A: Per the medical fee rule (Board rule Chapter 5), providers are entitled to the lesser of the max fee or billed charges:  “The employer/insurer must pay the health care provider's usual and customary charge or the maximum allowable payment under this chapter, whichever is less, within 30 days of receipt of a properly coded bill unless the bill or previous bills from the same health care provider have been controverted or denied.”

Q: Does the state recognize the use of the Medicare NCCI (National Correct Coding Initiative) edits and the MUE (Medically Unlikely Edits) edits when repricing medical bills arising out of workers’ compensation injuries? I did not see anything in the fee schedule or rules.
A: These edits cannot be applied to Maine WC claims.  You only have the authority expressly granted by statute or rule.

Q: In the Spring 2014 newsletter we were told if lab services are billed without other outpatient services we shall pay 75% of charges.  Was it for the whole year of 2014?
A:  Yes.  It applies to all of 2014 and all of 2015 until the adoption of the new rule effective 10/1/15.

Q: If we see a patient that has out of state worker’s comp insurance and they pay less than the Maine fee schedule, do we have to accept or should they pay us according to Maine’s schedule since the service was provided in Maine?
A: In cases where there is concurrent jurisdiction, you may be able to file a claim in Maine.  See law court decision St. Mary’s v. BIW, 977 A.2d 431; (Me. 2009).
 
Q: What qualifies as an institutional health care provider under Chapter 5, Section 4.10– are all providers that are not qualified as ACH, CAH or ASC now considered institutional health care providers?
A.  Institutional providers are those providers that bill on UBs.  Outpatient services rendered by institutional providers that do not meet the definition of an ACH, CAH or ASC should be paid in accordance with Chapter 5, Section 4.10.
Q: If we send a workers’ compensation bill and it is returned stating there is “no claim on file”, what steps can we take as a provider?  Do we have the right to bill the employer and/or the patient?
A: In cases like these, providers have lots of options.  As a first step, I recommend sending the bill and the medical records that support a work-related injury or illness to the employer and/or claim administrator via certified mail.  Contemporaneously, you could contact a Board Claims Resolution Specialist to start a claim with the Board.  Once a claim is created, a letter will be sent to the claim administrator requesting the filing of a First Report of Injury.  While you always retain the right to bill the patient for services rendered, my experience is that bills sent to the patient often go ignored.

Q: If we are ordered to pay medical bills per a decree, can we simply pay the medical bill providers directly and they can reimburse any health insurer(s) that made provisional payments?
A:  When a health plan is no longer liable for provisional payments, the employer/workers’ compensation insurer is obligated to reimburse the health plan or make payment directly to the claimant or health care provider as follows: 
 If MaineCare made the provisional medical payments, the employer/workers’ compensation insurer must reimburse MaineCare 100% of any expenses incurred for the treatment of an injury of an employee under Title 39-A. See Title 39-A M.R.S. §209-A, Subsection 7.   If additional amounts are due (because the maximum allowable fee under the workers’ compensation medical fee schedule is greater than the health plan reimbursement), these amounts must be paid directly to the claimant or health care provider in accordance with Chapter 5 of the Board’s Rules and Regulations. 
 If a notice of offset (i.e. lien) is in effect, the employer/workers’ compensation insurer is obligated to reimburse the health plan in such amounts and at such times as it would otherwise be obligated to pay on behalf of the claimant until the amount requested, reduced by any amount the health plan has not yet paid or has already sought to recover directly from the claimant, has been paid in full. If additional amounts are due (because the maximum allowable fee under the workers’ compensation medical fee schedule is greater than the health plan reimbursement), these amounts must be paid directly to the claimant or health care provider in accordance with Chapter 5 of the Board’s Rules and Regulations. 
 If no notice of offset (i.e. lien) is in effect, the employer/workers’ compensation insurer must pay the claimant or health care providers directly in accordance with Chapter 5 of the Board’s Rules and Regulations. 
See Bureau of Insurance Rules and Regulations, Chapter 530. 

1.08	FEES FOR REPORTS/COPIES
Q: The new M-1 form  is no longer called a Practitioners Report. It’s called a Diagnostic Medical Report.  Does this form replace the old one?   Does the Board supply the form in a 4 page carbon copy format?
 A:  The new title tracks the statute (Section 208).  The Board provides the form in a form fillable PDF format on its website.  Quantities of the 4 page carbon copy format are available for purchase through Gossamer Press Tel: (207) 827-9881, Fax: (207) 827-9861.
 
 Q:  Is there a grace period for implementing the new M-1 form?
A:  Yes.  The Board is allowing a three month grace period.  The new M-1 form should be fully implemented by 1/1/16.

Q: Does the definition of health care provider include provider types other than MD, DO, DC, DPM, etc.?
A: Yes.  Per the definition, health care provider is defined as an individual, group of individuals, or facility licensed, registered, or certified and practicing within the scope of the health care provider’s license, registration or certification. Therefore the definition of healthcare provider is not limited to certain provider types and allows for a variety of professional and institutional providers.

Q:  Can a therapist be considered the primary provider if a doctor's only involvement after evaluation was to refer the patient to a therapist and the therapist then provided all the rest of the treatment? If yes, does this then obligate the therapist to complete the M-1 form when appropriate? 
A: The M-1 form is not limited to primary health care providers. It must be completed by all health care providers treating the employee per Title 39-A M.R.S.A Section 208.

Q: Can a therapist complete and submit the M-1?  If yes and a therapist is responsible for completing the M-1 form when needed, can he/she also be responsible for taking the employee out of work if the condition warrants it?
A:  Yes.  The definition of a health care provider is an individual, group of individuals, or facility licensed, registered, or certified and practicing within the scope of the health care provider’s license, registration or certification. Health care providers must complete the M-1 form in accordance with Title 39­A M.R.S.A. §208.  The form must include the employee's work capacity, likely duration of incapacity, return to work suitability and treatment required.

Q: Can a therapist’s M-1 form differ from the M-1 form completed by the doctor?
A: Yes.  The fact that different healthcare providers may render different opinions is recognized in the rules in Chapter 8, Section 11 which allows an employer to discontinue benefits regardless of the employee’s actual earnings if  the employee returns to work without restrictions or limitations, due to the injury for which benefits are being paid, according to the employee’s treating health care providers; and there are no conflicting medical records with respect to the lack of restrictions or limitations due to the injury for which benefits are being paid. 

Q: Is an M-1 required for an inpatient stay?  What if a patient is being seen by a doctor but then has nurse visits for wound care only, would those visits require an M-1?
A: Except for claims for medical benefits only, within 5 business days from the completion of a medical examination or within 5 business days from the date notice of injury is given to the employer, whichever is later, an M-1 form is due.  Additional M-1s are due every thirty days when ongoing treatment is being provided.  A final M-1 form is due within 5 working days of the termination of treatment. An M-1 is not completed for each visit.

Q: If a patient is being seen by one of our practices and the doctor does an M-1 that is current, then the patient does a follow-up with their PCP but it is still within the 30 days is a new M-1 needed? 
A: Each health care provider has the same duties under Title 39-A M.R.S.A. Section 208.
 

Q: If a person is brought in directly to the ER for a WC injury, is an M-1 done at the hospital or only once they see a PCP with a plan of care? 
A: There is one due within 5 business days of the examination for each health care provider.

 
Q: If a person is at a practice with a doctor but has PT do you need an M1- from the doctor and the PT that they referred to?  
A: Each health  care provider must complete the M-1s in accordance with Section 208.  
Q: The rules state providers may charge for completing an initial M-1.  Can you please clarify if this is a one-time charge per claim or a one-time charge per provider.
A:  One time charge per provider per claim.

Q: In the lower part of the M-1 form it has Body Parts and Activity/Use fields, should these be filed in with a check?
A: Yes.  Please indicate the affected body parts as well as the restrictions with a check.  There is also space to write in additional body parts/restrictions if needed. 

Q:  How do you complete the lower part of the M-1 with respect to restrictions?
A:  Restrictions must be indicated in this section whenever modified work capacity is indicated on the form.  Check the body parts affected in the left column.  In the right column, indicate the specific restrictions.  This section should be blank if the employee is released to regular duty or has no work capacity.   

Q: Can we now charge for the transcription that accompanies our initial bills for services?
A:  Correct.  Health care providers may charge for copies of the health care records required to accompany the bill.  The charge is to be identified on the bill for service using CPT® Code S9981 (units equal total number of pages). The maximum fee for copies is $5 for the first page and 45¢ for each additional page, up to a maximum of $250.00.  

Q: What if a payor requests records after the bill has already been sent with the records attached?  What if the payor requests them several times?   
A.  Health care providers may charge for copies of the health care records each time they are requested. The maximum fee for copies is $5 for the first page and 45¢ for each additional page, up to a maximum of $250.00.  

Q: Do the fees for copies of health care records apply to any request after 10/1/15 regardless of date of service‎ or do the new fees only apply when the request is for records with a dos after 10/1/15?
A: The new fees apply to any request on or after 10/1/15.

Q:  An out of state provider charged a $21.00 processing fee plus a $5.00 mailing fee when providing copies of medical records.  Is the insurer obligated to pay those fees?
A: No.  For requests on or after 10/1/15, health care providers are expressly prohibited from charging a fee for postage/ shipping, sales tax, or a fee for researching a request that results in no records.

Q: Certain insurers require us to send our records with our 1500/UB claims, but for all other insurers we have to supply them within 10 days only when requested?  
A: That is incorrect.  For dates of service on or after 10/1/15, records related to the injury must be submitted with the bill to all payors and can be charged for on the billing form. Otherwise, medical records must be furnished within 10 days of the request pursuant to subsections 4 and 5.

Q: Can providers now charge for copies of the employees’s medical bills? 
A: Yes when bills are part of a written request for records.

Q: The rule is confusing.  When is Form 220 required to obtain medical records?
A:  Form 220 is designed to be a HIPAA compliant form submitted to the provider when the employer/insurer wants heath care records before or after the date of injury‎.   Records must be furnished within 10 days of a properly completed form.

Q: Form 220 states  that it “may NOT be altered”.   How do we obtain access to mental health records? Are we to use a different medical release?
A:  Nothing has changed regarding access to mental health records.  Per Chapter 12, Section 18, Subsection 2, this information may be obtained as agreed upon among represented parties or by authorization from the Hearing Officer.  Once you have an agreement or authorization, you will need to comply with whatever the terms of release are from the provider.  

Q: If I submit a UB and a 1500 with accompanying medical records in the same envelope can the insurance company deny payment for one of the bills for not duplicating the medical records?
A:  No.  If the one set of medical records substantiates the services rendered on both bills, you have complied with Chapter 5, Section 1.06, Subsection 3.  If a claim administrator insists on two sets of medical records as support, you have the right to charge them for both sets under Chapter 5, Section 1.08, Subsection 3.

Q: We are reviewing the rule changes effective October 1, 2015 and have a question about billing for records fees and M-1 forms.  Can you confirm if the fees for these services need to be included on the health care claim itself or if they can be billed on a separate claim and sent in the same envelope?
A: The rule currently allows them to be billed either way but the intent was to have the charges for the completion of the M-1 form and/or copies of the medical records on the health care claim form along with the other charges.  The idea was to reduce the number of pieces of paper, etc. and therefore reduce the cost of processing workers’ compensation claims.  
 


1.10	EXPENSES
Q: Is the WCB-206 a required form?  Specifically, can the employee use any form? Can the employer use alternate forms?
A: The rule does not mandate the use of a particular form for the reimbursement of expenses.

Q: Would you give permission for us to add a few fields to the WCB-206 form?
A: Yes.  You may modify this form to address your business needs.  This is not a Board mandated form.
 
Q: The rule specifically states that expenses “includes travel to the pharmacy”.  Is this something new and can you point me to the authority for the reimbursement?
A: The specific language is new.  See Hearing Officer decision Floros v. Healthsouth/New England Rehabilitation Hospital, WCB # 10-007366A, decided January 28, 2014 and law court decision Chaples v. Gilco, Inc., 280 A.2d 546 (Me. 1971).

Q: Is the mileage rate changing for 2017?
A: Mileage rates are not part of the MFS.  Mileage rates are set by rule in Chapter 17.  



SECTION 2.	PROFESSIONAL SERVICES
2.02 	ANESTHESIA GUIDELINES
Q:  Does our bill need to show only the conversion of time from minutes to units or do we also need to incorporate the base units with our units billed on the claim.  A simple example:  our anesthesia time is 45 minutes and the ASA code has a base unit of 4.  Does our 1500 claim need to show 3 units (45/15) or 7 units (45/15 + 4 base units)?  
A:  Per the rule, you should bill 3 units. 

Q:  We used to note the start and stop times on our anesthesia claims, is this necessary moving forward? 
A: Anesthesia time has to be substantiated with the health care record.

Q:  Please confirm the following:
Anesthesia will stay on a 1500 claim form.
All other charges may be billed on a UB.
	A:  The expectation is that facilities will include all charges on the UB (both professional and facility charges).  There is no longer a requirement that facilities bill professional services separately.

Q: Is there is a specific requirement regarding the order of procedures for 1500 billing? A certain insurer stated workers comp will reimburse based on the order of the procedures so that the first pro fee billed on line one would be paid at 100% of the fee schedule, the second at 50%, the third at 25% and then the remaining at 10%.  
A: An employer/insurer cannot require you to list procedures in any particular order since neither the 1500 instructions nor the WC Board rules requires such. The medical fee rule only addresses the reimbursement of multiple procedures as follows: the total reimbursement for all services is the maximum allowable payment under this chapter for the primary procedure in addition to 50% for the secondary procedure, 25% for the tertiary procedure and 10% for each lesser procedure thereafter. The primary procedure is the one billed without the 51 modifier.  The remaining procedures performed on the same day by the same individual at the same session (that are not add-on codes or modifier 51 exempt) should each be reported with modifier 51.  In its current form, the medical fee rule does not address how to determine the secondary, tertiary, and other lesser procedures.  This is an area that the Board may wish to address in its next revision of Chapter 5.
 
Q: Could there be multiple primary procedures on the same claim for codes within the same family when billed on the same claim?  For example, if we have codes for the nervous system and then codes for the skeletal system, etc.  Or is there only one primary procedure per claim based on the RVUs?
A:  There should be one primary procedure per claim.  Per the AMA guidelines for modifier 51, “When multiple procedures, other than E/M services, Physical Medicine and Rehabilitation services or provision of supplies (eg, vaccines), are performed at the same session by the same individual, the primary procedure or service may be reported as listed.  The additional procedure(s) or service(s) may be identified by appending modifier 51 to the additional procedure or service code(s).”  Modifier 51 should not be appended to codes designated by the AMA as “add-on” codes or codes exempt from modifier 51.  


SECTION 3.	INPATIENT FACILITY FEES
Q: How should I pay this inpatient bill? It was sent back once to request a DRG and they sent a letter back stating that they are a critical access hospital and are paid via a per diem rate.
A: Providers are not required to supply the DRG for the very reason that some are not paid by Medicare under the Inpatient Prospective Payment System.  You have to utilize a DRG grouper to determine the appropriate DRG based on the date of discharge.

Q: Just want to confirm for the New Fee Schedule will we be using ICD-10 Version 33 as of October 1, 2015?  
A: Correct for IP claims with dates of discharge on or after 10/1/15.

Q:  Under the old fee 3.08 states between 2 acute hospitals. The new fee 3.09 states between 2 hospitals.  So transfers can be from critical to acute does not have to be acute to acute correct? 
A: Correct.  Section 3.09 applies when a patient is transferred for continuation of medical treatment between two hospitals.

Q: I need a bit a advice regarding the version to be used with the new ICD-10 for DRG grouping.
For ICD-9 we were using version 25 for the grouping of the DRG.  With ICD-10 now in place that obviously is no longer an option.  Would you be able to steer me in the right direction?
A: The appropriate grouper is based on the CMS fiscal year +17.  For example, for fiscal year 2015 (dates of discharge 10/1/14 - 9/30/15), you need version 32.  For dates of discharge 10/1/15 - 9/30/16, use version 33. Etc.


SECTION 4.	OUTPATIENT FACILITY FEES
Q: I have a question regarding out-patient hospital, ASC bills. If multiple surgeries are billed how does the outlier apply to the second procedure code paid at 50%?  Say billed second procedure 10,000.00, appendix is 6000.00 and this is the second surgical procedure.
A:  The 50% doesn't come in‎to play for outlier calculations after 10/1/15.  As of 10/1/15, the outlier threshold is $2,500.00 plus the amount in the appendix.  Any charge that exceeds the threshold is eligible for an outlier payment.  In your example the outlier threshold is $8,500 therefore the amount above the threshold ($10,000-$8,500 = $1,500) should be paid at 75% of charges for an outlier payment of $1,125.   
If this example was for a date of service before 10/1/15, the threshold is $5,500 (($6,000/2)+ $2,500), resulting in an outlier payment of $3,375 (.75($10,000-$5,500))‎.

Q: How should home health and skilled nursing facility services be reimbursed? 
A: As of October 1, 2015, outpatient services provided by institutional health care providers other than hospitals and ambulatory surgical centers must be paid at 75% of the provider’s usual and customary charge (See Board Rules Chapter 5, Section 4.10).  Other institutional providers include: Community Mental Health Centers; Comprehensive Outpatient Rehabilitation Facilities; End-Stage Renal Disease Facilities; Federally Qualified Health Centers; Histocompatibility Laboratories; Home Health Agencies; Hospice Organizations; Indian Health Service Facilities; Organ Procurement Organizations; Outpatient Physical/Occupational Therapy/Speech-Language Pathology Services; Religious Non-Medical Health Care Institutions; Rural Health Clinics; and Skilled Nursing Facilities.  
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