Questions and Answers Regarding the Medical Fee Schedule Effective September 1, 2018

SECTION 1.	GENERAL PROVISIONS
1.05 AUTHORIZATION
Q: I am receiving more and more calls to pre-authorize appointments.  My concern with this is that if they end up seeing a doctor for something other than the work injury, we get stuck with the bill.  I have therefore, not been pre-authorizing the visits, but confirming there is an open and active WC claim for a specific body part.  The providers are now questioning me and asking me to email them proof of what I am telling them.  Is there a specific rule or place on the WCB website where I can refer them?
A: Please refer providers to Board Rules Chapter 5, Section 1.05 that makes it clear pre-authorization of services is not required.  As far as “getting stuck with the bill, you  have 30 days by rule to review any bill to determine if reasonable/related (Board Rules Chapter 5, Section 1.07).
Q: I recently received a denial on a patient indicating services are being denied for no pre-authorization. Can workers’ compensation claims be denied for no pre-authorization?
A: Board Rules Chapter 5, Section 1.05 states that an employer/insurer is not permitted to require pre-authorization as a condition of payment.
Q: We have a patient that was seeing a physician that her company uses for their work injuries.  That physician said he didn’t know how to help her further and she is now presenting to her PCP (one of our providers).  It is for her work injury which is filed with XXXXX.  Can they deny payment to us?  The other office told the patient that she had to be referred to us in order to be paid.  
A: The patient directs his/her own care after 10 days.  The employer can object as outlined in 39-A M.R.S.A. § 206. 
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 39-A 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: I remember that not all farmers need to have workers comp insurance, but what does that mean if a person gets injured at the job?  Is the employer themselves responsible since they don’t have insurance?
A: If the farm doesn’t have a workers’ compensation insurance policy, you should bill the farm’s liability insurance policy.  See 39-A M.R.S.A. § 401.
Q:   Can a provider bill a “no show fee”?  Looking on the fee schedule it states, “In the event a patient fails to keep a scheduled appointment, health care providers are not to bill for any services that would have been provided nor will there be any reimbursement for such scheduled services.” Would that include a no show fee?
A:  If the patient agreed to your financial policy that includes a “no show fee” then you can bill the patient directly for the fee.  That is a contractual matter between the provider and the patient and nothing to do with workers’ compensation.
Q: Can an employer require all workers comp information be relayed through them instead of directly to workers comp insurance?
A: By rule you must submit the bill to the workers’ compensation insurer.  
Q:  If a medical provider only provides the Description of Service and CPT code but no Revenue Code would this qualify as “uncoded”?
A:  Revenue codes are not a required billing element.  An “uncoded” bill is one that lacks one or more of the following required billing elements: 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 employee; 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. 
Q:  Are professional services required to be billed on a HCFA 1500?
A:  Neither the statute nor the rules require a HCFA 1500. Per the rules, a HCFA 1500 is an acceptable billing form, but it is not a required form.
Q: XXX provider is still sending bills with ICD-9 DX codes. They never updated their software to ICD-10 when the change happened many years ago. We’ve sent letters asking them to update the DX codes to ICD-10 ones, but we keep getting bills with ICD-9. …Should we be filing NOCS on these bills, or are you able to reach out to see why they are not using ICD -10 Codes.
A:  Diagnosis codes are not a required billing element.  The rules require the bill to specify the work-related injury or disease treated but there is no mandated format for that information.
1.07 REIMBURSEMENT
Q: What injuries or diseases are compensable under the Maine Workers’ Compensation Act of 1992?  
A: There is no set list of injuries/illnesses that are compensable under the Act.  An employee may claim any injury/illness as work-related.  The claim administrator will investigate the claim and file the required denial if compensability is in question.
Q: There’s only one Professional Fee tab on the excel document and one rate per HCPCS. We expected to see a Facility and Non-Facility Professional fee listed for each.  Are we missing anything?
A: Professional charges are all paid the same regardless of place of service.
Q: Would you or any of your team happen to have the workers’ comp fee schedule in an excel format?  
The fee schedule is available in Excel format on the Board’s home page.
Q: Tick season is upon us and it appears we are not able to confirm a few CPT codes that are coming from the vendors.  For example: Invoice #1: 86618 – Lyme Disease Serology for $338.00. This has also been referenced as “Tick Antibody Panel”. Invoice #2: 90665 – Lyme Disease Vaccine for $68.00.  Can you please provide me with some assistance of how we are to handle/pay these where they are not in the Maine Fee Schedule?
A:  86618 is a valid procedure code.  Valid codes for professional services without a max fee are paid at the provider’s usual and customary charge.  90665 is a deleted code.  I have contacted the provider and the provider will fax you a corrected bill.
Q: I have attached two bills from XXX. One is clearly for professional charges for the surgeon but the other has a modifier SG. I spoke to the provider’s billing office and the bill with the SG modifier is indicating that the bill is for ASC facility charges.  Am I supposed to be paying this bill as if it was being billed on a UB-04?
A: The provider is not billing per the rules; you may disregard the bill and no NOC is required. Board Rules Chapter 5, Section 4.01 states, “Bills for hospital outpatient and ambulatory surgical services must be submitted on a UB-04 form.  Outpatient hospital facility services performed on the same day for the same patient must be reported on a single UB-04 form.”
Q: Can the Provider(s) file appeal(s) for payments dispute directly to the Department of Workers’ Compensation without providing the Payer(s) an opportunity to response?
A:  A provider may choose to utilize the payer’s appeal/request for reconsideration process but is not required to do so prior to submitting a Petition for Payment to the Board.
Q: I recently got an EOB and noticed the WC insurer wasn’t paying what the ME fee schedule is. I called the insurance & they said the reason for under payment was because 
they’re paying us out of network. My question to you is, since when has Workers’ Compensation become an in/out of network plan?  
A:  In-network and out-of-network are concepts/terms not found in Maine Workers’ Compensation.  An employee directs his/her own care after the first 10 days.  As far as payment, assuming there is no contract in place, payment should be per the MFS.
Q: If our vendor allows $100 for a medication, but the EE goes to Injured Worker’s Pharmacy and they send us a bill for $1,000, do we have to file a NOC?  
A: Assuming there is no contact in place, anytime you are not paying per the fee schedule then a NOC needs to be filed with the Board with copies sent to all parties (employee, employer, provider).
Q: If a worker’s comp insurance filed a NOC denying the claim after a date of service with us, can they deny that payment? Or do they have to pay it? 
A: The insurer does not have to pay a bill if it has denied the underlying claim.  “In cases where the underlying injury has been controverted or denied, a copy of the notice of controversy must be sent to each health care provider that submits or has submitted a request for payment within 30 days of receipt” (Board Rules Chapter 5, Section 1.07(2)(B)).
Q:  We are a ten day provider.  Doesn’t the WC insurer have an obligation to pay us without prejudice for any visits if the employer sent the employee to us?
Only visits related to an injury/illness claimed to be compensable under the Workers’ Compensation Act should be submitted to the WC insurer.  There is no clear evidence of a claimed work injury in the records you supplied. If the employer has a policy to pay for non-work injuries/illnesses then send the bills to the employer.
Q: I received a claim denial on a patient and wanted clarification on the reason for the denial.  The reason listed was “This employee is excluded from coverage due to being an owner of the company.” I thought if a company has workers comp insurance it's for all employees regardless of how you are connected with the company.
A: an owner is specifically excluded from the WC policy unless the owner specifically elects to be included.
Q: If we are overpaid by a workers comp claim do we send that back, like we do for regular claims?
A: That depends on your internal policy.  Per Workers’ Compensation Board Decision No. 96-0: Donald C. Pritchard, Jr. V. S.D. Warren Company And Sedgwick James Of Northern New England, “The present Act provides this employer with no mechanism to recover what the employer regards as an overpayment of compensation.”  
Q: We have received some reconsiderations requesting additional payment of physical and occupational therapies.  Charges are submitted on a UB form however treatment is being rendered off campus.  Because these services are being rendered off campus and by a professionally licensed therapist, we have historically recommended allowance for these services at the rates provided in the Professional Medical Fee Schedule.  What is the proper reimbursement for services rendered by licensed therapists billed under hospital address and tax ID.  
A: Board Rules do not provide a basis for adjusting reimbursement amounts based on the place of service.  Non-professional services (non 96x-98x revenue codes) billed on a UB should be reimbursed using Section 4/Appendix IV. 
Q:  Does the state recognize the use of Medicare CCI edits and MUE edits?
A: By rule, those edits may not be applied. See Board Rules Chapter 5, Section 1.02(1).
Q: My question is since CMS as of March 6 during the COVID-19 Public Health Emergency will be paying telehealth services the same as in person visits and are paid at the same rate as regular, in-person visits what is the Maine Workers Compensation Fee Schedule’s stance on this.  Our practitioners are being told that if they should do tele-health services either by phone or virtual face to face.   Does the State of Maine Workers Comp Board have any stance with pricing during these dire times?  
[bookmark: _Hlk35439840]A: Board Rules do not provide a basis for adjusting reimbursement amounts based on the place of service (in-person v. telehealth).
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:  Workers' Compensation is not like health insurance; there are no “non-covered codes”.  Health care providers may bill for any goods or services with a valid procedure code.  Valid codes for professional services that are not in Appendix II are paid at the provider’s usual and customary charge pursuant to Section 1.07, Subsection 3.
1.08	FEES FOR REPORTS/COPIES
Q: If the charge for medical records is not on the billing form, do we have to pay for medical records?  As you are aware, there are a lot of providers that bill for the records on a separate invoice.  Additionally, we also get invoices from third party vendors that have agreements with the hospitals and bill out for the copies with their own separate invoice. 
A: The idea is that if the provider does not bill for the records that accompany the bill on the billing form itself then there is no payment due.  Please keep in mind this is just for records accompanying the bills.  Records that are requested will continue to come with an invoice for payment.
Q:   The new rule requires the charge for medical records to be on the billing form.  What about the charge for records that are requested?
A:  Records provided in accordance with a record request can continue to be billed with a separate invoice.
1.11 MEDICAL INFORMATION
Q: I’m a little confused on the extent that we can share information directly with the employer.   Is this simply to allow for the M1 mailing or can the employer call the provider directly and ask for the treatment note?
A: By statute, the employer has always been able to get information related to the claimed injury without the employee’s authorization (the employer is the insured, not the patient).  Per 39-A M.R.S.A. §208, “Authorization from the employee for release of medical information by health care providers to the employer is not required if the information pertains to treatment of an injury or disease that is claimed to be compensable under this Act.”
Q: Does my department need the patient’s authorization on Board Form WCB-220 to release records to the employer or the employer’s representative, or the insurer or the insurer’s representative if the records are related to a workplace injury or illness?  
A: Information related to the claimed injury/illness can be released without authorization (Act §208).  The issue is when health care records contain information regarding the claimed injury/illness and information that is not related to the claimed injury/illness.  Information not related to the claimed injury/illness cannot be released without the patient’s consent so if you have a record that includes this information, it must be redacted.
Q: On the M-1 form, there are three different sheets;   White, yellow and pink.  Where do the copies go and which colors go where?
A: By statute, the form must go to the employer and employee (Act §208).  A copy should also be included as part of the health care records accompanying the bill(s) sent to the WC insurer (Board Rules Chapter 5, Section 1.08(4)).
Q: We have a number of local providers, through their third party vendors that will not accept the Maine WCB authorization.  Is there anything that says they should accept it or do we just have to suck it up?
A: The new medical fee rule effective 9-1-18 requires the healthcare provider accept the form (Board Rules Chapter 5, Section 1.11).
Q: I got a call this am from someone claiming to be “Case Management” for a patient, they had no signed release, nor did they have a signed contract designating them as a representative for the Insurance, Employer or Employee. Do case management companies still need a release to get information about a workers comp case or are they a covered entity to receive the information without a release?
A: Case managers that represent they are agents of the employer/insurer are able to receive information related to the claimed injury without a release.  They should also be able to get that information directly from the employer/insurer that hired them.  If a case manager wants information above and beyond the claimed injury then they need to have a completed Board release, i.e. Form 220.  Lots of case management companies try to use their own release, however, as agents of the employer/insurer they are bound by the same rules as the employer/insurer, i.e. they have to use the Board form, etc.



SECTION 2.	PROFESSIONAL SERVICES
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:  Workers' Compensation is not like health insurance; there are no “non-covered codes”.  Health care providers may bill for any goods or services with a valid procedure code.  Valid codes for professional services that are not in Appendix II are paid at the provider’s usual and customary charge pursuant to Section 1.07, Subsection 3.
Q: We bill PT Eval codes 97161, 97162 and 97163. Does the definition of new patient have any effect on us?
A: That section of the rule deals with the E&M codes (e.g. 99201-99205 and 99211-99215).
Q: There’s only one Professional Fee tab on the excel document and one rate per HCPCS. We expected to see a Facility and Non-Facility Professional fee listed for each.  Are we missing anything?
A: Professional charges are all paid the same regardless of place of service.



SECTION 3.	INPATIENT FACILITY FEES
Q: I have a question regarding inpatient hospital billing.  I know that a DRG is not required to be billed.  My situation is a hospital that did bill a DRG, but it does not match the treatment that was done.  In this case they billed a DRG for a cranial procedure, but it was a shoulder surgery.  The nurse review shows that they billed DRG 026, but should be 042.  Is it OK to process this using what we find to be the correct DRG per the billed charges and records?
A: Since the DRG is not a required billing element, you do not have to pay in accordance with the DRG that is listed.  If the grouper shows that DRG 042 is correct then you should pay accordingly and let the provider submit an appeal or petition if it disagrees.

SECTION 4. OUTPATIENT FACILITY FEES
Q: I have attached two bills from XXX. One is clearly for professional charges for the surgeon but the other has a modifier SG. I spoke to the provider’s billing office and the bill with the SG modifier is indicating that the bill is for ASC facility charges.  Am I supposed to be paying this bill as if it was being billed on a UB-04?
A: The provider is not billing per the rules; you may disregard the bill and no NOC is required. Board Rules Chapter 5, Section 4.01 states, “Bills for hospital outpatient and ambulatory surgical services must be submitted on a UB-04 form.  Outpatient hospital facility services performed on the same day for the same patient must be reported on a single UB-04 form.”
Q: We have received some reconsiderations requesting additional payment of physical and occupational therapies.  Charges are submitted on a UB form however treatment is being rendered off campus.  Because these services are being rendered off campus and by a professionally licensed therapist, we have historically recommended allowance for these services at the rates provided in the Professional Medical Fee Schedule.  What is the proper reimbursement for services rendered by licensed therapists billed under hospital address and tax ID.  
A: Board Rules do not provide a basis for adjusting reimbursement amounts based on the place of service.  Non-professional services (non 96x-98x revenue codes) billed on a UB should be reimbursed using Section 4/Appendix IV. 
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