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COVID-19 Frequently Asked Questions (FAQs) on
Medicare Fee-for-Service (FFS) Billing

The FAQs in thisdocument supplementthe previously released FAQs: 1135 Waiver FAQs,
available at https://www.cms.gov/About-CMS/Agency-
Information/Emergency/Downloads/Medicare FFS-EmergencyQsAs1135Waiver.pdf.

We note that in many instances, the general statements of the FAQs referenced above have
beensuperseded by COVID-19-specificlegislation, emergency rules, and waivers granted under
section 1135 of the Act specifically to address the COVID-19 public healthemergency (PHE). The
policiessetout in this FAQ are effective forthe duration of the PHE unless superseded by future
legislation.

A few answers in thisdocument explain provisionsfromthe Coronavirus Aid, Relief, and
Economic Security (CARES) Act, PublicLaw No. 116-136 (March 27, 2020). CMS isthoroughly
assessingthis new legislationand new and revised FAQs will be released as implementation
plans are announced.

The interim final rule with comment period (IFC), CMS-1744-IFC, Medicare and Medicaid
Programs; Policy and Regulatory Revisionsin Response to the COVID-19 PublicHealth
Emergency, isavailable at the followinglink:
https://www.federalregister.gov/documents/2020/04/06/2020-06990/medicare-and-medicaid-
programs-policy-and-regulatory-revisions-in-response-to-the-covid-19-public

The interimfinal rule with comment period (IFC2), CMS-5531-1FC, Medicare and Medicaid
Programs, Basic Health Program, and Exchanges; Additional Policy and Regulatory Revisions in
Response to the COVID-19 Public Health Emergency and Delay of Certain Reporting Requirements
for the Skilled Nursing Facility Quality Reporting Program, isavailable at the following link:
https://www.federalregister.gov/documents/2020/05/08/2020-09608/medicare-and-medicaid-
programs-basic-health-program-and-exchanges-additional-policy-and-regulatory
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A. Payment for Specimen Collection for Purposes of COVID-19 Testing
1. Question: What changes did CMS announce regarding specimen collection fees for COVID-
19 testing?
Answer: As part of the PublicHealth Emergency (PHE) for the COVID-19 pandemicand in an
effortto be as expansive as possible within the current authorities to have diagnostic
testingavailable to Medicare beneficiaries who need it, in the interim final rule with
comment period, we are changing the Medicare paymentrules during the PHE for the
COVID-19 pandemicto provide payment to independentlaboratories forspecimen
collection from beneficiaries who are homebound or inpatients notin a hospital for COVID-
19 testingunder certain circumstances.
New:4/9/20

2. Question: What has beenthe Medicare payment policy for specimen collection for
laboratory testingand for transportation and personnel expenses fortrained personnel to
collect specimens from homebound patients and inpatients (notin a hospital)?

Answer: In general, the Social Security Act (the Act) requires that the Secretary establisha
nominal fee for specimen collection for laboratory testingand a fee to cover transportation
and personnel expenses(generally referred to as a travel allowance) for trained personnel
to collect specimens from homebound patients and inpatients (notin a hospital). The travel
allowance is paid only whenthe nominal specimen collectionis also payable. Referto IOM,
Pub. 100-04, Chapter 16, Section 60 for more information. For beneficiaries, neitherthe
annual cash deductible northe 20 percent coinsurance apply to the specimen collection
feesor travel allowance for laboratory tests.

New:4/9/20

3. Question: How isthe IFC changing the Medicare specimen collection and travel allowance
policy?
Answer: This IFCis providinga specimen collection fee and fees for transportation and
personnel expenses known as a travel allowance for COVID-19 testing under certain
circumstances for the duration of the PHE for the COVID-19 pandemic. The IFC also
describesthe definition of “homebound” for purposes of our specimen collection policy and
allowingfor electronicrecords of mileage forthe travel allowance for the duration of the
PHE for the COVID-19 pandemic.
New:4/9/20

4. Question: Who can bill forthe Medicare specimen collection fee?
Answer: Independentlaboratories can bill Medicare through their MAC for the specimen
collectionfee. The specimen collection fee appliesif the specimenis collected by trained
laboratory personnel from a homebound or non-hospital inpatient and the specimenisa
type that would not require only the services of a messengerpick up service. However, the
specimen collectionfee is not available for tests where a patientcollects his or her own
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specimen.
New:4/9/20

5. Question: What is the nominal fee for specimen collection for COVID-19 testingfor
homebound and non-hospital inpatients duringthe PHE?
Answer: The nominal specimen collection fee for COVID-19 testing for homebound and
non-hospital inpatients generallyis $23.46 and for individualsina non-covered stay in a SNF
or whose samples are collected by a laboratory on behalf of an HHA is $25.46.
Updated: 4/17/20

6. Question: What are the new level IHCPCS codes for specimen collection for COVID-19
testing?
Answer: To identify specimen collection for COVID-19 testing, we established two new level
Il HCPCS codes effective March 1, 2020. Independentlaboratories must use one of these
HCPCS codes when billing Medicare for the nominal specimen collection fee for COVID-19
testingfor the duration of the PHE for the COVID-19 pandemic. These HCPCS codes are:
e (2023, specimencollectionforsevere acute respiratory syndrome coronavirus 2
(SARS-CoV-2) (Coronavirus disease [COVID-19]), any specimen source
e (2024, specimen collectionforsevere acute respiratory syndrome coronavirus 2
(SARS-CoV-2) (Coronavirus disease [COVID-19]), from an individual ina SNF or by
a laboratory on behalf of a HHA, any specimen source
We note that G2024 isapplicable to patientsin a non-covered stay ina SNF and not to
those residentsin Medicare-covered stays (whose bundled lab tests would be covered
instead under Part A’s SNF benefitat §1861(h) of the Act).
Updated: 4/17/20

7. Question: How shoulda laboratory document the milestraveledto collecta specimen?
Answer: An independentlaboratory billing Medicare for the travel allowance is required to
log the milestraveled. CMS will not require paper documentation logs that some MACs may
have otherwise required; electroniclogs can be maintainedinstead. However, laboratories
willneedto be able to produce these electroniclogs in a form and manner that can be
shared with MACs.

New:4/9/20

8. Question: What is the definition of homebound for purposes of our specimen collection
policy?
Answer: Medicare beneficiaries are considered “confined to the home” (that is,
“homebound”)if itis medically contraindicated for the patientto leave the home. When it
is medically contraindicated for a patient to leave the home, there exists a normal inability
for an individual to leave home and leaving home safely would require a considerable and
taxing effort.
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As an example for the PHE for COVID-19 pandemic, this would apply for those patients: (1)
where a physician has determined that it is medically contraindicated for a beneficiary to
leave the home because he or she has a confirmed or suspected diagnosis of COVID-19; or
(2) where a physician has determinedthat it is medically contraindicated for a beneficiary to
leave the home because the patient has a condition that may make the patient more
susceptible to contracting COVID-19.

A patientwho is exercising “self-quarantine” for his or her own safety during a pandemic
outbreak of an infectious disease, such as COVID-19, would not be considered “confined to
the home” or “homebound” unlessitis also medically contraindicated for the patientto
leave the home. If a patient does not have a confirmed or suspected diagnosis of an
infectious, pandemicdisease such as COVID-19, but the patient’s physician states that it is
medically contraindicated for the patientto leave the home because the patient’s condition
may make the patient more susceptible to contracting an infectious, pandemicdisease, the
patientwould be considered “confined to the home” or “homebound” for purposes of our
specimen collection policy.

New:4/9/20

B. Diagnhostic Laboratory Services

1. Question: How does Medicare pay for clinical diagnosticlaboratory tests?
Answer: Medicare Part B, whichincludes a variety of outpatientservices, covers medically
necessary clinical diagnostic laboratory tests when a doctor or other practitionerorders
them. Medically necessary clinical diagnostic laboratory tests are generally notsubject to
coinsurance or deductible.
Posted: 3/6/20

2. Question: Are there Healthcare Common Procedure Coding System (HCPCS) and Current
Procedural Terminology (CPT) codes available for COVID-19 laboratory testing?
Answer: Yes, CMS has created two HCPCS codes in response to the urgent need to bill for
these services. The codes are:
e U0001, CDC 2019-nCoV Real-Time RT-PCR Diagnostic Panel and
e U0002, 2019-nCoV Coronavirus, SARS-CoV-2/2019-nCoV (COVID-19), any technique,
multiple types or subtypes (includes all targets), non-CDC.

Additionally, the American Medical Association (AMA) Current Procedural Terminology
(CPT) Editorial Panel has created CPT code 87635 (Infectiousagentdetection by nucleicacid
(DNA or RNA); severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (Coronavirus
disease [COVID-19]), amplified probe technique) Please visit https://www.ama-
assn.org/press-center/press-releases/new-cpt-code-announced-report-novel-coronavirus-
test
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Laboratories can begin billingforthe performance of these tests usingthese codes
immediately viastandard Fee-for-service billing practices.
Revised: 4/10/20

3. Question: Are all of these codes available for laboratories to use to bill Medicare?
Answer: Yes. The CMS HCPCS codes will be available on the HCPCS and Clinical Laboratory
Fee Schedule (CLFS) file beginning April 1, 2020, for dates of service on or after February 4,
2020. The AMA CPT code, 87635 will also be available onthe HCPCS and CLFS file beginning
April 1, 2020, for dates of service on or after March 13, 2020.
Posted:3/21/20

4. Question: My laboratory usesthe CDC test kit; what code should we use to bill Medicare?
Answer: The appropriate code to use would be HCPCS Code U0001 (CDC 2019-nCoV Real-
Time RT-PCR) Diagnostic Panel).

Posted:3/21/20

5. Question: My laboratory does not use the CDC test kit; what code should we use to bill
Medicare?
Answer: If your laboratory uses the method specified by CPT 87635, the appropriate code
to use would be CPT 87635. If your laboratory has a testthat usesa method not described
by CPT 87635, the appropriate code to use would be HCPCS Code U0002.
Posted:3/21/20

6. Question: What code should we use to bill Medicare if new types of COVID-19 testsare
created in the future?
Answer: The appropriate code to use would be HCPCS Code U0002 for COVID-19 test
methods that are not specified by either UO001 or 87635. CMS will continue to monitor the
types of COVID-19 testing methods and adjust coding as necessary dependingon the
methodology.
Posted:3/21/20

7. Question: How will Medicare pay for COVID-19 testing on the CLFS?
Answer: Local MACs are responsible fordevelopingthe paymentamount for claims they
receive for these newly created HCPCS codes and the CPT code in theirrespective
jurisdictions until Medicare establishes national payment rates on the CLFS. Please see
https://www.cms.gov/files/document/mac-covid-19-test-pricing.pdf for more information
on current MAC payment rates. If there are questions or concerns about payments,
laboratories should contact their MAC with additional information.
For more information on CMS’s procedures for publicconsultation on payment for new
clinical diagnosticlaboratory tests on the CLFS, please see
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
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Payment/ClinicalLabFeeSched/Laboratory Public_Meetings.
Revised 4/1/20

8. Question: My laboratory does not use the CDC test kit and will have a delayin
implementingthe CPT code 87635 in our billing system. May we bill Medicare using U0002?
Answer: Yes. For the time beinglaboratories may continue to use U0O002 to bill Medicare
for tests described by the CPT code. We will provide advance notice if this changes.
Posted:3/21/20

9. Question: Is Medicare changing any requirements for clinical diagnostic laboratory testing
in the Interim Final Rule with Comment (IFC) released on April 30, 2020?
Answer: During the PHE, for COVID-19 and related influenza or respiratory syncytial virus
clinical diagnosticlaboratory tests, Medicare has removed the requirementthat the clinical
diagnosticlaboratory tests must be ordered by a treating physician or non-physician
practitioner (NPP) who uses the tests in the management of the patient’s specificmedical
problem. Medicare has also removed certain documentation and recordkeeping
requirements associated with orders for these COVID-19 and related clinical diagnostic
laboratory tests during the PHE, as these requirements would not be relevantinthe
absence of a treating physician’s or NPP’s order. The list of codes for which this requirement
is removed can be found at https://www.cms.gov/files/document/covid-ifc-2-flu-rsv-
codes.pdf. This list does not indicate coverage. Practitioners and laboratories should check
with their local Medicare Administrative Contractor regarding specificquestions of
coverage.
New 6/19/20

10. Question: Will Medicare keeprequiringan order from a treating physician or NPP for fluor
other tests?
Answer: Because the symptoms for influenzaand COVID-19 might presentin the same way,
Medicare has alsoremoved the treating physicianand NPP ordering payment requirements
for clinical diagnosticlaboratory tests for influenzavirus and respiratory syncytial virus, a
type of common respiratory virus. The ordering requirementis removed only when these
tests are furnished in conjunction witha COVID-19 clinical diagnostic laboratory test as
medically necessaryin the course of establishingor rulingout a COVID-19 diagnosis. The list
of codes for which thisrequirementisremoved can be found at
https://www.cms.gov/files/document/covid-ifc-2-flu-rsv-codes.pdf. This list does not
indicate coverage. Practitioners and laboratories should check with their local Medicare
Administrative Contractor regarding specificquestions of coverage.
New 6/19/20

11. Question: Does the CMS table “COVID-19, Influenza, and RSV Clinical Diagnostic Laboratory
Tests for which Medicare Does Not Require a Practitioner Order during the PHE” list Clinical
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Diagnostic Laboratory Test codes that Medicare will cover during the PHE?

Answer: This table lists codes that, if otherwise covered by Medicare, do not require a
treating practitioner’s order as a condition of Medicare payment. The table should not be
interpreted as a statement of coverage for the listed codes. There may be some codes for
which there are local coverage determinationsthat non-cover or limit coverage of certain
tests. Practitioners and laboratories should check with theirlocal Medicare Administrative
Contractor regarding specificquestions of coverage.

New 6/19/20

12. Question: Please explainthe different codes for use in COVID-19 specimen collection?
Answer: Medicare established two codes, G2023 and G2024, for specimen collectionfor
COVID-19 clinical diagnosticlaboratory tests. Independent clinical diagnosticlaboratories
can bill for these services as well as a travel allowance (HCPCS codes P9603 and P9604)
when they collect specimens from beneficiaries who are homebound or non-hospital (SNF)
Part B inpatients, that is, individualsina Part B SNF stay and individuals whose samples will
be collected by a laboratory on behalf of an HHA. However, these specimen collectionfee
codes may not be billedfora hospital or SNF inpatientin a Part A stay, as the costs for tests
(including sample collection) forthose patients are already paid and covered as part of the
stay. Please referto IFC1 and the related FAQs,
https://www.cms.gov/files/document/03092020-covid-19-fags-508.pdf

Medicare is also payingfor specimen collection by hospital outpatient departments and
physician offices at their locations. Hospital outpatient departments can use new HCPCS
code C9803 to bill for a clinic visitdedicated to specimen collection. This service is
conditionally packaged and only receives separate payment whenitis billed without
another primary covered hospital outpatientservice or with a clinical diagnostic laboratory
test that is assigned status indicator “A” in Addendum B of the OPPS. Physician offices can
use CPT code 99211 when office clinical staff furnish assessment of symptoms and
specimen collectionincident tothe billing professionals services forboth new and
established patients. When the specimen collectionis performed as part of anotherservice
or procedure, such as a higher-level visitfurnished by the billing practitioner, that higher-
level visit code should be billed and the specimen collection would not be separately
payable. Physicians can bill forservices provided by pharmacist’s incident to their
professional services consistent with requirements under42 CFR 410.26 and state scope of
practice and license requirements. The specimen collection codes (which do not include CPT
code 99211) are only active during the PHE.

New 6/19/20

13. Question: If a COVID-19 diagnostic laboratory test is performed prior to a procedure in an
HOPD, ASC or office, isitincluded as part of the procedure?
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Answer: Currently, under the hospital OPPS all available COVID-19 clinical diagnostic
laboratory tests are paid separately, thus, if a COVID-19 clinical diagnosticlaboratory test is
performed prior to a procedure and billed separately, itis not bundledinto the payment for
the procedure. Specifically, withregard to the hospital setting, if the hospital is billing for
specimen collection forthe COVID-19 clinical diagnosticlaboratory test along with another
hospital service, the paymentfor the specimen collection would be packaged into that of
the procedure. If the ASC or physician office has obtained a CLIA certificate, the ASC
(enrolled as a laboratory) or physician/Non physician-practitioner office can bill for tests
under the clinical laboratory fee schedule (CLFS) that the certificate permitsthem to
perform, separate from billingforthe procedure that is beingfurnished. Practitioners, ASCs,
and labs should check with theirlocal Medicare Administrative Contractor regarding specific
questions of coverage.

New 6/19/20

14. Question: If a physician/non-physician practitioner (NPP) reports CPT code 99211 “Office or
other outpatientvisitfor the evaluation and managementof an established patient that
may not require the presence of a physician”, for assessmentand collection of COVID-19
diagnosticlaboratory testspecimenfor a new patient as permitted under Medicare during
the COVID-19 PHE, and the physician/Non-physician practitioner (NPP) subsequently,ona
differentday, furnishesan Evaluation and Management (E/M) visitto the patient for other
reasons, can he/she report a new patient E/M visit code for the subsequentvisit?

Answer: Yes, in this situation, underthe unique circumstances of the PHE, the patientis not
considered an established patient merely due to the reporting of CPT code 99211 for
assessmentand collection of COVID-19 specimenfor a new patient. We note that if a higher
level E/Mvisitis furnished to a new patient at the time of COVID-19 specimen collection,
the encountershould be reported usingthe higherlevel new patient visit code rather than
CPT code 99211, and in this case the patient would be considered an established patient for
the subsequentvisitand a new patient E/M visit code should not be reported until 3 years
have passed, as specified underthe usual billing rules.

New:7/28/20

15. Question: Can physicians/NPPs apply the Cost Sharing (CS) modifierto claims for pre-
surgery examination services that include COVID-19 testing?
Answer: The CS modifiershould not be used when pre-surgery examination services are not
paid separately, for example if particular services are considered to be part of services with
a global surgical period, End Stage Renal Disease (ESRD) services with a monthly capitation
payment or maternity package services.

During the COVID-19 PHE, the modifiercan be reported with separately reported visit codes

that resultin an order for or administration of a COVID-19 test, whenthey are related to
furnishing or administering such a test or are for the evaluation of an individual for
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purposes of determiningthe need for such a test.
New: 7/28/20

C. DiagnosticLaboratory Services - Serology Testing

1. Question: Are there new Current Procedural Terminology (CPT) codes for COVID-19 testing?
Answer: On April 10, 2020, the American Medical Association (AMA) CPT Committee
announced two new CPT codes to report when patients receive blood tests that can detect
antibodies for COVID-19. These two codes are:

e 86328: Immunoassay for infectious agentantibody(ies), qualitative or semi-
guantitative, single step method (e.g., reagent strip); severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2) (Coronavirus disease [COVID-19])

e 86769: Antibody;severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2)
(Coronavirus disease [COVID-19])

New:5/1/20

2. Question: When will | be able to bill Medicare for these new test codes?
Answer: Medicare has updated its billing systems to accept these new test codes.
New:5/1/20

3. Question: My laboratory has a serology testfor COVID-19; which CPT code should | use to
bill Medicare?
Answer: Both new testcodes can be usedto bill Medicare for COVID-19 serology testing
that can detect antibodies. If your COVID-19 test can be donein a single step, the most
appropriate code to use is 86328. Multi-step antibody testing for COVID-19 can be billed
using 86769.
New:5/1/20

4. Question: What is the difference between single-step and multi-step antibody testfor
COVID-19?
Answer: According to the AMA, CPT code 86328 was established forantibody testsusing a
single-step method immunoassay. This testing method typically includes a strip with all of
the critical components for the assay and is appropriate for a point of care platform. CPT
code 86769 was established for COVID-19 antibody tests using a multiple step method. This
testingmethod ofteninvolves several steps where a diluted sample isincubated ina sample
plate.
New:5/1/20

5. Question: How isthe Medicare payment amount determined for the new COVID-19 CPT
codes?
Answer: Local MACs are responsible fordevelopingthe paymentamount for claims they
receive for these newly created CPT codes intheir respective jurisdictions until Medicare
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establishes national paymentrates on the CLFS. Please see
https://www.cms.gov/files/document/mac-covid-19-test-pricing.pdf for more information
on current MAC paymentrates. If there are questions or concerns about payments,
laboratories should contact their MAC for additional information. For more information on
CMS’s procedures for public consultation on payment for new clinical diagnosticlaboratory
tests on the CLFS, please see https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/ClinicalLabFeeSched/Laboratory Public Meetings.

New:5/1/20

6. Question: Can | continue to use HCPCS code U0002 to bill Medicare for COVID-19 testing?
Answer: Yes, HCPCS code U0002 is still available forbilling Medicare if your test does not fit
any of the other existing code descriptors for COVID-19 testing.

New:5/1/20

D. High Throughput COVID-19 Testing

1. Question: Why did CMS create HCPCS codes U0003, U0004 and U0005?
Answer: CMS created two new HCPCS codes, effective fordates of service on or after April
14, 2020, specifically forClinical DiagnosticLaboratory Tests (CDLTs) making use of high
throughput technologies, thatis, technologiesthat use a platformthat employs automated
processing of more than 200 specimens a day, as described in CMS Ruling No. CMS-2020-1-
R, available at https://www.cms.gov/files/document/cms-2020-01-r.pdf.

These new HCPCS codes are:

e U0003: Infectious agent detection by nucleicacid (DNA or RNA); severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2) (Coronavirus disease [COVID19]),
amplified probe technique, making use of high throughput technologies as described by
CMS-2020-01-R

e U0004: 2019-nCoV Coronavirus, SARS-CoV-2/2019-nCoV (COVID-19), any technique,
multiple types or subtypes (includes all targets), non-CDC, making use of high
throughput technologies as described by CMS-2020-01-R

On October 15, 2020, CMS released an amended Ruling (CMS 2020-1-R2) that created
an add-on payment for COVID-19 CDLTs performed using high throughput technology
(as described by HCPCS codes U0003 and U0004). This add-on payment can be billed
using HCPCS code U0005 effective January 1, 2021, and isdescribed as follows:

e UO0005: Infectiousagent detection by nucleicacid (DNA or RNA); severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2) (Coronavirus disease [COVID-19]),
amplified probe technique, CDC or non-CDC, making use of high throughput
technologies, completed within two calendar days from date and time of specimen
collection. (List separatelyin addition to either HCPCS code U0O003 or U0004)
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Effective date: UO003 and U0004 were effective fordates of service on or after April 14,
2020. U0005 is effective January 1, 2021.
New: 10/16/2020

2. Question: What will Medicare FFS pay for HCPCS codes U0003, U0004 and U0005?
Answer: The Administrative Ruling CMS 2020-1-R2, whichamends the April 14
Administrative Ruling, establishes that HCPCS codes U0O003 and U0004 will be paid at rate of
$75. When the code becomes effective onJanuary 1, 2021, the add-on paymentdescribed
by HCPCS code U0005 will be paid at a rate of $25. HCPCS code U0005 should be billed on
the same claim as either HCPCS codes U0003 or U0004 when appropriate.

Effective Date: Paymentamounts for HCPCS codes U0003 and U0004 will be changed to $75
onJanuary 1, 2021. HCPCS code U0QO5 is effective January 1, 2021 and will have a payment
rate of $25.

New: 10/16/2020

3. Question: When can HCPCS codes U0003, U0004 and U0005 be billed to Medicare?
Answer: The effective date of CMS Ruling 2020-01-R is April 14, 2020. The $100 Medicare
payment rates for HCPCS codes U0O003 and U0004 apply to CDLTs with dates of service
between April 14, 2020 and December31, 2020. The effective date of CMS Ruling 2020-1-
R2 is January 1, 2021. Starting on that date and until the end of the PublicHealth
Emergency, the payment rate for HCPCS codes U0003 and U0004 will be $75. In addition,
starting January 1, 2021, the payment rate for HCPCS code U0005 will be $25.

Effective date:See answer
New: 10/16/2020

4. Question: What is the definition of high throughput technology underthe new
Administrative Ruling CMS 2020-1-R2?
Answer: Administrative Ruling CMS 2020-1-R2 uses the same definition for high throughput
technology used in April 14, 2020 Administrative Ruling CMS 2020-1-R1. The April 14 Ruling
states: “A high throughput technology uses a platform that employs automated processing
of more than two hundred specimensa day.”

Effective date: CMS 2020-1-R2 iseffective January 1, 2021.
New: 10/16/2020

5. Question: My laboratory testing platformis not specifically listed in CMS Ruling CMS-2020-

01-R. Can my laboratory bill Medicare for tests run on my platform using U0003 and U0004?
Answer: Laboratories may bill Medicare HCPCS codes U0O003 and U0O004 when the tests
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describedin those codes make “use of high throughput technologies as described by CMS-
2020-01-R.” The Ruling includes a list of examples of high throughput technology as of April
14, 2020, and states that high throughput technologies are not limited to technologieslisted
in the Ruling. The Ruling states: “A high throughput technology uses a platform that
employs automated processing of more than two hundred specimensa day.” Laboratories
should ensure that the technologiesthey are using meet this definition when they bill
Medicare using these codes.

Effective date: HCPCS codes U0003 and U0004 are effective as of April 14, 2020.
New: 10/16/20

6. Question: What payment changes is Medicare makingto COVID-19 CDLTs performed using
high throughput technology?
Answer: Through an April 14, 2020 Ruling (CMS-2020-1-R), CMS established two new HCPCS
codes (U0003 and U0004) to describe COVID-19 CDLTs performing using high throughput
technology and established a paymentrate of $100 for both codes.

Under the amended Administrative Ruling (CMS-2020-1-R2), CMS will lowerthe base
payment amount for both HCPCS codes to S75, effective January 1, 2021. CMS will make an
additional $25 add-on paymentto laboratoriesif they meetthe followingtwo requirements
to bill for HCPCS code U0OQ05: a) they completedthe COVID-19 CDLT in 2 calendar days or
less from the date of specimen collection, and b) the majority of their COVID-19 CDLTs
performed using high throughput technologyin the previous calendar month were
completedin 2 calendar days or less for all of their patients (not just their Medicare
patients). As a result, laboratories that complete these CDLTs within 2 days of the date the
specimenis collected may bill for HCPCS code U0005 and will be paid $100 while
laboratories that take longerwill receive a $75 payment.

Effective date: CMS 2020-1-R2 iseffective January 1, 2021.
New: 10/16/2020

7. Question: Will laboratories have to bill differently compared with the direction providedin
the April 14, 2020 ruling?
Answer: Through an April 14, 2020 Ruling (CMS-2020-1-R), CMS established two new HCPCS
codes (U0003 and U0004) to describe COVID-19 CDLTs performed using high throughput
technology. Laboratories should continue to use these same codes where appropriate to
describe the CDLTs they are performing. However, effective January 1, 2021, laboratories
can also bill Medicare for a $25 add-on payment using HCPCS code U00O5 if:a) they
completedthe COVID-19 CDLT in 2 calendar days or less from the date of specimen
collection, and b) the majority of their COVID-19 CDLTs performed using high throughput
technologyin the previous calendar month were completedin 2 calendar days or less for all
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of their patients (not just their Medicare patients).

Effective date: CMS 2020-1-R2 iseffective January 1, 2021.
New: 10/16/2020

Question: CMS has indicated that laboratories must complete the test withintwo calendar
days of the date the specimenis collected. What does it meanto “complete” the lab test?
Answer: Per CMS 2020-1-R2, CMS considersthe test to be “complete” whenthe results of
the test are finalized and ready for release.

Effective date: CMS 2020-1-R2 iseffective January 1, 2021.
New: 10/16/2020

Question: What requirementsdo laboratories have to meetto bill the new $25 add-on

payment for COVID-19 diagnostic tests run on high throughput technology?

Answer: Starting January 1, 2021, laboratories can bill Medicare for the $25 add-on

payment using HCPCS code U0QO05 if:

1) they completedthe COVID-19 CDLT in 2 calendar days or less from the date of specimen
collection; and

2) the majority of their COVID-19 CDLTs performed using high-throughput technologyin
the previous calendar month were completedintwo calendar days or lessfor all of their
patients (not just their Medicare patients).

CMS has provided additional informationin CMS-2020-1-R2 regarding how laboratories
would demonstrate their CDLT timeliness forall of their patients in the event of an audit
or other CMS oversight activity.

Effective Date: CMS 2020-1-R2 is effective January 1, 2021.
New: 10/16/2020

Question: CMS has indicated that in order to bill HCPCS code U0005 the majority of a
laboratory’s COVID-19 CDLTs performed usinghigh throughput technologyin the previous
calendar month were completedin 2 calendar days or less for all of their patients (notjust
their Medicare patients). How would a laboratory demonstrate compliance with this
requirement? Over what time period would a laboratory calculate their COVID-19 CDLT test
timeliness?

Answer: Laboratories would assess their COVID-19 CDLT timelinessin the month preceding
the month identified by the line date of service for the corresponding CDLT represented by
HCPCS code U0O003 or U0004. In the circumstance that the laboratory has not completed
51% of CDLTs for the detection of SARS-CoV-2or the diagnosis of the virus that causes
COVID-19 (forall patients) in 2 calendar days from the date the specimen was collected
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during the applicable month, then it may not bill for HCPCS code U0005 with either HCPCS
code UO003 or U000A4.

For example, a laboratory is submittinga claim to Medicare for a CDLT performedon high
throughput technology for the detection of SARS-CoV-2 or the diagnosis of the virus that
causes COVID-19 using HCPCS code U0003 witha line date of service of May 15, 2021. The
laboratory would assess its performance based on those CDLTs completed during the
calendar month (April 1, 2021 — April 30, 2021) that precedesthe month identified by the
CDLT line date of service (May 2021). Ifthe laboratory completed a total of 1000 of the
same CDLTs using high throughput technology (includingall tests from non-Medicare
patients) in April, and 490 had been completed within 2 calendar days of the specimen
being collected, the laboratory would have a 49% test timeliness completion rate and may
not bill for the $25 add-on payment as represented by HCPCS code U0005.

Effective date: CMS 2020-1-R2 iseffective January 1, 2021.
New: 10/16/2020

E. Hospital Services

1. Question: During the COVID-19 PHE, can my hospital provide inpatientservices at a site
(temporary expansion site) thatis not currently part of the hospital or even of another type
of existing healthcare facility? Forexample, if local hospitals are almost at capacity during
the emergency and the few beds remaining must be reserved for patients needing
ventilators and critical care, will Medicare pay for non-critical care inpatientservices
provided directly by the hospital at a temporary expansion site, such as a repurposed school
gymnasiumor erected tent?
Answer: During the COVID-19 PHE, CMS is allowing hospitals to provide inpatient hospital
servicesin temporary expansionsites, which may include ambulatory surgical centers
(ASCs), repurposed gymnasiums, erected tents, or other sites, to help address the urgent
needto expand theircare capacity and to develop COVID-19 specifictreatmentsites. If a
hospital meets the CoPs in effectduringthe COVID-19 PHE while operatingone or more
temporary expansionsites, Medicare will pay for covered Medicare inpatient services
provided at those sitesas if they were provided at the permanentinpatientlocations of the
hospital. If services were provided by the hospital in another Medicare-participating facility,
that facility would not bill Medicare for items and services provided by the hospital. The
hospital is expected to be operatingina manner not inconsistent with its state’s emergency
preparednessor pandemic plan.
New:5/1/20

2. Question: During the COVID-19 PHE, can my hospital provide outpatientservices at a site
(temporary expansion site) not considered part of the hospital or even of an existing
healthcare facility? For example, if my hospital needsto set up temporary sites for testing
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or treatment of patients, including those who are COVID-19 positive or suspectedto be
positive who may need to be isolated, can my hospital provide outpatientservices at such a
temporary site?

Answer: Similarto what CMS is allowing for hospital inpatient services (described above),
during the COVID-19 PHE, CMS is allowing hospitals to provide hospital outpatient services
in temporary expansionsites, which may include ASCs, gymnasiums or other sites, to help
address the urgent need to expand their care capacity. If a hospital meetsthe CoPs in effect
during the COVID-19 PHE while operatingone or more temporary expansion sites, Medicare
will pay for covered Medicare outpatient services provided at those sites as if they were
provided at the permanent outpatient locations of the hospital. The hospital is expected to
be operatingin a manner not inconsistent with its state’s emergency preparedness or
pandemicplan.

Additionally, due tothe PHE, CMS is prioritizingand suspending certain Federal and State
Survey Agency surveys pursuant to Federal requirementsfora period of time. For more
information on survey activity see: https://www.cms.gov/files/document/gso-20-20-

allpdf.pdf
Revised: 4/17/20

3. Question: Can an acute care hospital repurpose areas of the hospital that are not currently
used for patientcare (e.g., a cafeteria) as patientcare areas, or existingareasthat are used
for patientcare (e.g., outpatientbeds) as higher level care areas (e.g., inpatientacute care
beds) during the PublicHealth Emergency?

Answer: CMS is providing needed flexibility to hospitals to ensure they have the ability to
expand capacity and to treat patients during the COVID-19 PHE. As part of the CMS Hospital
Without Walls initiative, forthe duration of the COVID-19 PHE, hospitals can repurpose
existingclinical (e.g., outpatientbeds) and non-clinical space (e.g., cafeterias) foruse as
acute inpatient patient care areas to help addressthe urgent needto increase capacity.
New:4/9/20

4. Question: How can Ambulatory Surgical Centers (ASCs) address the needs of patients who
may need hospital or ambulatory care during the COVID-19 PandemicPublicHealth
Emergency?

Answer: During the PHE, ASCs may help address the needsinsurge areas inseveral ways.
An ASC may furnishinpatient services under arrangement for a hospital, or become
provider-based to a hospital, or choose to enroll as a hospital themselves. If an ASC enrolls
as a hospital, they must meet the hospital Conditions of Participation, to the extent not
waived, and may provide any hospital inpatient or outpatientservice provided that it
operatesin a manner not inconsistent with the State’s emergency preparednessor
pandemicplan (for example: COVID-19 treatment site). The ASC would be, functioningas a
full hospital, not solely as a hospital outpatient surgical department. Under any of these
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scenarios, these entities may provide any hospital service as they would be functioningas a
hospital rather than an ASC. ASCs that do not provide hospital services underarrangements
to an existing hospital orthat do not enroll as a hospital themselves may furnish only those
serviceson the ASC Covered Procedures List, and consider the recommendations to delay
all elective surgeries as notedin the QS0-20-22 memo:
https://www.cms.gov/files/document/qso-20-22-asc-corf-cmhc-opt-rhe-fghcs.pdf.

Any Medicare-certified ASCwishingto enroll as a hospital during the COVID-19 PHE should
notify the Medicare Administrative Contractor (MAC) that servestheir jurisdiction of its
intent by callingthe MAC’s providerenrollment hotline and following the instructions noted
in the 2019-Novel Coronavirus (COVID-19) Medicare Provider Enrollment Relief Frequently
Asked Questions (FAQs) document. Refer to the QSO-20-24-ASC memo for additional
information: https://www.cms.gov/files/document/gso-20-24-asc.pdf.

Revised: 4/17/20

5. Question: Do hospitalsneedto report to CMS or the Medicare Administrative Contractor
that they have repurposed an existingarea, or worked with an off-site location to create
new outpatient or inpatient space?

Answer: No. If the Medicare-approved hospital intends to bill Medicare for the services
provided under arrangement, no additional enrollment actions are required. Hospitals may
begin billingforcare in theirsurge locations or expansionsite forinpatient or outpatient
services under theirexisting CMS Certification Number (CCN) for care furnished during the
PHE. CMS will also be exercising ourenforcementdiscretion and will not be conducting the
onsite survey for hospital surge locations during the PHE.

New:4/9/20

6. Question: Where can | find the specificwaivers to the Medicare Conditions of Participation
for acute care and critical access hospitals as well as waivers to the provider-based billing
rules?

Answer: https://www.cms.gov/files/document/summary-covid-19-emergency-declaration-

waivers.pdf
New:4/9/20

7. Question: Will an ASC that chooses to convert its enrollmentto a hospital during the PHE be
requiredto file a Medicare cost report?
Answer: For the duration of the PHE, ASCs whichrely on blanket waiversissued by CMS to
enroll as hospitals during the time period of the PHE will be deemed to have low Medicare
program utilization under42 CFR 413.24(h) and will not be required to submita full
Medicare cost report. These providers will be deemed to satisfy the Medicare cost report
submission requirementsunder42 CFR 413.24(h) by submittingreduced cost report to their
contractors consisting only of a completed and signed certification page from the hospital
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cost report (Form CMS-2552-10, Worksheet S), signed by the Chief Financial Officeror
Administrator.

Payments such hospitals receive from the Medicare Inpatient Prospective Payment System
or Outpatient Prospective Payment System will be considered as payment in full. Their cost
reports will not be used for reconciliation forany additional payments such as
disproportionate share, uncompensated care, direct graduate medical education, or
Medicare bad debt. Additionally, the costreport data will not be collected and includedin
the wage index calculations. The Surge Capacity Hospitals' Medicare cost reports will be due
on or before the last day of the fifth month followingthe close of theirfiscal year end,
pursuant to §413.24(f)(2), and electronicfilingrequirements are waived.

New:4/9/20

8. Question: My ASC participates in Medicare through one of the four CMS-approved ASC
accrediting organizations (AO). Do | need to notify the AO of my desire to enrollas a
hospital during the COVID-19 PHE?

Answer: Notifyingyour AO is recommended. However, during this PHE and while
temporarily operatingas a hospital, the facility will fall underthe jurisdiction of the State
Survey Agency which will coordinate the change in certification to a hospital. As this
situationis temporary, nothing will change with your current AO ASC accreditation.
New:4/9/20

9. Question: How do | make the change from Medicare-certified ASCto enrollingas a
hospital?
Answer: Interested Medicare-certified ASCs can use the providerenrollmenthotline to
contact the Medicare Administrative Contractor servingtheirjurisdiction (information
located at: https://www.cms.gov/files/document/provider-enrollment-relief-fags-covid-
19.pdf) to enroll as a hospital pursuant to a streamlined enrollmentand survey and
certification process as long as no Immediate Jeopardy (1J)-level deficiencies were found
withinthe previousthree years for the ASC, or if lJ-level deficiencies were found, they were
subsequently removed through the normal survey process, and the relevantlocation meets
the conditions of participation and other requirements not waived by CMS.
New:4/9/20

10. Question: Can an acute care hospital work with another entity to do patient testing offsite,
such as in a parking lot?
Answer: Yes. Under existinglaw and regulations, a hospital may electto furnish hospital
outpatient diagnostic tests under arrangements with another entity. The hospital bills
Medicare for these services under this scenario. In addition, as mentioned above, the
hospital itself may repurpose clinical or non-clinical sites for hospital outpatient or inpatient
care underthe flexibilities adopted for the duration of the PHE.
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New:4/9/20

11. Question: The state government, U.S. Army Corps of Engineers, or other governmental
entity established anew care location in our area by repurposing and retrofittinga
convention center, gymnasium, tentor other site for patientcare. Followingits
development, ourhospital has been brought in to operate and staff this site with our
clinicians. Can we bill Medicare for the facility and professional services our organization
providesthere? If so are there reporting or billingrules that determine how thisis done?
Answer: Medicare enrolled hospitalsthat assume the majority operations of a temporary
expansion site—including gymnasiums, tents, convention centers, and others — that was
builtor retrofitted by a publicentity can bill Medicare for coveredinpatientand outpatient
hospital services provided to Medicare beneficiaries atthose temporary expansionsites.
These temporary expansionsites need to meet the refined hospital conditions of
participation. Hospitals would need to follow existing rules to bill underthe applicable
Medicare payment system depending on whetherthey provided outpatient care or
inpatient care. Hospitals should add the “DR” condition code to inpatientand outpatient
claims for patients treated intemporary expansionsite during the Public Health Emergency.

Similarly, practitioners that furnish covered professional services to Medicare beneficiaries
in these temporary expansionsitescan bill Medicare for these hospital services.
Practitionersshould use the applicable place of service code dependingonwhetherthe
temporary expansionsite is beingused to furnish outpatient or inpatient care. Also,
practitioners should add the modifier “CR” to professional claims for patients treated in
temporary expansion site during the PublicHealth Emergency.

New:4/9/20

12. Question: Will Medicare provide additional paymentif a patientneedsto be isolated or
guarantinedin a private room?
Answer: If a Medicare beneficiaryisa hospital inpatient for medically necessary care and
needsto be isolated or quarantinedin a private room, Medicare will pay the Diagnostic
Related Group (DRG) rate and any outlier costs for the entire stay until the Medicare patient
is discharged. The DRG rate (and outlier payments as applicable) includes paymentforwhen
a patientneedsto be isolated or quarantined ina private room.

There also may be times when beneficiaries may need to be isolated or quarantinedin a
hospital private room to avoid infecting otherindividuals. These patients may not meetthe
needfor acute inpatientcare any longer, but may remainin the hospital for publichealth
reasons.

Hospitals having both private and semiprivate accommodations may not charge the patient
a differential foraprivate room if the private room is medically necessary. Patients who
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would have been otherwise discharged from the hospital after an inpatient stay, but are
instead remainingin the hospital underquarantine, would not have to pay an additional
deductible forquarantine ina hospital.

New:4/9/20

13. Question: Can a provider that has both private and semiprivate accommodations charge
the patienta differential fora private room where isolation of a beneficiaryisrequired?
Answer: A providerwith both private and semiprivate accommodations may not charge the
patienta differential fora private room if the private room is medically necessary.

Posted: 3/6/20

14. Question: Will a hospital be eligible foradditional paymentforrenderingservicesto
patients that remainin the hospital inthe case where they continue to need medical care
but at lessthan an acute level and those services are unavailable at any area skilled nursing
facilities (SNFs) because of an emergency, includingthe COVID-19 infection?

Answer: A physician may certify or recertify the need for continued hospitalization if the
physician finds that the patient could receive propertreatmentina SNF, but no bed is
availableina participating SNF. Assumingthe original inpatientadmission was appropriate
for Part A payment, Medicare will pay the DRG rate and any outlier costs for the entire stay
until the Medicare patientcan be movedto an appropriate facility.

Posted: 3/6/20

15. Question: Are hospitals that are paid by Medicare through the Inpatient Prospective
Payment System (IPPS) goingto be paid using a special payment method during the COVID-
19 emergency?Is there a special DRG rate at which IPPS hospitals will be reimbursed for
this situation?
Answer: Thereis no special DRG for COVID-19. Recent legislationin the CARES Act provides
forincreased IPPS payments during the emergency period for Medicare inpatients
diagnosed with COVID-19. Further guidance on the implementation of thisincreased IPPS
payment is forthcoming. Otherwise, normal prospective payment methodologies apply to
hospitals’ discharges paid under the IPPSrate.
Posted:3/6/20

16. Question: We have a Medicare psychiatric patientrequiringinpatient psychiatric care who
cannot be placed in the excluded distinct part psychiatricunit because of the COVID-19
emergency. Can we place the psychiatric patientin an acute care hospital bed?

Answer: Yes, an acute care hospital with an excluded distinct part psychiatric unitthat, as a
resultof a disasteror emergency, needs to relocate inpatients from the excluded distinct
part psychiatric unitto an acute care bed can relocate patients. The hospital should
continue to bill forinpatient psychiatric services underthe Inpatient Psychiatric Facility
Prospective Payment System for such patients and annotate the medical record to indicate
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the patientis a psychiatricinpatient beingcared for in an acute care bed because of
capacity or other exigent circumstancesrelated to the emergency. This may occur where
the hospital’s acute care beds are appropriate for psychiatric patients and the staff and
environmentare conducive to safe care. For psychiatric patients, this includes assessment
of the acute care bed and unit location to ensure those patients at risk of harm to self and
others are safely cared for.

Revised: 3/26/20

17. Question: Can acute care hospitals use inpatientrehabilitation unitbedsto increase bed
capacity as a result of the COVID-19 emergency?
Answer: Yes, CMS has issued a blanket waiver
(https://www.cms.gov/files/document/summary-covid-19-emergency-declaration-
waivers.pdf) toallow acute care hospitalsto house inpatientsin theirexcluded distinct part
inpatientrehabilitation facility (IRF) units, where the IRF unit’s beds are appropriate for
acute care. The acute care hospital bills forthe care underthe Inpatient Prospective
Payment System and annotates the patient’s medical record to indicate the patientisan
acute care inpatientbeinghousedin the excluded unitrelated to the disaster or emergency.
Since these patients would be acute care patients housed in the IRF solely to meet the
demands of an emergency, they would not be required to meetthe Medicare coverage
requirementsforIRFs found in 42 CFR 412.622(a)(3), (4), and (5), and guidance in Chapter 1,
Section 110 of the Medicare Benefit Policy Manual (Pub. 100-02) and would be excluded
from the requirements specifiedin 42 CFR 412.29(b), which is the regulation commonly
referredto as the “60 percent rule.”
New:3/26/20

18. Question: Are there any special waivers or exemptions that only apply to hospitals paid
under TEFRA (e.g., IPPS-excluded cancer hospitals or children’s hospitals)?
Answer: At thistime there are no waivers or exemptionsthat only apply to hospitals paid
under TEFRA. However, waivers that are generally applicable to hospitals regardless of
hospital type are applicable to hospitals paid under TEFRA.
New:5/27/20

19. Question: My hospital needsto transfera patientto a temporary acute care location
operated by the state, military or other public entity duringthe COVID-19 PHE. What are
Medicare’s billingand claim processingrules associated with these transfers?

Answer: Hospitals should refer to Medicare’s claims processing manual for instructions on
Medicare inpatient hospital billing: https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Downloads/clm104c03.pdf. A patient status code should be
included on every Inpatient Prospective Payment System (IPPS) claim, which indicates the
location where the patient was discharged or transferred. For example, code “01” indicates
that the patient was discharged to home or self-care, and code “02” indicates that the
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patient was discharged or transferred to another acute care hospital.

When patients have a short length of stay and are transferred to another acute care
hospital, orin other certain circumstances, CMS may adjust payments to IPPS hospitals
under the IPPS transfer policy. (See https://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/AcutePaymtSysfctsht.pdf for more information on the IPPS
Transfer Policy and otheradjustmentsto payments.)

In March 2020, the National Uniform Billing Committee (NUBC), which maintains data
elementsand codes for Medicare’s inpatient billing requirements, reminded stakeholders
that patientstatus code “69 - Discharged/transferredto a designated disasteralternative
care site” is applicable inthese situations (see
https://www.nubc.org/system/files/media/file/2020/03/ACS%20Announcement v2.pdf).
Medicare-enrolled hospitals that transfer a patient to a temporary care site operated by a
publicentity (e.g., the military) should use patient status code “69” on the Medicare
inpatientclaim. When a claim with patient status code “69” is processed, a transfer
adjustmentis not calculated.

New:5/27/20

20. Question: Is CMS givingany flexibility to teaching hospitalsto meetthe deadline of July 1
for submission of Medicare GME affiliation agreements?
Answer: Yes. Due to the COVID-19 PHE, instead of requiringthat new Medicare GME
affiliation agreements be submitted to CMS and the MACs by July 1, 2020, and that
amendments to Medicare GME affiliation agreements be submitted to CMS and the MACs
by June 30, 2020, CMS is allowing hospitals to submit new and/or amended Medicare GME
affiliation agreements as applicable to CMS and the MACs by October 1, 2020.

Specifically, undercurrent CMS regulations, two or more teaching hospitals may form a
Medicare GME affiliated group to aggregate theirdirect graduate medical education
(DGME) and/or indirect medical education (IME) resident caps and provide needed
flexibility for purposes of cross-training residents. Medicare GME affiliated groupis defined
at 42 CFR 413.75(b) as:

1) Two or more hospitalsthat are locatedin the same urban or rural area (as those
terms are definedinsubpart D of Part 412 of this subchapter) or in a contiguous
area and meetthe rotation requirementsin 42 CFR 413.79(f)(2).

2) Two or more hospitalsthat are not locatedin the same orin a contiguous urban or
rural area, but meetthe rotation requirementin §413.79(f)(2), and are jointly listed

i. Asthe sponsor, primary clinical site, or major participating institution forone
or more programs as these terms are usedin the most current publication of
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the Graduate Medical Education Directory; or
ii. Asthe sponsororis listed under “affiliations and outside rotations” for one
or more programs in operationin Opportunities, Directory of Osteopathic
Postdoctoral Education Programs.
3) Two or more hospitalsthat are undercommon ownership and, effective forall
Medicare GME affiliation agreements beginninglJuly 1, 2003, meetthe rotation
requirementin §413.79(f)(2).

Under 42 CFR 413.79(f)(1), each hospital in the Medicare GME affiliated group must submit
the Medicare GME affiliation agreementtothe CMS Central Office with a copy to the
hospital’s MAC no laterthan July 1 of the residency program year during which the
Medicare GME affiliation agreement will be in effect. Inaddition, the May 12, 1998 Health
Care Financing Administration Final Rule (63 FR 26318, 26339) states that “the hospitalsin
the affiliated group may adjust the initial FTE counts by June 30 of each residency training
year if actual FTE counts for the program year are differentthan projected inthe original
agreement.”

CMS believesthat teaching hospitals need the flexibility to adjust the membership and the
resident counts in Medicare GME affiliated groups duringthe COVID-19 PHE, as sites of care
and patient needs quickly evolve. Duringthe COVID-19 PHE, teaching hospitalsare unsure
of what the nextseveral months will entail in terms of the need to deployresidentsto
alternate care sites, and what effect these decisions may have on their DGME and IME
resident caps. It may also be administratively challenging duringthe COVID-19 PHE to
arrange and enterinto meaningful resident cap sharing arrangements among hospitals.
Accordingly, due to the COVID-19 PHE, CMS is allowing hospitals to submitnew and/or
amended Medicare GME affiliation agreements as applicable to CMS and the MACs by
October 1, 2020. As under existing procedures, hospitals should email new and/or amended
agreementsto CMS at Medicare GME_Affiliation Agreement@cms.hhs.gov, andindicatein
the subjectline whetherthe affiliation agreementisa new one or an amended one.
New:6/16/20

21. Question: When submittingan extraordinary circumstances relocation request to the
Regional Office, should the email be encrypted?
Answer: Yes.
New: 6/16/20

22. Question: Can hospitals bill forand receive separate payment for COVID-19 testing services
that are providedin the outpatient department prior to an inpatientadmission?
Answer: Generally, hospitals may not bill forand receive separate Medicare FFS payment
for COVID-19 testing services on the day of inpatient admission, the day immediately
precedinginpatientadmission, and, for most hospitals, the two days prior to that. For
subsection (d) hospitals (e.g., hospitals paid underthe inpatient prospective payment

Updated: 12/8/2020 pg. 24


mailto:Medicare_GME_Affiliation_Agreement@cms.hhs.gov

(Cms

CENTERS FOR MEDICARE & MEDICAID SERVICES

system (IPPS), payment for clinical diagnostic tests provided by the hospital, or by an entity
wholly owned or operated by the hospital, duringthe 3 days immediately precedingan
inpatientadmissionisincludedin payment for the inpatient stay. In the case of a hospital
that isnot a subsection (d) hospital (e.g., hospitals excluded from the IPPS, such as LTCHs,
inpatient rehabilitation facilities, inpatient psychiatricfacilities, children’s hospitals),
payment for clinical diagnostictests provided by the hospital, or by an entity wholly owned
or operated by the hospital, duringthe 1 day immediately precedinganinpatientadmission
isincludedinthe paymentfor the inpatientstay. These payment windows are required by
section 1886(a)(4) of the Act. Critical Access Hospitals (CAHs) may bill and receive separate
payment for COVID-19 testingservices providedin the outpatient department prior to an
inpatientadmission because they are not subject to the payment window policy described
above. Please note that separate rulesapply to the program for Claims Reimbursementto
Health Care Providersand Facilities for Testing and Treatment of the Uninsured
(https://www.hrsa.gov/coviduninsuredclaim), which is administered by the Health
Resources & Services Administration (HRSA).

New:7/28/20

23. Question: CMS iswaivingthe entire utilization review (UR) condition of participation at 42
CFR 482.30, which requiresthat a hospital must have a UR committee witha UR plan that
provides for review for Medicare and Medicaid patients with respectto the medical
necessity of the admissionsto the institution, duration of stays, and professional services
furnished, including drugs and biologicals. Does that mean that the use of Condition Code
44 iswaivedas well?

Answer: No, Condition Code 44 still applies. Although CMS has waived the UR condition of
participation at 42 CFR 482.30, thisdoes not mean that if a beneficiary’s statusis changed
from inpatient to outpatientand there is a determination that the inpatientadmission does
not meet the hospital’sinpatient criteria, that the hospital may bill an inpatientclaim.
Hospitals should report Condition Code 44 as appropriate.

New:8/7/20

F. Hospital Inpatient Prospective Payment Systems (IPPS) Payments

1. Question: What are the provisions of section 3710 of the CARES Act?
Answer: Section 3710 of the CARES Act directs the Secretary to increase the IPPS weighting
factor of the assigned diagnosis-related group (DRG) by 20 percent for an individual
diagnosed with COVID-19 discharged duringthe COVID-19 publichealthemergency period.
New:5/27/20

2. Question: How will discharges for individuals diagnosed with COVID-19 be identified?
Answer: A discharge of an individual diagnosed with COVID-19will be identified by the
presence of the followingInternational Classification of Diseases, Tenth Revision, Clinical
Modification (ICD-10-CM) diagnosis codes
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e B97.29 (Othercoronavirus as the cause of diseases classified elsewhere) fordischarges
occurring on or after January 27, 2020, and on or before March 31, 2020.

e U07.1 (COVID-19) for discharges occurring on or after April 1, 2020, through the
duration of the COVID-19 publichealth emergency period.

(For additional information on diagnosis coding related to COVID-19, refer to the FAQs for
Diagnosis Coding under International Classification of Diseases, Tenth Revision, Clinical
Modification (ICD-10-CM) found above.)

New:5/27/20

3. Question: How did CMS implement the increased payment under the IPPS for COVID-19
patients under the provisions of section 3710 of the CARES Act?
Answer: To implementthistemporary statutory adjustment, the IPPS Pricer will apply an
adjustmentfactor to increase the Medicare Severity-Diagnosis Related Group (MS-DRG)
relative weightthat would otherwise apply by 20 percentwhen determining IPPS operating
payments (including the calculation of paymentssuch as for disproportionate share
hospitals (DSHs), indirect medical education (IME), outliers, new technologies, and low-
volume hospitals and the hospital specificrates for sole community hospitals (SCHs) and
Medicare-dependent hospitals (MDHSs)) for discharges of patients with a principal or
secondary diagnosis of COVID-19.
New:5/27/20

4. Question: Is the DR condition code required on the claim to receive the increased payment
for IPPS discharges of patients diagnosed with COVID-19 provided by section 3710 of the
CARES Act?
Answer: No. The DR condition code is not required since this is a legislative change in IPPS
payments.
New:5/27/20

5. Question: Did CMS create new MS-DRG weights under the IPPSto implementsection 3710
of the CARES Act?
Answer: No, CMS did not create new MS-DRG weightsto implementthe 20 percent
increase in the MS-DRG weight provided by the CARES Act. Rather, inaccordance with
section 3710 of the Cares Act, for discharges during the emergency period of patients
diagnosed with COVID-19, CMS will multiply the current MS-DRG relative weight for the
discharge by a factor of 1.20 when calculating a hospital’s operating IPPS payment.
New:5/27/20

6. Question: What are the estimated MS-DRG payments under the IPPS, includingthe
adjustment provided by section 3710 of the CARES Act, for patients diagnosed with COVID-
19 and discharged on and after January 27, 2020, and on or before March 31, 2020?
Answer: The followingtable provides examplestoillustrate the increase in IPPS operating
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MS-DRG payments provided by the CARES Act for patients diagnosed with COVID-19
(identified by the presence of ICD-10-CM diagnosis code B97.29) for discharges occurring on
and after January 27, 2020, and on or before March 31, 2020.
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Discharges MS-DRG FY 2020 Estimated
on and after Assignment Relative MS-DRG
January 27, 2020, Weight! | Payment under
and on or before the CARES Act?
March 31, 2020
Principal Diagnosis
e J12.89 - Other viral pneumonia
Secondary Diagnosis MS-DRG 193
e B97.29 - Other coronavirus as Simple Pneumoniaand
the cause of diseasesclassified Pleurisy with MCC 1.3335 »9,275.77
elsewhere
e J96.01 - Acute respiratory
failure with hypoxia (MCC)
Principal Diagnosis
e J20.8 - Acu.te.z bronchlt.ls dueto MS-DRG 203
other specified organisms .
. . Bronchitis
Secondary Diagnosis . and Asthma without 0.6938 $4,826.04
e B97.29 - Other coronavirus as CC/MCC
the cause of diseases classified
elsewhere
Principal Diagnosis
e J22 - Unspecified acute lower
respiratory infection MS-DRG 206
Secondary Diagnosis Other Respiratory System 0.8725 $6,069.07
e B97.29 - Other coronavirus as Diagnoses without MCC
the cause of diseases classified
elsewhere
Principal Diagnosis
e J80 - Acute respiratory distress
syndrome
Secondary Diagnosis
. MS-DRG 207
e B97.29 - Other coronavirus as Respiratory System
the cause of diseases classified . L . 5.7356 $39,896.58
Diagnosis with Ventilator
elsewhere Support >96 Hours
Procedures
e 5A19557 - Respiratory
ventilation, greaterthan 96
consecutive hours
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Principal Diagnosis
e (098.513 - Otherviral diseases
complicating pregnancy, third

trimester MS-DRG 833
Secondary Diagnosis Other Antepartum
y Yiag » Diagnoses without O.R. | 0.5321 $3,701.26
e J20.8 - Acute bronchitisdue to .
other specified organisms Procedure without
P ganist cc/McC
e B97.29 - Other coronavirus as
the cause of diseases classified
elsewhere
Principal Diagnosis
e A41.89 - Other specified sepsis
Secondary Diagnosis
e B20 - Human
immunodeficiency virus [HIV]
disease (CC)
MS-DRG 974

e J12.89 - Other viral pneumonia
(McCC)

e B97.29 - Other coronavirus as
the cause of diseases classified
elsewhere

Procedures

e 5A19557 - Respiratory
ventilation, greaterthan 96
consecutive hours

1See FY 2020 IPPS Final Rule and Correction Notice Table 5 (tab ‘FY 2020 Table 5 CN’) found at

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/AcutelnpatientPPS/FY2020-1PPS-Final-Rule-Home-Page-ltems/FY2020-1PPS-Final-

Rule-Tables.

2 Estimated Operating MS-DRG Payment underthe CARES Act based on FY 2020 Standardized

amount with a wage index of 1.0 of $5,796.63 (see FY 2020 IPPS Final Rule and Correction

Notice Tables 1A-1E (tab ‘FY 2020 CN Table 1A-1F’) found at

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/AcutelnpatientPPS/FY2020-IPPS-Final-Rule-Home-Page-ltems/FY2020-IPPS-Final-

Rule-Tables) forhospitals that submitted quality data and are meaningful EHR users. Note this

estimated operating IPPS payment does not include any other payment adjustments, such as

paymentsfor Disproportionate Share Hospitals (DSHs), Indirect Medical Education (IME),
outliers, and the hospital specificrates for Sole Community Hospitals (SCHs) and Medicare-

Dependent Hospitals (MDHs).

New:5/27/20

HIV with Major Related

Condition with MCC 2.6739 518,599.53
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7. Question: What would the estimated MS-DRG payments under the IPPS, includingthe
adjustment provided by section 3710 of the CARES Act, for patients diagnosed with
COVID-19 and discharged on or after April 1, 2020, through the duration of the COVID-19
publichealth emergency period?

Answer: The followingtable provides examplestoillustrate the increase in IPPS operating
MS-DRG payments provided by the CARES Act for patients diagnosed with COVID-19
(identified by the presence of ICD-10-CM diagnosis code U07.1) for discharges occurring on
or after April 1, 2020, through the duration of the COVID-19 PHE period.

Discharges MS-DRG FY 2020 Estimated
on or after April 1, 2020, Assignment Relative MS-DRG
through the duration of the Weight! | Payment under
COVID-19 public health the CARES Act?

emergency period

Principal Diagnosis
e UO07.1 - COVID-19

Secondary Diagnosis MS-DRG 177
e J12.89 - Other viral pneumonia | Respiratory Infectionsand 1.8912 $13,155.10
(McQ) Inflammations with MCC

e ]96.01 - Acute respiratory
failure with hypoxia (MCC)

Principal Diagnosis

e U07.1 - COVID-19

Secondary Diagnosis MS-DRG 178

e J22 - Unspecified acute lower Respiratory Infections and 1.2433 $8,648.34
respiratory infection Inflammations with CC

e N17.9 - Acute kidneyfailure,
unspecified (CC)

Principal Diagnosis

e U07.1 - COVID-19

Secondary Diagnosis

e J20.8 - Acute bronchitisdue to
other specified organisms

MS-DRG 179
Respiratory Infectionsand

Inflammations without
CCc/MCC

0.8661 $6,024. 55
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Discharges
on or after April 1, 2020,
through the duration of the
COVID-19 public health
emergency period

MS-DRG
Assignment

FY 2020
Relative
Weight!

Estimated
MS-DRG
Payment under
the CARES Act?

Principal Diagnosis

e UO07.1 - COVID-19

Secondary Diagnosis

e J80 - Acute respiratory distress
syndrome (MCC)

Procedures

e 5A19557 - Respiratory
ventilation, greaterthan 96
consecutive hours

MS-DRG 207
Respiratory System
Diagnosis with Ventilator
Support >96 Hours

5.7356

$39,896.58

Principal Diagnosis

e (098.513 - Otherviral diseases
complicating pregnancy, third
trimester

Secondary Diagnosis

e U07.1 - COVID-19 (MCC)

e J20.8 - Acute bronchitisdue to
other specified organisms

MS-DRG 831
Other Antepartum
Diagnoses without O.R.
Procedure with MCC

1.0785

$7,502.00

Principal Diagnosis

e A41.89

Secondary Diagnosis

e B20 - Human
immunodeficiency virus [HIV]
disease (CC)

e UO07.1 - COVID-19 (MCC)

e J12.89 - Other viral pneumonia
(McCQ)

Procedures

e 5A19557Z - Respiratory
ventilation, greaterthan 96
consecutive hours

MS-DRG 974
HIV with Major Related
Condition with MCC

2.6739

$18,599.53
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Discharges MS-DRG FY 2020 Estimated
on or after April 1, 2020, Assignment Relative MS-DRG
through the duration of the Weight! | Payment under
COVID-19 public health the CARES Act?
emergency period

1See FY 2020 IPPS Final Rule and Correction Notice Table 5 (tab ‘FY 2020 Table 5 CN’) found at
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/AcutelnpatientPPS/FY2020-IPPS-Final-Rule-Home-Page-ltems/FY2020-IPPS-Final-
Rule-Tables.https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/AcutelnpatientPPS/FY2020-1PPS-Final-Rule-Home-Page-ltems/FY2020-1PPS-Final-
Rule-Tables.

2 Estimated Operating MS-DRG Payment underthe CARES Act based on FY 2020 Standardized
amount with a wage index of 1.0 of $5,796.63 (see FY 2020 IPPS Final Rule and Correction
Notice Tables 1A-1E (tab ‘FY 2020 CN Table 1A-1F’) found at
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/AcutelnpatientPPS/FY2020-IPPS-Final-Rule-Home-Page-ltems/FY2020-IPPS-Final-
Rule-Tables) forhospitals that submitted quality data and are meaningful EHR users. Note this
estimated operating IPPS payment does not include any other payment adjustments, such as
paymentsfor Disproportionate Share Hospitals (DSHs), Indirect Medical Education (IME),
outliers, and the hospital specificrates for Sole Community Hospitals (SCHs) and Medicare-
Dependent Hospitals (MDHs).

New:5/27/20

8. Question: Does the increased IPPS paymentunder section 3710 of the CARES Act applyto a
hospital’s capital IPPS payments?
Answer: No.Section 3710 of the CARES Act amended Section 1886(d)(4)(C) of the Social
Security Act which generally governs IPPS operating payments. Therefore, in calculating a
hospital’s capital IPPS payment the MS-DRG weights are not adjusted for a patient
diagnosed with COVID-19 and discharged during the emergency period.
New:5/27/20

9. Question: How doesthe increased payment undersection 3710 of the CARES Act affect a
hospital’s IPPS high cost outlier payment?
Answer: The FY 2020 fixed-lossamount of $26,552 was not adjusted by the CARES Act. High
cost outlier payments for IPPS discharges during the emergency period witha COVID-19
diagnosis code are determined afterapplyingthe increased payment undersection 3710 of
the CARES Act.
New:5/27/20
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10. Question: Does the increased payment undersection 3710 of the CARES Act apply to
hospital-specificrate payment for sole community hospitals (SCHs) and Medicare-
dependent hospitals (MDHs)?

Answer: Yes, for IPPS discharges duringthe emergency period that have a principal or
secondary COVID-19 diagnosis code, CMS will multiply the current MS-DRG relative weight
for the discharge by a factor of 1.20 when calculating the hospital-specificrate paymentfor
SCHs and MDHs.

New:5/27/20

11. Question: Will cases subject to the IPPS transferpolicies receive the 20 percent increase for
patients diagnosed with COVID-19 under the CARES Act?
Answer: Yes. For IPPS discharges of patients diagnosed with COVID-19 that are subjectto
the transfer policy, the MS-DRG relative weightisincreased by 20 percentwhen calculating
the hospital’s operating IPPS payment.
New:5/27/20

12. Question: How will claims processed before implementation of the provisions of section
3710 of the CARES Act be handled? Will the claims need to be resubmitted toreceive the
increased IPPS payment for discharges of patients diagnosed with COVID-19?

Answer: MACs will automaticallyinitiate the reprocessing of affected claims by June 1,
2020. Affectedclaimsare identified by the presence of ICD-10-CM diagnosis code B97.29
(for discharges occurring on and after January 27, 2020, and on or before March 31, 2020)
and diagnosis code U07.1 (for dischargesoccurring on or after April 1, 2020, through the
duration of the COVID-19 PHE period).

New:5/27/20

13. Question: What is the new COVID-19 treatmentsadd-on payment (NCTAP) underthe
Inpatient Prospective Payment System (IPPS)?
Answer: In order to mitigate potential financial disincentives for hospitals to provide new
COVID-19 treatments during the COVID-19 PHE, the Medicare program will provide an
enhanced payment for eligible inpatient cases that involve use of certain new products
authorized or approvedto treat COVID-19. In Medicare, hospitals are generally reimbursed
a fixed paymentamount for the servicesthey provide during an inpatient stay, evenif their
costs exceed that amount. Under current rules, hospitals may qualify foran additional
“outlier payment,” but only when their costs for a particular patient exceed a certain
threshold. The NCTAP allows hospitals to qualify foradditional payments when they treat
patients with certain new products approved or authorized to treat COVID-19. The
enhanced payment will be equal to the lesserof: (1) 65 percent of the operating outlier
thresholdfor the claim; or (2) 65 percent of the cost of a COVID-19 stay beyondthe
operating Medicare payment (includingthe 20 percent add-on payment under section 3710
of the CARES Act) for eligible cases.
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CMS anticipatesthat monoclonal antibody products to treat COVID-19 will initially be given
to health care providers at no charge. Medicare will not pay for the monoclonal antibody
products to treat COVID-19 that health care providersreceive for free but will provide
payment for the infusion (that is, administration) of the product duringthe COVID-19 PHE,
when furnished consistent with the EUA. When health care providers beginto purchase
these monoclonal antibody products, CMS anticipates settingthe Medicare payment rate in
the same way it anticipates settingthe paymentrates for other COVID-19 vaccines when
administeredinthe hospital inpatient setting, whichis based on reasonable cost. Note that
Medicare pays for these monoclonal antibody products underthe COVID-19 vaccine benefit
and, therefore, these products are not eligible forthe NCTAP under the IPPS.

New: 12/3/20

14. Question: What happens to the new COVID-19 treatments add-on payment (NCTAP) if an
approved product losesits EUA status?
Answer: The FDA has created a special emergency program for possible coronavirus
therapies, the Coronavirus Treatment Acceleration Program. The program uses every
available method to move new treatments to patients as quickly as possible, while atthe
same time finding out whetherthey are helpful orharmful. Additional information
regarding this program is available on the FDA website at
https://www.fda.gov/drugs/coronavirus-covid-19-drugs/coronavirus-treatment-
acceleration-program-ctap.

One aspect of the program is the issuance by the FDA of Emergency Use Authorizations
(EUASs) during the COVID-19 PHE. More informationregarding EUAs for drug and biological
products during the COVID-19 PHE is available on the FDA website at
https://www.fda.gov/emergency-preparedness-and-response/mcm-legal-regulatory-and-
policy-framework/emergency-use-authorization#coviddrugs.

For a case to beeligible for NCTAP, it must meet certain criteria. One criterion is that the
case must include the use of a drug or biological product authorized to treat COVID-19 as
indicatedin section “I. Criteria for Issuance of Authorization” of the current letter of
authorization for the drug or biological product, or the drug or biological product must be
approved by the FDA for treating COVID-19. Because the purpose of the NCTAP is to
mitigate potential financial disincentives for hospitals to provide new COVID-19 treatments,
this criterion expeditiously provides assurance in the context of the urgency of the PHE that
a treatmentis new and isused to treat COVID-19 during the PHE. Therefore, a product
withouta current EUA or FDA approval for treating COVID-19 is not eligible for NCTAP.
New:12/3/20
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G. Hospital Outpatient — Locations off of Hospital Campus

1. Question: When hospital clinical staff furnish a service using telecommunication technology
to the patientwho is a registered outpatient of the hospital and the hospital makes the
patient’s home provider-basedto the hospital as a temporary expansionsite, should the
hospital bill usingthe telehealth modifier (modifier 95)?
Answer: No. In thissituationthe hospital is furnishingan outpatient hospital service, not a
telehealth service, toa patient ina temporarily relocated department of the hospital as
discussed at 85 FR 27560. Accordingly, the hospital would bill as it ordinarily would bill and
wouldinclude the DR condition code or CR condition code (as applicable) onthe claim. If
the situationinvolvesarelocation of an on-campus or excepted off-campus provider-based
departmentto an off-campus hospital location, the hospital would bill usingthe PO
modifier (service provided at an excepted off-campus provider-based department) only if
the hospital requests an extraordinary circumstances relocation request within 120 days of
the date the temporary expansionsite is made provider-based tothe hospital; otherwise,
the hospital would append the PN modifier (service provided at a non-excepted off-campus
provider-based department) to claims from the relocated hospital location.
New: 6/16/20

2. Question: What is CMS’ current policy regarding relocating excepted and non-excepted
provider-based departments? What is different underthe new Interim Final Rule with
comment?

Answer: Under Section 603 of the Bipartisan Budget Act of 2015, new off-campus provider-
based departments (PBDs) that start billing Medicare after November 2, 2015, are
considered “non-excepted” and are paidforitems and services under the “applicable
payment system” rather than the Outpatient Prospective Payment System (OPPS). CMS
determined that the Medicare Physician Fee Schedule (PFS) was the applicable payment
systemfor applicable services billed by non-excepted departments. Effective since 2018, the
PFS Relativity Adjusterthat appliesto these servicesis 40 percent of the OPPS rate.

In 42 CFR 419.48(a)(2), CMS established a policy that excepted off-campus PBDs that have
not impermissibly relocated can remain excepted. Generally speaking, this means that
excepted PBDs that relocate will typically lose theirexcepted status and be paid under the
PFS instead. However, in the CY 2017 OPPS/ASCfinal rule (81 FR 79704-06), we finalized a
policy to allow excepted off-campus PBDs to relocate, temporarily or permanently, without
loss of excepted status, for extraordinary circumstances outside of the hospital’s control,
such as natural disasters, significant seismicbuilding code requirements, or significant
publichealth and publicsafetyissues.

Under the CMS IFC publishedinthe Federal Registeron May 8, CMS istemporarily
expandingthe extraordinary circumstances relocation exception policy duringthe PHE to
include both on-campus and excepted off-campus PBDs that relocate (or partially relocate)
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to new off-campus locations, including to any temporary expansion locations (such as other
sites or the patient’shome, as applicable), due to the PHE. This policy appliesto relocations
occurring on or after March 1, 2020 (85 FR 27560) and will last until the end of the PHE.
Further, CMS is streamliningthe process for relocating PBDs to seek an exception, and will
allow PBDs to immediately begin furnishingand billing for services at the new location while
the regional office isreviewingthe exceptionrequest.

New: 6/19/20

3. Question: How can a hospital apply for the temporary extraordinary circumstances
relocation exception for relocated on-campus and excepted off-campus provider-based
departmentsthat isin effectduring the PHE?

Answer: Under the second IFC, CMS established anew streamlined process for hospitals
seekinga temporary exception foran on-campus or excepted off-campus PBD that
relocates off-campus due to the PHE. We note that the relocation must not be inconsistent
with the state’s emergency preparedness or pandemic plan. Under the new streamlined
process:

New: 6/19/20

A. Hospitalscan begin furnishingservicesimmediatelyinthe relocated off-campus PBD
and bill for them usingthe “PO” modifier. This modifierindicatesthe service was
provided at an excepted off-campus PBD and is paid the OPPS payment rate.

B. Within120 days of beginningto furnish and bill for services at the relocated off-campus
PBD, the hospital must email the applicable CMS Regional Office with seven pieces of
information:

a) The hospital’s CCN;

b) The date the hospital began to furnish services at the new location;

c) The address of the original on-campus PBD or excepted off-campus PBD (or
partially relocated PBD, as applicable);

d) The new address(es) of the relocated PBD(s);

e) A briefdescription of the justification for the relocation, the role of the
relocationin the hospital’s operationsin addressing COVID-19, and why the new
PBD locationis appropriate for furnishing covered outpatientitems and services;

f) An attestationthat the relocation(s) is/are notinconsistent with the state’s
emergency preparedness or pandemic plan; and

g) A point of contact (name, title, telephone, email) at the hospital for the request.

C. Notethat, for hospitalsthat are relocating (or partially relocating) a single PBD to more
than one new location, the hospital may supply a single CCN, address of the original
PBD, justification and attestation, as long as the hospital indicates that they apply to all
of the new PBD relocation requests. Hospitals should encrypt the relocation request
information prior to sendingit to their CMS regional office by email.

Updated: 12/8/2020 pg. 36



(Cms

CENTERS FOR MEDICARE & MEDICAID SERVICES

D. If Medicare-certified hospitals will be renderingservicesinrelocated excepted PBDs, but
intend to bill Medicare for the services under the main hospital, no additional provider
enrollmentactions are required (for example, hospitals do not need to submitan
updated CMS-855A enrollmentform) for the off-campus relocated PBD during the
COVID-19 PHE.

The OMB Control Number for the Paperwork Reduction Act Notice for the temporary
extraordinary circumstances relocation request process is 0938-1376.
New: 6/19/20

4. Question: Under the temporary extraordinary circumstances relocation exception policy,
hospitals are required to provide certain information to their applicable CMS Regional
Office within 120 days of beginningto furnish and bill for care at the new location. What
email address should hospitals use for each region?

Answer: We have listed the appropriate email addresses for the Regional Offices here. Of
note, some of the regions are consolidated and thus have one email address representing
two regions:

e Boston and New York: OPOLE IFM BOSNY AR@cms.hhs.gov

e Philadelphia: OPOLE IFM PHI AR@cms.hhs.gov

e Atlanta: OPOLE IFM ATL AR@cms.hhs.gov

e Chicago and Kansas City: OPOLE IFM_CHIKCGP_AR®@cms.hhs.gov

e Dallas and Denver: OPOLE IFM DALDENGP AR@cms.hhs.gov

e San Francisco and Seattle- OPOLE IFM SFSEA AR@cms.hhs.gov
New:6/19/20

5. Question: Must a hospital that wishes to relocate a provider-based departmentapply for a
Temporary Extraordinary Circumstances Relocation Request? If not, if an on-campus or
excepted off-campus provider-based departmentrelocates and does not seeka Temporary
Extraordinary Circumstances Relocation Request, what modifier should the hospital include
on the claim line fora service provided at the relocated provider-based department?
Answer: A hospital does not needto submita temporary extraordinary circumstances
relocationrequestif it intends to bill the services provided as non-excepted services paid at
the PFS-equivalentrate. If an on-campus or excepted off-campus provider-based
departmentrelocates (includingtoa home) and does not seek a temporary extraordinary
circumstances relocation request, the hospital should bill services with the “PN” modifierso
that the services are paid the non-excepted PFS-equivalent rate.

New: 6/19/20
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6. Question: If an on-campus or excepted off-campus provider-based departmentappliesfora
Temporary Extraordinary Circumstances Relocation Request, what modifier should the
hospital include on the claim line for a service provided at the relocated department?
Answer: A hospital with an on-campus provider-based department (PBD) that relocates off-
campus (includingtoa home) for the PHE and appliesfora Temporary Extraordinary
Circumstances Relocation Request would bill for services provided by that department with
the “PO” modifier, which indicates a service was provided at an excepted off-campus PBD. It
would be paid the OPPS payment rate (includingthe reduced rate for visits at excepted off-
campus departments).

e A hospital with an excepted off-campus PBD that relocatesto a new off-campus location
(includingto a home) for the PHE and appliesfor a Temporary Extraordinary Circumstances
Relocation Request would continue to bill for services provided by that departmentwith a
“PO” modifierand be paid under the OPPS (includingthe reduced rate for clinicvisits at
excepted off-campus departments).

e Anon-exceptedoff-campusPBDis not eligible fora Temporary Extraordinary
Circumstances Relocation Request. The hospital would continue to bill services provided by
that departmentwiththe “PN” modifier.

Note: If a hospital is notified thatthe CMS Regional Office has deniedits Temporary
Extraordinary Circumstances Relocation Requestfor a relocated department, the hospital
should bill for services provided by that department with the “PN” modifier.

New: 6/19/20

7. Question: Under the new process to seek an extraordinary circumstances relocation
exceptionthatisinplace during the COVID-19 PHE, do hospitals need to submit a relocation
requestfor every locationto which its PBD relocates, includingin circumstances where the
excepted PBD relocates to several different patients’ homes?

Answer: Hospitals have 120 days from the date on which they begin furnishingservicesat a
relocated PBD to submit a temporary extraordinary circumstances relocation exception
request (85 FR 27561). As part of a relocation exceptionrequest, hospitals should notify
their CMS Regional Office by email of the addresses of the locationsto which its PBD
relocates. Hospitals are not required to submit a separate email for every relocation site.
Hospitals can send a requestthat includes all of the addresses to which the PBD relocated
over a period of weeks or months, rather than a single requestfor each location. The
hospital should also notify the Regional Office of the addresses of any patients’ homes to
which the PBD relocates if the hospital intends to be paid under the OPPSfor these services.
If a hospital chooses not to submita patient’s home address for an extraordinary
circumstances relocation request, the hospital can simply bill forservices provided at such
relocation site with the “PN” modifierand receive payment at the PFS-equivalentrate for
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those services.
New:6/19/20

8. Question: A hospital relocated an excepted PBD to a patient’s home duringthe PHE. If the
hospital wanted to be paidthe OPPS rate, must the hospital send all new PBD location
addresses (including a patient’saddress) to the CMS Regional Office as part of the
extraordinary circumstances relocationrequest?

Answer: Yes, a hospital would need to send each new PBD location address to CMS to seek
an extraordinary circumstances relocation exception and be paidthe OPPS rate. Hospitals
should not include any unnecessary personally identifiable information, such as beneficiary
name or diagnosis, on the relocation request. Hospitals should encrypt the relocation
requestinformation prior to sendingit to their CMS regional office by email.

New:6/19/20

9. Question: A hospital is relocating a single excepted PBD to several new locations and is
seekingan extraordinary circumstances exception. Otherthan the addresses and the dates
that care was first provided at the new PBD locations, all of the other pieces of information
requested by CMS are the same for each new PBD location. In this situation, can the
hospital submita list of the relocated PBD addresses (forexample, inan encrypted
Microsoft Excel file), as well as the date that care was firstdeliveredin each new location,
while the body of the relocation request email indicates that certain pieces of information
(e.g., the hospital’s CCN, the justification, and the attestation) apply to all of the new PBD
relocations containedin the Microsoft Excel file?

Answer: Yes. In circumstances where the hospital is relocating the same excepted PBD to
multiple new PBD locations, the hospital may identify that a single CCN, single address of
the original PBD location, single justification, single attestation, and single point of contact
apply to all of the new PBD locations without havingto copy those pieces of information for
each new location.

New:6/19/20

10. Question: A hospital has an excepted PBD that relocatedto a patient’s home during the PHE
and submitted an extraordinary circumstances relocation request withits CMS Regional
Office. Afterthis, the excepted PBD needed to relocate to the same patient’s home at least
one more time during the PHE. Does the hospital need to submit an extraordinary
circumstances relocation request every time the excepted PBD relocatesto the same
patient’shome address?

Answer: No. A PBD only needsto submita relocation requestfor a particular address once,
regardless of how oftenthe PBD provides services at that location.
New:6/19/20
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11. Question: A hospital has two different excepted PBDs that both relocate to the same
patient’s home duringthe PHE. Does the hospital need to submitan extraordinary
circumstances relocation request for each provider-based department?

Answer: Yes. Each PBD must submit a request for each location that it will be providing
services. The hospital may submit the requestfor each PBD to relocate to the patient’s
home addressin the same email (or separate emails) to the RO.

New: 6/19/20

12. Question: A hospital has to relocate its current on-campus or excepted off-campus
provider-based departmentto multiple new off-campus locations during the COVID-19
publichealth emergency. Isthis allowed duringthe COVID-19 publichealthemergency
(PHE) and does each location retain excepted status?

Answer: Yes. To provide additional flexibility, for purposes of addressing the PHE, hospitals
may divide theiron-campus or excepted off-campus PBD into multiple locations. That is, ifa
single excepted PBD location relocates to multiple off-campus PBD locations to provide
needed care during the COVID-19 PHE, it will be permissible forall of the off-campus PBDs
locationsto which the excepted PBD relocated to continue to bill under the OPPS under the
revised extraordinary circumstances policy that isin place during the COVID-19 PHE. We
note that hospitalsrelocatingthese departments should follow the process discussedin the
Q&A above to notify their CMS Regional Office within 120 days of beginningto furnishand
bill for servicesinthe relocated PBDs. In addition, underthe circumstances where the
hospital is relocatingan on-campus or excepted off-campus PBD to multiple locations, the
hospital should notify the CMS Regional Offices of the addresses for all new PBD locations.

Please note that in most cases we do not anticipate that excepted PBDs would needto
relocate into many different new locations. Rather, we anticipate in most cases that
relocations would be to a limited number of locations as needed to respond to the PHE ina
manner not inconsistent with the state’s emergency preparedness and pandemicplan, with
the exception being multiple relocations toaccommodate care in patient’s homes. We also
expectthat hospitals exercisingthis flexibility should be able to support that the excepted
PBD isstill the same PBD, just relocated into more than one location. For example, if the
excepted PBD was an oncology clinic, we would expectthat the relocated PBD(s) during the
PHE wouldstill be providing oncologic services, includingin the patient’s home to the
extentsuch location is made provider-based to the hospital.

New: 6/19/20

13. Question: A hospital relocated its existingon-campus or excepted off-campus provider-
based departmentduring the COVID-19 PHE. Instead of moving back, it wants to
permanently relocate the PBD to the new off-campus location. Will the relocated PBD still
be considered excepted afterthe publichealthemergency ends?

Answer: No. The temporary extraordinary circumstances exception policyistime-limited to
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the COVID-19 PHE to enable short-term hospital relocation of on-campus and excepted off-
campus provider-based departments toimprove access to care for patients. The temporary
extraordinary circumstances relocation policy ends when the COVID-19 PHE ends. For
hospitals that choose to permanently relocate these PBDs off-campus, they would be
considered “new” off-campus PBDs and therefore would be required to bill using the “PN”
modifierand would be paid the PFS-equivalent rate followingthe end of the COVID-19 PHE.

Followingthe COVID-19 PHE, hospitals may seek an extraordinary circumstances relocation
exception forexcepted off-campus locations that have permanently relocated, butthese
hospitalswould needto follow the standard extraordinary circumstances application
process we adoptedin CY 2017 and file an updated CMS-855A enrollmentformto reflect
the new address of the PBD. We note that hospitals should not rely on having relocated the
PBD duringthe COVID-19 PHE as the reason the PBD should be permanently excepted
followingthe end of the COVID-19 PHE. In other words, the fact that the PBD relocatedin
response to the COVID-19 pandemicwill not, by itself, be considered an “extraordinary
circumstance” for purposes of a permanent relocation exception. The CMS Regional Offices
will maintain discretion whetherto approve or deny these requests that apply after the
COVID-19 PHE, dependingon whetherthe relocation request meets the extraordinary
circumstances exception.

New:6/19/20

14. Question: A hospital wants to partially relocate an existing on-campus or excepted off-
campus provider-based departmentduringthe COVID-19 publichealth emergency (PHE) by
maintaining the existing PBD but starting one or more new off-campus PBD locations. Does
the new temporary extraordinary circumstances policy apply to these locations during the
COVID-19 PHE?

Answer: Yes. For purposes of the COVID-19 PHE, hospitals may relocate part of their on-
campus or excepted off-campus PBD to a new off-campus location while maintaining the
original PBD location. Said differently, if a single PBD relocates part of an excepted PBD to
one or more off-campus PBD locations, it would be permissible forthe original excepted
PBD location, as well as the relocated off-campus PBD location(s) of that excepted PBD, to
continue to bill underthe OPPS under the revised extraordinary circumstances policy that is
in place during the COVID-19 PHE so longas the extraordinary circumstances policy in effect
during the COVID-19 PHE is followed.

New: 6/19/20

15. Question: A hospital wants to relocate one of its on-campus or excepted off-campus
provider-based departmentsto a patient’s home to be able to furnish care in the home
during the COVID-19 publichealth emergency. Can the patient’shome be considereda
relocated provider-based department during the public health emergency? Does that
relocation fall under the new temporary extraordinary circumstances relocation policy?
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Answer: Yes, the patient’s home can be considered a relocated hospital PBD duringthe
COVID-19 PHE. Under the Hospital Without Walls initiative, CMS waived the requirements
for beinga provider-based department of the hospital in 42 CFR 413.65, as well as certain
(but not all) Medicare conditions of participationin § 482.41 and 485.623, to facilitate the
availability of temporary expansionlocations. These waivers allow hospitals to create
temporary expansion locations to broaden access, and expansionsites can include tents,
convention centers, and patients’ homes, as long as the hospital can continue to meet the
conditions of participation that remainin effectduring the COVID-19 PHE.

Importantly, these waivers do not determine whethera new temporary expansionlocation
that isa provider-based departmentis excepted or non-excepted for purposes of Section
603 of the Bipartisan Budget Act of 2015 (“Section 603”). As a result, if the hospital
considers the patient’shome a new PBD, it would be non-excepted for purposes of Section
603. However, if the hospital considers the patient’shome a relocated (or partially
relocated) PBD, and the Regional Office approves the relocation under the temporary
extraordinary circumstances exception policyin effectduringthe COVID-19 PHE (and
discussedin more detail inthe other FAQs), the PBD would be considered excepted and the
hospital could add the “PO” modifierto claims for services furnished at that location and
would be paid the full OPPS rate.

New:6/19/20

16. Question: A hospital has relocated an on-campus or excepted off campus provider-based
department (PBD) during the COVID-19 PHE under the temporary extraordinary
circumstances exception policy. What billing rules do these locations need to follow? Do the
“CR” or “DR” modifiers needto be appliedto OPPS claims for services furnished at the new
location(s)?

Answer: Hospitals should add the “CR” and “DR” modifiersto all claims as applicable where
a CMS waiverwas necessary, including claims for services furnished at relocated PBDs that
are acting as temporary expansions locations during the COVID-19 PHE.

We also note that if Medicare-certified hospitals will be rendering servicesinrelocated
excepted PBDs, but intend to bill Medicare for the services underthe main hospital, no
additional providerenrollmentactions are required (for example, hospitals do not need to
submitan updated CMS-855A enrollmentform) for the off-campus relocated PBDs during
the COVID-19 PHE. Followingthe COVID-19 PHE, hospitals may seekto make a relocated
PBD permanent. If the hospital wishes to retain excepted statusfor its PBD that is
permanently relocating, the hospital could seek an extraordinary circumstances relocation
exception forexcepted off-campus locations that have permanently relocated. These
hospitalswould need to follow the standard extraordinary circumstances application
process we adoptedin CY 2017 and file an updated CMS-855A enrollmentformto reflect
the new address of the PBD.
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New:6/19/20

17. Question: The state government, U.S. Army Corps of Engineers, or other governmental
entity established anew care location in our area by repurposing and retrofittinga
convention center, gymnasium, tentor other site for patientcare. See 42 C.F.R. 411.8(b)(4).
Followingits development, our hospital has been brought in to operate and staff thissite
with our clinicians. Can we bill Medicare for the facility and professional services our
organization providesthere? If so are there reporting or billing rules that determine how
thisisdone?

Answer: Under CMS’ Hospital Without Walls initiative, Medicare-enrolled hospitals that
assume the majority operations of temporary expansion locations—including gymnasiumes,
tents, convention centers, and others—that were builtor retrofitted by a publicentity can
bill Medicare for coveredinpatientand outpatient hospital services provided to Medicare
beneficiaries atthose temporary expansion locations. The hospital that operates the
temporary expansionlocation(s) would need to continue to meet the conditions of
participationthat remainin effect during the COVID-19 PHE. Hospitals may relocate PBDs to
these locations. Hospitals would need to follow existing rules to bill under the applicable
Medicare payment system depending on whetherthey provided outpatient care or
inpatient care. Hospitals should add the “DR” condition code to inpatientand outpatient
claims for patients treated intemporary expansionsites during the PublicHealth
Emergency. Similarly, Medicare enrolled practitioners can bill Medicare for furnishing
covered professional services to Medicare beneficiariesinthese temporary expansionsites.
Practitionersshould use the applicable place of service code dependingonwhetherthe
temporary expansionsite isbeingused to furnish outpatient or inpatient care. Also,
practitioners should add the modifier “CR” to professional claims for patients treated in
temporary expansionsites duringthe PublicHealth Emergency.

New: 6/19/20

H. Hospital Outpatient Therapeutic Services Furnished In Temporary

Expansion Locations

1. Question: Can hospital outpatienttherapy, education, and training servicesthat can be
furnished otherthan in person be furnishedina temporary expansion location (which may
be the patient’shome) that is a PBD of the hospital duringthe PHE?
Answer: Yes, as long as facility staff can effectively furnish these services using
telecommunication technology, the hospital service does not require the clinical staff and
patientto bein the same locationto furnishthe service, the patientis registered as an
outpatient of the hospital, and the service is furnished under the physician's overall direction
and control. CMS has already stated that section 1135 blanket waiversin effectduringthe
COVID-19 PHE allow the hospital to considerthe patient’s home, and any other temporary
expansion location operated by the hospital during the COVID-19 PHE, to be a PBD of the
hospital, so long as the hospital can ensure the locations meetall of the conditions of
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participation, to the extent not waived.

To facilitate publicunderstanding of the types of services we believe can be furnished by the
hospital to a patientin the hospital (including the patient’shome if itis provider-based) using
telecommunications technology, we have provided on our website a list of the outpatient
therapy, counseling, and educational services that hospital staff can furnishincidentto a
physician’s or qualified non-physician practitioner’s service duringthe COVID-19 PHE to a
beneficiaryintheirhome or other temporary expansion location, that functionsas a
provider-based department of the hospital when the beneficiaryisregistered as an
outpatient of the hospital, usingtelecommunications technology. We note that this list may
not include every service that fallsinto this category. We intend to update the list
periodically, tothe extentthat would be helpful forpublicawareness. The listis available at
https://www.cms.gov/about-cms/emergency-preparedness-response-operations/current-
emergencies/coronavirus-waivers.

We note that hospitals may bill forthese servicesas if they were furnishedinthe hospital
and consistent with any specificrequirements for billing Medicare in general, including any
relevant modificationsin effect duringthe COVID-19 PHE.

New:6/19/20

2. Question: Can hospitals bill forservicesthat are furnished by clinical staff under a physician’s
or qualified non-physician practitioner’s orderthat do not require professional work by the
physician or qualified non-physician practitioner, when furnished by the hospital in the
patient’s home that is provider-based to the hospital and are not separately billable under
the PFS?

Answer: Yes, the flexibilities that existduringthe COVID-19 PHE enable hospitalsto furnish
these clinical staff servicesin the patient’shome as a provider-based outpatient
departmentand to bill and be paid for these services as Hospital Outpatient Department
(HOPD) serviceswhenthe patientis registered as a hospital outpatient. The service must be
furnished underthe physician's overall direction and control. Hospitals should bill for these
services as they ordinarily bill for services along with any specificbillingrequirements for
relocating PBDs specificto billingduringa COVID-19 PHE. That is, hospitals should bill as if
the serviceswere furnishedinthe hospital, includingappending the PO modifierfor
excepteditemsand servicesand the PN modifierfornon-excepted servicesandthe DR
condition code. The DR condition code is used by institutional providers only, at the claim
level, when all of the services/items billed on the claim are related to a COVID-19 waiver.
The CR modifieris used by both institutional and non-institutional providers toidentify Part
B lineitem services/itemsthatare related to a COVID-19 waiver.

During the time period that the patientis receivingservices from the hospital clinical staff as
a registered outpatient, the patient’s place of residence cannot be considered a home for

Updated: 12/8/2020 0g. 44


https://www.cms.gov/about-cms/emergency-preparedness-response-operations/current-emergencies/coronavirus-waivers
https://www.cms.gov/about-cms/emergency-preparedness-response-operations/current-emergencies/coronavirus-waivers

(Cms

CENTERS FOR MEDICARE & MEDICAID SERVICES

purposes of home health agency (HHA) services. The hospital should be aware if the patient
is undera home health plan of care and must not furnish servicesto the patient that could
be furnished by the HHA while the plan of care is active. That is, to the extentthat there s
some overlap between the types of servicesa HHA and a HOPD can provide, and the patient
has a current home health plan of care, the hospital should only furnish services that cannot
be furnished by the HHA.

New: 6/19/20

3. Question: When a physician or practitioner who ordinarily practices in the HOPD furnishesa
telehealth service toa patientwho islocated at home, can the hospital bill an originating
site fee?

Answer: When a registered outpatient of the hospital isreceivinga telehealth service, the
hospital may bill the originatingsite facility fee to support such telehealth services furnished
by a physician or practitioner who ordinarily practices there and bills for the telehealth
service thatis or would otherwise be furnished in the hospital outpatient department. This
includes patients who are at home, when the home is made provider-based to the hospital
(which means that all applicable conditions of participation, to the extent not waived, are
met).

New:6/19/20

|. Partial Hospitalization Program (PHP) Services

1. Question: Will the flexibilities that CMS isannouncing in thisrule allow hospitals and
CMHCs to provide PHP servicesin the home while the patientis registered as an
outpatient?

Answer: Effective as of March 1, 2020, and for the duration of the COVID-19 PHE, consistent
with the goals of infection control and maintainingaccess, hospitalsand CMHCs will be
permitted to provide certain PHP services remotely using telecommunicationtechnologyin
a temporary expansion location of the hospital or CMHC that meetsall applicable
conditions of participation to the extent not waived, and which may include the patient’s
home to the extentitis made provider-basedtothe hospital or an extension of the CMHC.
The followingtypes of services—to the extentthey were already billable as PHP servicesin
accordance with existing codingrequirements priorto the COVID-19 PHE—can now be
furnished to beneficiaries by facility staff using telecommunications technology during the
COVID-19 PHE: (1) individual psychotherapy; (2) patient education; and (3) group
psychotherapy. The services must be withina practitioner’s scope of practice and in
accordance with coding and documentation requirements. Because of the intensive nature
of PHP, we expect PHP servicesto be furnished usingtelecommunications technology
involving both audio and video. However, we recognize that in some cases beneficiaries
might not have access to video communication technology. In order to maintain beneficiary
access to PHP services, onlyin the case that both audio-video technology is not possible can
the service be furnished exclusively with audio.
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New:6/19/20

2. Question: Is CMS waivingor modifyingany otherrequirements for the partial
hospitalization program such as the plan of treatment or recertification requirements?
Answer: No. All other PHP requirements are unchanged and still in effect. Patientsreceiving
partial hospitalization services mustbe under an individualized plan of treatment as
previously establishedinregulations. Nothingabout furnishing services remotely changes
the requirementthat all services furnished underthe PHP require an order by a physician,
must be supervised by a physician, must be certified by a physician, and must be furnished
by a clinical staff member working within his or her scope of practice. .

New:6/19/20

3. Question: How should partial hospitalization services thatare furnished remotely during
the PublicH