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Section 3628.1, Screening Pap Smears and Screening Pelvic Examinations, is manualizing, CR 
2637, dated May 2, 2003, Program Memorandum AB-03-054, to include the addition of low risk 
diagnosis codes to the benefit.  These codes now include V76.2, V76.47 and V76.49.  
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EXHIBIT 3 
 
Laboratory Services Furnished To A Medicare Beneficiary In An SNF 
 
 
Patient in Part A stay (who also has Part B coverage) 
 
o Furnished by SNF  SNF bills intermediary.  Payment is made as part of  
      the SNF PPS payment. 
 
o Furnished under  Hospital bills SNF.  SNF bills intermediary. 
 arrangements by  Payment is made as part of the SNF PPS payment. 
 hospital with 
 transfer agreement 
 with SNF 
 
o Furnished by any  SNF bills intermediary.  Payment is made as part. 
 other lab, including  of the SNF PPS payment 
 another SNF or  
 hospital with 
 out a transfer 
 agreement with 
 the SNF 
 
Patient not in Part A stay who has Part B coverage 
 
o Furnished by SNF  SNF bills intermediary.  Payment is made on  
 “on-house” lab  the Clinical Diagnostic Laboratory Fee Schedule. 
 
o Furnished by any  SNF bills intermediary.  Payment is made on 
 other lab, including  the Clinical Diagnostic Laboratory Fee Schedule. 
 another SNF    
 or any hospital  
 
SNF outpatient 
 
o Furnished by   SNF bills intermediary.  Payment is made on 
 "in-house" lab   the Clinical Diagnostic Laboratory Fee Schedule.  
 or any other lab    
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3628.1 Screening Pap Smears and Screening Pelvic Examinations.-- 
 
 A. Screening Pap Smear.--Effective, January 1, 1998, §4102 of the Balanced Budget Act 
(BBA) of 1997 (P.L. 105-33) amended §1861(nn) of the Social Security Act (the Act) (42 USC 
1395X(nn) to include coverage every 3 years for a screening Pap smear or more frequent coverage 
for women (1) at high risk for cervical or vaginal cancer, or (2) of childbearing age who have had a 
Pap smear during any of the preceding 3 years indicating the presence of cervical or vaginal cancer 
or other abnormality.  Effective July 1, 2001, the Consolidated Appropriations Act of 2001 (P.L. 
106-554) modifies §1861 (nn) to provide Medicare coverage for biennial screening Pap smears.  
Specifications for frequency limitations are defined below. 
 

1. Coverage.--For claims with dates of service from January 1, 1998, through June 30, 
2001, screening Pap smears are covered when ordered and collected by a doctor of medicine or 
osteopathy (as defined in §1861(r)(l) of the Act), or other authorized practitioner (e.g., a certified 
nurse midwife, physician assistant, nurse practitioner, or clinical nurse specialist, who is authorized 
under State law to perform the examination) under one of the following conditions: 

 
   o The beneficiary has not had a screening Pap smear test during the preceding 3 
years (i.e., 35 months have passed following the month that the woman had the last covered Pap 
smear).  Use one of the following ICD-9-CM codes V76.2, V76.47 or V76.49; or 
 
   o There is evidence (on the basis of her medical history or other findings) that she 
is of childbearing age and has had an examination that indicated the presence of cervical or vaginal 
cancer or other abnormalities during any of the preceding 3 years; or that she is at high risk of 
developing cervical or vaginal cancer (use ICD-9-CM code V15.89, other specified personal history 
presenting hazards to health).  The high risk factors for cervical and vaginal cancer are: 
 

Cervical Cancer High Risk Factors: 
 

-- Early onset of sexual activity (under 16 years of age); 
 

-- Multiple sexual partners (five or more in a lifetime); 
 

-- History of a sexually transmitted disease (including HIV infection); and 
 

-- Fewer than three negative or any Pap smears within the previous 7 years. 
 

Vaginal Cancer High Risk Factors: 
 

-- DES (diethylstilbestrol) - exposed daughters of women who took DES 
during pregnancy. 
 
The term “woman of childbearing age” means a woman who is premenopausal, and has been 
determined by a physician, or qualified practitioner, to be of childbearing age, based on her medical 
history or other findings.  Payment is not made for a screening Pap smear for women at high risk or 
who qualify for coverage under the childbearing provision more frequently than once every 11 
months after the month that the last screening Pap smear covered by Medicare was performed. 
 
For claims with dates of service on or after July 1, 2001, when the beneficiary does not meet the 
criteria noted above for an annual screening Pap smear, pay for a screening Pap smear only after at 
least 23 months have passed following the month during which the beneficiary received her last 
covered screening Pap smear.  All other coverage and payment requirements remain the same. 
 

2. HCPCS Coding.--The following HCPCS codes are used for screening Pap smears: 
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 o Cervix (for example, general appearance, lesions or discharge); 
 

 o Uterus (for example, size, contour, position, mobility, tenderness, consistency, 
descent, or support);  

 
   o Adnexa/parametria (for example, masses, tenderness, organomegaly, or 
nodularity); and 
 

 o Anus and perineum. 
 

1. Coverage.--For claims with dates of service from January 1, 1998, through June 30, 
2001, Medicare Part B pays for a screening pelvic examination if it is performed by a doctor of 
medicine or osteopathy (as defined in §1861(r)(1) of the Act), or by a certified nurse midwife (as 
defined in §1861(gg) of the Act), or a physician assistant, nurse practitioner, or clinical nurse 
specialist (as defined in §1861(aa) of the Act) who is authorized under State law to perform the 
examination.  This examination does not have to be ordered by a physician or other authorized 
practitioner. 
 
Payment may be made for a screening pelvic examination performed on an asymptomatic woman 
only if the individual has not had a screening pelvic examination paid for by Medicare during the 
preceding 35 months following the month in which the last Medicare covered screening pelvic 
examination was performed.  Use one of the following ICD-9-CM codes V76.2, V76.47 or V76.49.  
Exceptions are as follows: 
 
  o Payment may be made for a screening pelvic examination performed more 
frequently than once every 35 months if the test is performed by a physician or other practitioner and 
there is evidence that the woman is at high risk (on the basis of her medical history or other findings) 
of developing cervical cancer, or vaginal cancer.  (Use ICD-9-CM code V15.89, other specified 
personal history presenting hazards to health.)  The high risk factors for cervical and vaginal cancer 
are: 
 

  Cervical Cancer High Risk Factors: 
 

  -- Early onset of sexual activity (under 16 years of age); 
  -- Multiple sexual partners (five or more in a lifetime); 

-- History of a sexually transmitted disease (including HIV infection 
-- Fewer than three negative or any Pap smears within the previous 7 years. 

 
    Vaginal Cancer High Risk Factors: 
 
    -- DES (diethylstilbestrol) - exposed daughters of women who took DES 
during pregnancy. 
 

 o Payment may also be made for a screening pelvic examination performed more 
frequently than once every 36 months if the examination is performed by a physician or other 
practitioner, for a woman of childbearing age, who has had such an examination that indicated the 
presence of cervical or vaginal cancer or other abnormality during any of the preceding 3 years.  The 
term “women of childbearing age” means a woman who is premenopausal, and has been determined 
by a physician, or qualified practitioner, to be of childbearing age, based on her medical history or 
other findings.  Payment is not made for a screening pelvic examination for women at high risk or 
who qualify for coverage under the childbearing provision more frequently than once every 11 
months after the month that the last screening pelvic examination covered by Medicare was 
performed. 
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For claims with dates of service on or after July 1, 2001, if the beneficiary does not qualify for an 
annual screening pelvic exam as noted above, pay for the screening pelvic exam only after at least 23 
months have passed following the month during which the beneficiary received her last covered 
screening pelvic exam.  All other coverage and payment requirements remain the same. 
 
  2. HCPCS Coding.--The following HCPCS code is used for screening pelvic 
examinations: 
 

o G0101--Cervical or vaginal cancer screening pelvic and clinical breast 
examination. 
 
  3. Payment.--Screening pelvic examinations are paid as follows when provided in a: 
 
   o Hospital outpatient department--payment is under the outpatient prospective 
payment system (OPPS); 
 
   o A skilled nursing facility (SNF) or comprehensive outpatient rehabilitation 
facility (CORF)--payment is under the Medicare Physician Fee Schedule; 
 
   o A critical access hospital (CAH)--payment is made on a reasonable cost basis; or 
 
   o RHCs/FQHCs--payment is made on an all inclusive rate for the professional 
component; or based on the providers payment method for the technical component.  (See subsection 
4 below for proper billing by RHC/FQHCs for the professional and technical components of a 
screening pelvic examination.) 
 
The Part B deductible for screening pelvic examinations is waived effective January 1, 1998.  
Coinsurance applies. 
 
  4. Billing Requirements.--The applicable bill types for a screening pelvic examination 
(including breast examination) are 12X,13X, 14X, 22X, 23X, and 85X.  The applicable revenue code 
is 0770.  (See below for RHCs and FQHCs.) 
 
The professional component of a screening pelvic examination furnished within an RHC/FQHC by a 
physician or non-physician is considered an RHC/FQHC service.  RHCs and FQHCs bill you under 
bill type 71X or 73X for the professional component along with revenue code 052X. 
 
The technical component of a screening pelvic examination is outside the scope of the RHC/FQHC 
benefit.  If the technical component of this service is furnished within an independent RHC or free-
standing FQHC, the provider of that technical service bills the carrier on Form CMS-1500. 
 
If the technical component of a screening pelvic examination is furnished within a provider-based 
RHC/FQHC, the provider of that service bills you under bill type 13X, 14X, 22X, 23X, or 85X as 
appropriate using their outpatient provider number (not the RHC/FQHC provider number since these 
services are not covered as RHC/FQHC services).  The appropriate revenue code is 0 770. 
 
When a claim is received for a screening pelvic examination (including a clinical breast 
examination), performed on or after January 1, 1998, report special override Code 1 in field 65j 
“Special Action” of the CWF record to avoid application of the Part B deductible. 
 

C. Screening Pap Smears and Screening Pelvic Examinations.-- 
 
  1. CWF Edits.--CWF will edit for screening Pap smear and/or screening pelvic 
examination performed more frequently than allowed according to the presence of high risk factors. 
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