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Do Not Resubmit Claims Held Due to Recent Change in 2010 
Medicare Physician Fee Schedule 

As a result of the Preservation of Access to Care for Medicare 
Beneficiaries and Pension Relief Act of 2010, the Medicare Physician 
Fee Schedule (MPFS) has finally been updated to apply a 2.2 percent 
increase for dates of service June 1, 2010 through November 30, 2010. 
CMS required contractors to start processing claims with the new rates 
no later than July 1, 2010. 

As reported previously in the IMM Insight, prior to the passage of the 
new law, CMS required contractors to begin paying claims at the 
negative 21 percent MPFS rate starting with June 1st dates of service. A 
few checks were issued before the new law came into effect.  At the 
direction of CMS, the carriers will automatically reprocess these claims 
using the new 2.2 percent fee schedule. Providers do not need to take 
any action to have these claims reprocessed. 

For claims held due to the upgrade of the MPFS, National Government 
Services (NGS) will process claims first in/first out, processing the oldest 
claims first. As a reminder, claims received for services rendered prior to 
June 1, 2010 will continue to be processed using the previously 
established zero percent MPFS. 

If you feel your claim is taking an extended period of time to process, 
NGS encourages all providers to check the status of claims using the 
interactive voice response (IVR) system prior to resubmitting. The 
IVR will inform you of the status of your accepted claim. If your claim is 
pending, do not resubmit another claim until you know the status of 
your original submission.  If your original claim is pending and you have 
not received your remittance advice (RA), by submitting the claim(s) 
again, you may receive the duplicate claim denial before you receive the 
RA for the first submission detailing the payment or denial of services.  

The IVR phone number for Indiana is 866-250-5665. You can find the 
Part B IVR User Guide,  IVR Navigation Guide,  and the Part B 
Touch-Tone Card/Eligibility Checklist  (249 MB) on the interactive 
voice response system section of the NGS Web site. 
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CMS to Review PECOS Enrollment Process  

The Centers for Medicare & Medicaid Services (CMS) 

is working with providers to address concerns about 

enrollment in the Provider Enrollment, Chain and 

Ownership System (PECOS) to ensure that Medicare 

beneficiaries continue to receive the health care 

services and items they need.  PECOS is the electronic 

system used to enroll physicians and eligible 

professionals into the Medicare program.  

As part of those efforts CMS will, for the time being, not 

implement changes that would automatically reject 

claims based on orders, certifications, and referrals 

made by providers that have not yet had their 

applications approved by July 6, 2010.   While more 

than 800,000 physicians and other health professionals 

have enrolled and have approved applications in the 

PECOS system, some providers have encountered 

problems.  CMS is continuing to update and streamline 

the process. 

CMS issued an interim final regulation on May 5, 2010 

implementing provisions of the Affordable Care Act that 

permit only a Medicare enrolled physician or eligible 

professional to certify or order home health services, 

durable medical equipment, prosthetics, orthotics, and 

supplies (DMEPOS), and certain items and services 

under Medicare Part B.  The new law applies to orders, 

referrals and certifications made on or after July 1.   

The Affordable Care Act provisions and the regulation 

were designed as steps to prevent fraud in Medicare 

by ensuring that only eligible and identifiable providers 

and suppliers can order and refer covered items and 

services to Medicare beneficiaries.  

While the regulation will be effective July 6, 2010, CMS 

will not implement automatic rejections of claims 

submitted by providers that have attempted to enroll in 

PECOS.  However, until the automatic rejections are 

operational, providers should not see any change in 

the processing of submitted claims. They will continue 

to be reviewed and paid as they have historically been 

reviewed and paid.  

CMS to Expand Preventive Services and Improve Access to Primary Care in 2011 

The Centers for Medicare & Medicaid Services (CMS) issued a proposed rule on June 25, 2010, that would 

implement key provisions in the Affordable Care Act of 2010 that expand preventive services for Medicare 

beneficiaries, improve payments for primary care services, and promote access to health care services in rural 

areas.  The proposed policies would apply to payments under the Medicare Physician Fee Schedule (MPFS) for 

services furnished on or after January 1, 2011. 

The proposed rule would implement provisions in the Affordable Care Act that will eliminate out-of-pocket costs for 

beneficiaries for most preventive services, including the new annual wellness visit.  This visit augments the 

benefits of the Initial Preventive Physical Examination (IPPE) with an annual wellness visit that allows the 

physician and patient to develop a personalized prevention plan that includes not only the preventive services 

generally available to the Medicare population, but additional services that may be appropriate because of the 

patient’s individual risk factors. 

The proposed rule would improve access to primary care services by implementing a 10 percent payment bonus 

to some primary care practitioners with more than 60 percent of their Medicare allowed charges attributable to a 

defined set of nursing home and outpatient visits.  Physicians, nurse practitioners, clinical nurse specialists and 

physician assistants will be eligible for the incentive.  The proposed rule would also implement a 10 percent 

payment bonus for general surgeons performing major surgery in areas designated by the Secretary as Health 

Professional Shortage Areas (HPSAs), would allow physician assistants to order post-hospital extended care 

services in skilled nursing facilities, and would pay certified nurse midwives for their services under the MPFS at 

the same rates as physicians.   

The proposed rule is available at http://www.federalregister.gov/inspection.aspx#special. 

 

http://www.federalregister.gov/inspection.aspx#special


   Frequently asked Questions related to HIPAA 

Is it necessary to get a signed authorization to 
release medical records when a patient requests 
records/PHI be sent via email? 

HIPAA does not require an authorization to release PHI 
to the individual.  

Also, HIPAA does not prohibit sending patient 
information through e-mail; however, HIPAA does require 
that you take reasonable precautions to protect the 
confidentiality of patient information and encrypt the 
information where appropriate.   Remember to use 
SECURE: or PHI: in the email subject line.  If it is 
necessary to send patient information by e-mail, it should 
be limited to only that information which is necessary.   

Practices which email patients must follow the policies 
and procedures as outlined in 844 IAC 5-3 (“Appropriate 
Use of the Internet in Medical Practice”).  

   http://www.in.gov/legislative/iac/T08440/A00050.PDF 
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HCPCS Quarterly Update 

The Centers for Medicare & Medicaid Services recently 

released its quarterly update to the Healthcare Common 

Procedure Coding System (HCPCS) code set.  New codes 

relative to Ortho and Infectious Disease are listed below.  A 

complete list of changes and effective dates can be found at: 

http://www.cms.hhs.gov/HCPCSReleaseCodeSets/02_HCPCS_Qu

arterly_Update.asp.  

 G0428 - Collagen meniscus implant procedure for filling 
meniscal defects (e.g., CMI, collagen scaffold, Menaflex) 

 G0429 - Dermal filler injection(s) for the treatment of 
facial lipodystrophy syndrome (LDS) (e.g., as a result of 
highly active antiretroviral therapy) 

 G0432 - Infectious agent antibody detection by enzyme-
linked immunosorbent assay (ELISA) technique antibody, 
HIV-1 or HIV-2 screening   

 G0433 - Infectious agent antibody detection by enzyme-
linked immunosorbent assay (ELISA) technique, 
antibody, HIV-1 or HIV-2 screening  

 G0435 - Infectious agent detection by rapid antibody test 
of oral mucosa transudate, HIV-1 or HIV-2 screening 

 

Responding to Record Requests 

With an ever-increasing number of medical 

record requests from auditors and attorneys, 

now is a good time for your practice to brush up 

on how to respond to these requests. 

Inappropriate release of patient information can 

result in the physician being held liable for 

damages.   

 Identify one person in the office to review 

and respond to requests. 

 Send copies.  

 Written authorization from the patient must 

be HIPAA compliant and dated within one 

year. 

 You can generally release information with 

an authorization request from a custodial 

parent unless the minor was allowed to 

receive treatment with no parental consent 

(check state law).  Review state law for non-

custodial parents. 

 You can release information with an 

authorization request from a guardian only 

after verifying the guardian’s authority. 

 You can release information for a subpoena 

if the patient’s authorization has been 

included.  Make sure the subpoena is in your 

jurisdiction and delivered according to state 

law. 

 A subpoena or attorney’s request without 

patient authorization requires further 

investigation. 

 Physician may request additional information 

or file a protective order if unsure. 

 Seek counsel if in doubt. 

 Only send the requested information! 

 

http://www.in.gov/legislative/iac/T08440/A00050.PDF
http://www.cms.hhs.gov/HCPCSReleaseCodeSets/02_HCPCS_Quarterly_Update.asp
http://www.cms.hhs.gov/HCPCSReleaseCodeSets/02_HCPCS_Quarterly_Update.asp

