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Discussion Details

Immunization Coding

There are four different types of immunization administration codes. Each of these has a specific definition for its use and it is important to note these definitions when providing immunizations.

906465/90466

Use the 90465 code for the first administration and 90466 for each additional vaccine administered. Only use this code for patients 8 and under when the practitioner provides face-to-face counseling of the patient during the administration. This administration includes:

· Percutaneous

· Intradermal

· Subcutaneous,

· Or intramuscular injection.

90467/90468

Use the 90467 code for the first administration and 90468 for each additional vaccine administered. This code is also used only for patients 8 and under when the practitioner provides face-to-face counseling of the patient during the administration. This includes intranasal or oral routes of administration

90471/90472
Use the 90471 code for the first administration and 90472 for each additional vaccine administered. These codes are used for immunization administration by:

· Percutaneous

· Intradermal

· Subcutaneous,

· Or Intramuscular injection

90473/90474

Use the 90473 code for the first administration and 90474 for each additional vaccine administered. These codes are used for immunization administration by intranasal or oral routes of administration.

In the case of intranasal/oral and injected vaccines on the same visit, there would only be one initial administration code used. For example, you would code either 90471 and 90474 or 90473 and 90472 depending on the total number of additional vaccines. If there were more than two vaccines provided and there was only one intranasal/oral vaccine administered it would be appropriate to code 90473 for the first administration and use 90472 for each additional injected vaccine.

An Evaluation and Management code should only accompany immunization administration if there is a separately identifiable reason. An office visit code would not be included if only immunizations are provided during the visit. If an office visit code is included on the claim, it must have a diagnosis other than needed for vaccination to support it and for an insurance carrier to consider it for payment.

(Side bar: Each of your administration codes should be accompanied by a vaccine CPT as well. Many insurance companies will not pay an administration without knowing the vaccine CPT code)

Medicaid reimburses each Injected Immunization Administration at $7 and each intranasal/oral immunization at $3.  Many commercial carriers reimburse these between $16-$25 depending on the carrier.
If there are standing orders in place for MA/RN’s to provide immunizations, the patient does not need to be established by a PA/NP/DO/MD prior to that visit. If the initial visit for a patient is immunizations only, their next visit for anything other than immunizations would be coded as a new patient CPT code specific to the service provided (i.e. E/M or physical exam).  
Preventive Counseling – E/M – Health and Behavior Assessment Intervention Use
Evaluation and Management (E/M) (99201-99215) office visit codes are for use when a patient presents with a problem that needs to be evaluated and managed.  E/M codes should always have a diagnostic problem that is being reviewed, treated and/or managed.  The first problem visit should always be initially assessed by a PA/NP/DO/MD and not by a MA/RN. If there is follow up (i.e. additional lab testing, asthma treatments, etc.) that the patient needs to return for, it is appropriate for the MA/RN to provide those ordered tests or procedures if they fall within their scope of service. Each new diagnosis needs to be made by the PA/NP/DO/MD prior to a MA/RN providing follow up. All documentation should support the level of office visit chosen.
Appropriate diagnosis codes to be used with Preventive Counseling (99401-99412) are V-codes, such as V65.3 (Dietary Surveillance and Counseling), V65.4X (Other counseling, the fifth digits of this set include many reasons for counseling). Other V codes may be appropriate, but it is important to remember these codes are for use when there is no specific diagnostic reason for the visit other than health promotion or risk factor reduction.

Preventive counseling, also considered risk factor reduction intervention, should only be coded when the patient does not present with a diagnosed problem. These codes are for use in the prevention of illness or injury or for the purpose of promoting health. If the patient has a diagnosed problem, the visit would be considered an evaluation and management visit and any counseling done would be included in the office visit.

When E/M documentation is not met and preventive counseling does not apply there are other codes that may be appropriate for use.  Health and Behavior Assessment and Intervention (96150-96155) codes may be more appropriate for education specific to a diagnosis that is meant to change behaviors related to a diagnostic problem.  
More than one visit on the same day

If a patient presents more than once in the same day to the same provider it is all considered one visit and should not be counted as two separate visits on the same day.  Documentation should be added to the initial charting (indicating a return to the clinic for additional work up) and the level of the E/M used initially can be changed to indicate the additional complexity if necessary. Any additional procedures performed or diagnoses that may need to be added can be added to the initial encounter and all should be billed as one visit. 
This link provides an article discussing a patient returning for additional asthma treatments (the example discussed on the call). 
http://www.pediatricannalsonline.com/view.asp?rid=32500
After hours coding

BCBSM has recently notified providers that they have begun paying after hour CPT codes in addition to services provided to practitioners when they see a patient before 8 a.m. and/or after 5 p.m.  
99050 – Services provided in the office at times other than regularly scheduled office hours, or days when the office is normally closed (e.g. Holidays, Saturday or Sunday), in addition to basic service.

99051 – Services provided in the office during regularly scheduled evening weekend or holiday office hours, in addition to basic service.

If the regular office hours include times prior to 8 a.m. or after 5 p.m. (or holidays) it is appropriate to include 99051 on the claim.  If the office would not normally be open the 99050 would be appropriate.  BCBSM requires that a modifier -25 be included on the office visit line as well as the after hours code line for this to be paid.  BCBSM reimburses around $20 in addition to the other payable services billed. Medicaid and most commercial carriers do not cover this code as of now but it can still be included on your claims.
ICD-9 Updates
Several diagnostic codes were updated as of 10/01/08.  Some of these that may affect your coding are:
Headache codes were added to provide more specificity.  These calls all fall into the 339.XX code set. Additionally many Migraine codes were added to the 346.0X code set.

Hematuria was made more specific.  599.7 is no longer an active code, 599.70 (Hematuria Unspecified), 599.71 (Gross hematuria), and 599.72 (Microscopic hematuria) were added codes.

Fever codes were added to provide more specificity. 780.6 is no longer an active code.  There are several new codes under the 780.6X code set.

Family disruption was made more specific.  V61.0 is no longer active.  There are several new codes under the V61.0X code set.

There were a great deal of changes aside from these, so as always, it is important to consult your ICD-9 book for the most specific diagnosis available.  The more specific the code the less likely the chance for rejection and/or delay of payment. It is recommended that you avoid diagnoses categorized “unspecified” unless you truly can’t be any more specific. 
It is also important to remember to justify your procedures with a diagnosis that supports it.  For example, coding for a urinalysis with a diagnosis unrelated to urinary symptoms will likely not result in payment of that UA (the exception here is during a physical exam – which may or may not be paid depending on the carrier) or coding nebulizer treatments without respiratory/asthma related diagnoses is another example.  Always provide a diagnosis to support the procedures you provided!
CPT and HCPCS Updates

The new CPT and HCPCS codes went into effect 1/1/09.  The codes most likely to affect you are:
90772 - Therapeutic/Prophylactic Injection (code drug separately) has been deleted.  It was replaced with 96372.

J7603 – Albuterol inhalation, all formulations, non-compounded, unit dose, per 1 mg Albuterol or .5 mg Levalbuterol has been deleted.  The following options are now available:

J7611 Albuterol, inhalation solution, non-compounded, concentrated form 1 mg (Use for Accuneb, Proventil, Respirol, Ventolin)

J7612 Levalbuterol, inhalation solution, non-compounded, concentrated form, .5 mg (Use for Xopenex HFA)

J7613 Albuterol, inhalation solution, non-compounded, unit dose 1 mg (Use for Accuneb, Proventil, Respirol, Ventolin)

J7614 Levalbuterol, inhalation solution, non-compounded, unit dose .5 mg (User for Xopenex)

J7615 Levalbuterol, inhalation solution, compounded product, unit dose .5 mg

J7620 Albuterol, up to 2.5 mg and ipratropium bromide, up to .5 mg

Preventive Exam Additional Service Coding

When providing a full physical exam it is appropriate to code any additional services provided that have specific CPT codes (i.e. vision exams, hearing exams, pap collection, in office labs, etc.) It is not appropriate to code preventive counseling separately as this is an integral part of the exam.  

If a diagnostic problem is addressed during the exam visit and the provider completes a separate note for the treatment and diagnosis of that additional problem a separate E/M office visit code can be coded with the exam, but ONLY if the documentation supports a separately identifiable service with a separate diagnosis.  A modifier -25 should be included on the office visit service when submitted for payment. 
Preventive Exam maximum and coding for sports physicals between exams

Some insurance carriers have very specific guidelines for the amount of time that must lapse between physical exams. Many commercial carriers require 365 days between exams and some will only pay one exam in each calendar year.  Most Medicaid Health Plans will allow 2 exams a year to meet the need for EPSDT and sports physical exams.  Great Lakes Health Plan and Health Plan of Michigan have indicated they will pay 2 per year, and Medicaid Fee for Service has indicated the same policy to us in the past.  We will continue to follow up with other plans to determine their specific policies on the number of EPSDT/Well exams they will pay.  As we learn more we will share that information via the listserv.
BCBSM EFT Requirement

BCBSM Representatives have indicated that BCBSM will be requiring all providers to enroll in EFT payments some time this year.  After researching this requirement, I have found nothing indicating that this is REQUIRED, but if you are interested in receiving electronic payments from BCBSM, attached is a FAQ sheet explaining EFT’s.
Pap Collection coding

When collecting the specimen for a pap smear, it is appropriate to code Q0091. Many carriers do pay this in addition to the office visit or exam as long as the diagnosis supports the reason for the Pap smear (i.e. physical exam, Annual GYN exam, abnormal pap, etc.).  Medicaid has recently added this code to their fee screen.
