
Introduction
Good afternoon everyone and welcome to CGS DME 
MAC Jurisdiction B Ask the Contractor Teleconference. 
This ACT call is hosted by the DME MAC Provider 
Outreach and Education team for Jurisdiction B. My 
name is Kathryn Torro, and on the call this afternoon is 
Jurisdiction B subject matter experts from CGS medical 
review and various operational departments. 

For this ACT call, you are welcome to ask questions 
specifically related to the Medicare updates. The 
Medicare updates presented during this ACT call 
today are: Revised Advanced Beneficiary Notice of 
Noncoverage (ABN) and Renewed Oxygen Certificate of 
Medical Necessity Form, COVID-19 DME MAC Contractor 
Guidance, Medical Review of Post-Payment Audits, 
Condition of Payment For Prior Authorization, Educational 
Opportunities, Online Tools and Calculators, and the 
myCGS Web Portal.

Now please note there is not a presentation for this  
call today. The call is being recorded, and we will post  
the transcript to our website within 30 business days.  
So, before we begin taking your questions, I would like  
to provide you with a few recent updates to the  
Medicare program. 

The first update is a revised Advanced Beneficiary Notice 
of Noncoverage, known as ABN, and renewed Oxygen 
Certificate of Medical Necessity CMN form. For the 
ABN form, CMS-R-131, the form instructions have been 
approved by the Office of Management and Budget (OMB) 
for renewal. Due to COVID-19 concerns, CMS has agreed 
to extend the deadline for the use of the renewed ABN 
CMS-R-131 with an expiration date of June 30, 2023. 
So, at this time, the renewed ABN will be mandatory for 
use on January 1, 2021. Now, the renewed form may be 
implemented prior to the mandatory deadline. The ABN 
form and instructions may be found on CGS Jurisdiction 
B website at https://www.cgsmedicare.com. Once you 
are at the home page for Jurisdiction B, on the left-hand 
navigation panel, you would select Forms/Checklist/
Guides tab. 

Now for the CMM form, CMS 484 for Oxygen, this has 
been approved by the Office of Management and Budget 
(OMB), and been approved for renewal with expiration 
date of February 2024. Additionally, all Certificates of 
Medical Necessity (CMN) forms and DME Information 
Forms (DIFs), have been approved by OMB, for renewal 
with an expiration date of February 2024. The renewed 
CMN forms and the DIF forms with the instructions, may 
be found on the CGS Jurisdiction B website on the left-
hand navigation panel under Forms/Checklist/Guides tab. 
All forms are hyperlinked to an external link at the Centers 
for Medicare and Medicaid Services known as CMS.

Next, we will discuss COVID-19 DME MAC Contractor 
Guidance. On the CGS Jurisdiction B homepage, we have 

a link dedicated specifically to COVID-19 public health 
emergency (PHE). This section includes guidance for 
durable, medical equipment, prosthetics, orthotics, and 
supplies (DMEPOS) suppliers on the proper use of the  
CR modifier, the COVID-19 narrative and proper use 
of the KX modifier during the COVID-19 PHE. We will 
discuss two joint DME MAC bulletin articles due to the 
COVID-19 PHE. 

The first article is the use of the CR Modifier and 
COVID-19 Narrative on Specified Claims due to the 
COVID-19 PHE, that was published on May 28, 2020 
with a revision date of July 24, 2020. Now suppliers are 
reminded to append the CR modifier, including a narrative 
of the “COVID-19” to applicable claims for dates of service 
on or after March 1, 2020 until the end of the PHE. That is 
going to be where the coverage, coding or documentation 
requirements are impacted by the COVID-19 PHE. The 
narrative should be entered into the NTE 2400 (line note) 
or NTE 2300 (claim note) segment of an electronic claim, 
or Item 19 of the CMS 1500 paper claim form.

The second DME MAC bulletin article, Correct use of the 
KX Modifier during the COVID-19 PHE, was published 
May 14, 2020. This joint DME MAC bulletin article 
provides detailed instructions on the proper of the KX 
and the CG modifiers related to specific Local Coverage 
Determinations (LCDs) affected by the PHE. The bulletin 
addresses face-to-face evaluations waived during the 
PHE for specific LCDs. It also addresses Power Mobility 
Devices (PMDs), required face-to-face encounters, and 
any allowance for tele-health. 

There are certain LCDs listed in this article that all policy 
requirements must be met in order to append the KX 
modifier. Here are some examples: walkers, refractive 
lenses, hospital beds and accessories. This is not a 
complete list of all the affected LCDs, so we would 
encourage you to reference the published bulletin for all 
applicable LCDs.

Additionally, suppliers should continue to bill the KX 
and/or CG modifiers for which LCDs clinical indications 
of coverage are not being enforced such as: Oxygen, 
Positive Airway Pressure devices known as PAPs, 
Continuous Glucose Monitors (CGMs), and Respiratory 
Assist Devices. That is just to name a few examples 
of LCDs. The application of the KX or the CG modifier 
attests that a Standard Written Order (SWO) is on file and 
that the medical record supports the item is reasonable 
and necessary. This is very clear in the detailed bulletin 
article regarding instructions on how to submit claims 
requiring the KX and/or CG modifier during the COVID-19 
PHE. You can access the COVID-19 submission 
instructions regarding both of these articles on the CGS 
Jurisdiction B website, https://www.cgsmedicare.com. 
Once you are on the homepage for Jurisdiction B, on the 
left-hand navigation panel, select the COVID-19 tab. 
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• COVID-19 Information: https://www.cgsmedicare.com/jb/
covid-19.html

• Use of CR Modifier and “COVID-19” Narrative on 
Specified Claims Due to the COVID-19 PHE- May 28, 
2020 – Revised 07/24/20: https://www.cgsmedicare.com/
jb/pubs/news/2020/05/cope17451.html

• Correct Use of the KX Modifier During the COVID-19 
PHE- May 14, 2020: https://www.cgsmedicare.com/jb/
pubs/news/2020/05/cope17220.html

Recently, CMS announced Medicare Administrative 
Contractors (MACs) will resume medical review on a post-
payment basis. In order to protect the Medicare Trust Fund 
against inappropriate payments, the MACs will resume 
medical review activity. Beginning August 17, 2020, the MACs 
are resuming post-payment reviews of items and services 
provided for dates of service prior to March 1, 2020.

The Targeted Probe and Educate (TPE) program, which 
provides education to assess provider compliance to up to 
three rounds of review, will resume at a later date. The MACs 
will continue to offer detailed review decisions and education 
as appropriate.

There are some updates for Condition of Payment Prior 
Authorization that we will address. CMS is resuming 
all DMEPOS Condition of Payment Prior Authorization 
requirements for Power Mobility Devices (PMDs) and 
Pressure Reducing Support Surfaces (PRSS). The Prior 
Authorization for these items is required for claims with an 
initial date of service on or after August 3, 2020.

Lower Limb Prosthetics (LLP) Prior Authorization, it will  
be required for certain Lower Limb Prosthetic codes.  
Those codes will be L5856, L5857, L5858, L5973, L5980, 
and L5987.

Phase I will begin for dates of service on or after September 
1, 2020 in California, Michigan, Pennsylvania, and Texas. 
Suppliers may begin submitting prior authorization requests 
to CGS on August 18, 2020 in anticipation of delivering the 
item on or after September 1, 2020.

Phase II will begin on December 1, 2020 and will expand 
Prior Authorization for the codes I mentioned previously to all 
remaining states and territories.

A revised prior authorization submission form, additional 
resources, and information are available at the CGS 
Jurisdiction B website, left-hand navigation panel under the 
Medical Review tab. Select Resources from the dropdown 
menu, and then select Condition of Payment Prior 
Authorization program.

• Condition of Payment Prior Authorization: https://www.
cgsmedicare.com/jb/mr/condition_of_payment_prior_
auth.html

• Lower Limb Prior Authorization (LLP): https://www.
cgsmedicare.com/jb/mr/llp_prior_auth.html 

The next topic is our Educational Opportunities we have 
available for you at CGS. The online education courses are 
easy to find on the CGS website. They are located on the 
left-hand navigation panel under the Education link. You 
can select the Online Education Portal link or the Online 
Education icon under the Education tab.

The Online Education Portal is available to you 24 hours a 
day, seven days a week. CGS offers over 30 course titles. 
This is a great resource perhaps for new employees, or 
ongoing education for your seasoned staff. We are also 
adding more policy-specific courses soon.

If you have not taken the opportunity to view the online 
course titles, I do encourage you to visit the CGS Jurisdiction 
B website, left-hand navigation panel under Education.

• Online Education Portal: https://www.cgsmedicare.com/
jb/education/online_education.html 

CGS does receive such positive feedback regarding our 
Online Tools & Calculators and on that note, CGS has a 
robust selection of Online Tools & Calculators available to 
our supplier community. We currently offer 39 online tools. 
Of those, 5 are new tools. With the Same-and-Similar tool, 
suppliers can determine if an item will be considered the 
“same as,” or “similar to” equipment already in possession by 
the beneficiary when billing a base item. The tool is user-
friendly. You just enter the HCPCS code in the “search” field 
to view the results.

The Therapeutic Shoes for Persons with Diabetes Activity 
Timeline provides documentation outlined in the LCD and 
supplier activity regarding diabetic shoes.

We also have the Advanced Modifier Engine Tool referred to 
as AME. The tool assists suppliers in billing proper HCPCS 
codes and modifier combinations, based on billing scenarios.

The Overpayment Engine Calculator is an online calculator 
where you would enter the date of the demand letter, the 
overpayment amount, the interest rate and the date your 
check is being mailed to find the total amount due.

Lastly, the Orthotics Chart provides the differences between 
off-the-shelf, custom fit or custom fabricated orthoses. 
Suppliers will be able to review the requirements for each 
type compared side by side.

All CGS Online Tools & Calculators can be found on the 
CGS Jurisdiction B website, left-hand navigation panel under 
Online Tools & Calculators.

• Online Tools & Calculators: https://www.cgsmedicare.
com/jb/help/tools.html

We will conclude Medicare Updates with myCGS portal. 
The myCGS portal is a web-based application developed 
by CGS that is available to DMEPOS suppliers that serve 
beneficiaries in Jurisdictions B and Jurisdiction C. Using 
myCGS portal is a fast and easy way to obtain any Medicare 
claim and billing information you might need.

Suppliers are encouraged to use the myCGS Web 
portal to submit Claims Corrections, Reopenings and 
Redeterminations, you can check for Same/Similar items, 
Advance Determination of Medicare Coverage (ADMC),  
Prior Authorizations, and CGS Additional Documentation 
Request (ADRs). 

If you need to make a simple claim correction to a completed 
claim, you can use the Claim Correction function on the 
myCGS Web portal. Claim corrections include correcting a 
place of service code, diagnosis code, dates of services and 
number of services. As a reminder, claim corrections must be 
completed within 12 months (one year) from the date on your 

https://www.cgsmedicare.com/jb/covid-19.html
https://www.cgsmedicare.com/jb/covid-19.html
https://www.cgsmedicare.com/jb/pubs/news/2020/05/cope17451.html
https://www.cgsmedicare.com/jb/pubs/news/2020/05/cope17451.html
https://www.cgsmedicare.com/jb/pubs/news/2020/05/cope17220.html
https://www.cgsmedicare.com/jb/pubs/news/2020/05/cope17220.html
https://www.cgsmedicare.com/jb/mr/condition_of_payment_prior_auth.html
https://www.cgsmedicare.com/jb/mr/condition_of_payment_prior_auth.html
https://www.cgsmedicare.com/jb/mr/condition_of_payment_prior_auth.html
https://www.cgsmedicare.com/jb/mr/llp_prior_auth.html
https://www.cgsmedicare.com/jb/mr/llp_prior_auth.html
https://www.cgsmedicare.com/jb/education/online_education.html
https://www.cgsmedicare.com/jb/education/online_education.html
https://www.cgsmedicare.com/jb/help/tools.html
https://www.cgsmedicare.com/jb/help/tools.html


Ask the Contractor Teleconferences (ACT)           August 12, 2020

Page 3

A
sk

-t
he

-C
on

tr
ac

to
r 

Te
le

co
nf

er
en

ce
s 

(A
C

T
)

Originated September 4, 2020 
© 2020 Copyright, CGS Administrators, LLC.

remittance advice to be considered timely. This is the same 
process as the Telephone Reopening, so rather than calling 
Telephone Reopenings, this now can be completed through 
myCGS portal.

You would use the myCGS Reopening process for things that 
require a written reopening to resolve minor clerical errors, 
adding modifiers to claims, excluding those that assign 
liability (for example: KX, GA, GZ, GY modifiers). Those need 
to go to Redeterminations.

You can also correct a HCPCS code, correct an invalid 
diagnosis, or diagnosis reference, such as the pointer on the 
claim or you can correct units or the date of service. Just 
make sure your request specifies what changes you would 
like to be made.

Again, Reopenings requests must be submitted within 12 
months (one year) from the date on your remittance advice to 
be considered timely. 

For Redeterminations, this is the first level for an appeal, 
that can now be submitted via the myCGS Web portal. A 
Redetermination must be requested within 120 days from 
the date of your initial claim determination. Another great 
feature of the myCGS portal is that you can attach supporting 
documentation with your Redeterminations submission in the 
myCGS portal.

In the myCGS portal, you can also check Same/Similar 
information. You can use this information on a pre-claim 
basis to determine if a beneficiary has previously received a 
specific item. As a supplier, you can search beneficiary claim 
history for same/similar items, as well as check CMN status, 
diabetic shoes, inserts and supplies.

For Advanced Determination of Medicare Coverage (ADMC) 
and Prior Authorization Status and Submission, you can 
submit ADMC and Prior Authorization requests and check the 
status directly through the myCGS portal.

The Additional Documentation Request (ADR) screen in 
myCGS portal provides access to all your CGS additional 
documentation request needs. You can submit your response 
to the ADR, you can find all your opened and/or closed ADR 
cases, check status of ADR cases, view details of your ADR 
claims, view a copy of the ADR letter that was mailed to you, 
and you can respond to CGS/ADR messages.

Additional information, reference guide, and user manual 
are available on the CGS Jurisdiction B website, left-hand 
navigation panel, select myCGS tab.

• myCGS Web Portal: https://cgsmedicare.com/jb/mycgs/
index.html

This concludes the Medicare Updates. All applicable  
links will be available in the published transcript within  
30 business days.

Now as I prepare to queue your questions, please note that 
we can only take questions over the telephone, as this call is 
being recorded for transcription purposes. To raise your hand, 
to ask a question, simply click on the icon of the hand. Teresa 
Camfield will announce you and unmute your individual line 
so you can ask your question. Also, please remember that 
no specific claim information or Medicare beneficiary private 
health information should be verbalized. 

I will now give you just a moment to prepare your questions.

Teresa, we are ready to take the first question.

Q&A Session
Barb: Good Afternoon. I have a question specifically 
regarding insulin pump supplies. We are a diabetes supplier, 
and we bill a lot of A4224 and A4225. Back in March, we 
were receiving denials on A4225 when we were sending 15 
per month. Medicare would process 12, and the other 3 were 
denied. There was a glitch in the system per a bulleting that 
came out, and our claims were fixed. Recently, (the problem) 
started again. Is that another glitch in the system, or has a 
coverage limit been put in place for A4225?

Kathryn: Thank you for your question Barb. Regarding 
A4224 and A4225, were you billing them simultaneously on 
the same claim?

Barb: We were billing A4224 for the weekly supplies, and 
then A4225 for the cartridge. We were billing on the same 
claim. We were billing for 4 weeks or 12 weeks on A4224, 
and either 15 or 45 of the A4225, depending whether the 
customer was getting a one-month or three-month supply.

Kathryn: Without seeing the claim, and I don’t want you 
to disclose the PHI, I wouldn’t be able to give you any 
information regarding that. I am looking at publications 
we have sent regarding that and I don’t see anything that 
would contradict what you are submitting. I have your email 
address from your registration. I would be happy to reach out 
to you when I can look at that claim to see if there might be 
overlapping dates between you and another supplier. If there 
is anyone from claims department is on the line that might 
have additional information, please join in.

Nancy: If you would send some examples so we can 
research the issue. I know there was some utilization editing 
put in on that code based on Medical Review. Please send 
those examples and we will research those and get back with 
you.

Barb: Where can I find the information about utilization 
limits?

Nancy: That information would be within the LCD. I can 
also reach out to our Medical Review department to provide 
information about that when we research your claim 
examples

Barb: I have several hundred examples. Where should send 
those, or will you reach out to me first?

Kathryn: Barb, this is Kathryn and I will reach out to you. I do 
have your email address that you used when you registered 
for the ACT Call. I will reach out to you with my email address 
and you can respond to me. Be sure you only send claim 
control numbers and no PHI.

Barb: No problem and thank you. I did check the LCD, there 
is nothing there about editing or any kind of utilization limits 
on these specific items.

Kathryn: We will be happy to look into this for you and thank 
you very much for your question.

Dan: Regarding the Oxygen CMN 484.3, the initial physician 
signs the CMN and gives it a Length of Need of 12 months. 

https://cgsmedicare.com/jb/mycgs/index.html
https://cgsmedicare.com/jb/mycgs/index.html
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We prepare a Recert and the patient sees the doctor like 
they are supposed to do. On the Recert CMN, the physician 
is Recerting it AGAIN for 12 months. Somewhere along the 
way, my billers (in some information we received), said that 
the Recert CMN should say 24 months, (and that it should 
encompass the first 12 and the additional 12). Could you 
please clarify the expectation there?

Kathryn: On the initial CMN, depending on whether it they 
meet coverage criteria 1 or 2 as outlined in the LCD,

you would indicate whether it would be for 12 or 3 months, 
depending upon the coverage criteria that they meet. On the 
Recertification, you can put Length of Need of 99. It does not 
have to be 12 months. It can be 24 months because it will cap 
out at 36 months. 

Dan: Understood, but the physician wants to complete the 
CMN that is for 12 months. What he means is 12 months from 
that Recert date. Is that permissible? It always has been that 
way and I don’t know if it was due to an audit that we were 
told something different or guided differently from someone 
on a phone call.

Kathryn: If the initial CMN has 12 months and the Recert 
has 12 months, then within the next 12-month period you are 
going to need another Recertification. We have someone on 
the line from Appeals that can clarify that. Heather or Sam 
can you address this issue?

Dan: I understand the issue. If the Recert is for 12 months, 
yes, we most certainly would need to get another one in 12 
months. Again, the information I said we received somewhere 
along the way is that the Recert should have said 24 months 
to encompass that initial 12 months. I don’t know if that is the 
case or has ever been the case.

Kathryn: The recert should carry over to the next 24 months, 
but if the physician or the treating practitioner that is filling 
out the CMN is only going to recertify it for an additional 12 
months through the claims editing process in the LCD itself, 
you would need to obtain another recertification to cover the 
additional 12 months to include the 36-month cap rental. 
Does this make sense?

Dan: Absolutely it does, I don’t disagree what you just  
said there.

Kathryn: So, from CGS and Medicare’s standpoint, we 
can’t tell the treating physician/practitioner what they should 
certify the beneficiary for. They are only going to certify the 
beneficiary for recertification and indicate 12 months. As a 
supplier, you will have to reach out to your referral source to 
make sure that you get another recertification to cover the 
beneficiary for the 36 months of rental. I’m not sure if you are 
referring to having received educational information from a 
CGS audit? Could you elaborate on that, Dan?

Dan: I think it was through a discussion one of my billers had 
with someone at CGS. I don’t know in what process that was, 
nor did we receive anything in writing. I’ve always challenged 
that for the fact that I don’t believe it.

The scenario I mentioned was this. Let’s say the initial CMN 
was today (08/12/2020), good for 12 months.

We do a Recert that is 08/12/2021 for 12 months. We do 
another Rert on 08/12/2022 for 12 months to get the 36 
months from the Medicare standpoint. The indication or 

expectation was that the Recert CMN, the expectation  
was to show 24 months, which I argued with.

Kathryn: Right, and you can do those cumulative months. 
When you are up for your recertification, the LCD does not 
state that the recertification three times (the first 12, the 
second 12 and the third 12).

After your first initial when it comes to the recertification and 
whichever criteria they meet (criteria 1, 2 or 3), you can add 
in those cumulative months so you wouldn’t have to recertify 
again within 12 months. It could have been 24 months on 
your second recertification.

Dan: Typically, most physicians sign 99 or 12, and then on 
the recert 99. There is one physician that says he will only 
recert every 12 months. That’s fine if Medicare accepts that 
CMN. I think you clarified enough for me. We will continue 
that practice. If we get challenged in an audit situation, we will 
certainly question it. Thank you.

Kathryn: Ok, great question, thank you very much Dan.

Randy: We’ve had some issues with oxygen for customers 
that change over from a Medicare HMO or sign-over plan 
to traditional Medicare. When we submit the information 
to Redeterminations after getting a denial, the denial is 
reaffirmed or upheld in Redeterminations stating the test date 
is not within 30 days of our initial date. We should be able to 
use the most recent test date when customers switch over 
from Medicare HMO to traditional Medicare. My question is 
about the ones that we have had denied, and I believe denied 
in error. Can we send those back to Redeterminations and 
have them re-examined?

Kathryn: Yes, absolutely Randy. You are correct in your 
understanding of transitioning from the Medicare Advantage 
program to traditional Fee-For-Service Medicare, you can 
use the most current test date. You still have to obtain a 
CMN. If your initial claim was denied, you can exercise your 
appeal right by submitting your first level of appeal, which is a 
Redetermination.

Randy: That is where it got denied…at Redeterminations. 
It was denied as not medically necessary because of the 
difference between our initial test date and the most recent 
test date. It got re-affirmed in Redeterminations.

I even included that narrative in my request stating that the 
customer does not need to be re-tested within 30 days, but it 
still got denied because the test date was not within 30 days 
of our initial date. That seems like an error by whomever 
processed it, and we have had a few.

Kathryn: Without my looking at what was submitted to 
Redeterminations, I don’t want to make a blatant answer to 
your question. It could be that your questions on the CMN 
didn’t meet Medicare coverage guidelines. There may have 
been other scenarios within that Redetermination. 

We do have your registration information. I will reach 
out to you for that claim information and any additional 
documentation. In my email I will state for you NOT to send 
any PHI info, just claim control numbers and document 
control numbers for those associated claims.

Randy: In listening to Dan (in the previous call) about Length 
of Need, I wanted him to know our experience. This is  
 



Ask the Contractor Teleconferences (ACT)           August 12, 2020

Page 5

A
sk

-t
he

-C
on

tr
ac

to
r 

Te
le

co
nf

er
en

ce
s 

(A
C

T
)

Originated September 4, 2020 
© 2020 Copyright, CGS Administrators, LLC.

something that we were told years ago in seminars. We were 
told that no matter what the equipment is,

His example was that the physician said it is good for 12 
months and then they do the Recert for 12 more months. The 
physician must indicate 24 months. Just to let Dan know that 
is what we have been told. It has been out there for a long 
time. I don’t know if it will make him any happier, but that is 
the way it has always been. Just wanted to throw that out 
there as an editorial comment.

Kathryn: Thank you, Randy.

Tricia: We have several patients we keep getting denials 
on because the units are getting switched from what we 
are submitting. I have talked to a Level II person regarding 
several of these claims. As an example, we are submitting 
80 units, and you are showing 800 units on your end. I have 
done Redeterminations on a couple of them, only two have 
the one code split and portions of it paid. Still again, the units 
are different than what we submitted. I am still waiting for 
Level II to get back to me, because they were going to send 
one of mine back to Redeterminations for further review. They 
keep coming back as they same thing. They told me they see 
that we submitted 80, but the system is seeing it as 800.

Kathryn: Are you submitting your claims electronically?

Tricia: That is correct.

Kathryn: Have you reached out to your software company or 
a clearinghouse to confirm that what you are sending to us 
might be processing as 800?

Tricia: Yes, and we have checked what was send to you and 
it is 80. On your end, it changes to 800. There are multiple 
claims. It is an ongoing issue. I guess it is something about 
where the decimal is being put in. I have multiple patients 
where this is an issue.

Kathryn: What HCPCS codes are you submitting? What 
items are being submitted?

Tricia: We are submitting S5001. On your end, it is being 
changed to W something.

Kathryn: That is not a HCPCS code submitted to Medicare. 
It sounds as if it is a Medicaid HCPCS code.

That may be what is going on. What item are you trying to bill 
for starting with S?

Nancy: This is Nancy with the Tech Team. Are you submitting 
your claims in NCPDP format?

Tricia: Yes, I believe so.

Nancy: Okay, that is where the “S” code comes into play. We 
need to look at your software to see how it is coming in. We 
normally don’t change the units. It is all automated in system 
logic when it comes to NCPDP format. I think it also has to 
do with MDQ information that you enter in. If you could send 
Kathryn some examples, I would be more than happy to look 
at them. There have been some issues with other suppliers 
when they are billing with the NCPDP format.

Kathryn: Tricia, I do have your registration information. I 
will reach out to you for the information. Again, as I advised 
Randy, only send claim control numbers, not PHI beneficiary 
information. We’ll have the tech team look at them and get 
back to you.

Tricia: Thanks so much.

Kathryn: You are very welcome, thank you for your question.

Barb: I have a question specifically about K0553. We have 
a lot of members that are switching from a supplier to our 
company, Edwards Healthcare. When we get a new customer 
that has never been on therapy, we get the appropriate 
progress notes showing they have been seen within the last 
six months and are doing everything they need to do, and 
they qualify.

When we get a transfer either from the manufacturer 
or another supplier, for whatever reason, Medicare has 
already paid for K0553 in previous months. When we get 
the customer, we get a new prescription if we cannot get 
it from a previous supplier. We were going to go back and 
get progress notes prior to the customer being on therapy. 
Because Medicare was already paying for it, we decided to 
get progress notes just from the past six months to confirm 
they have been using it appropriately, they have been seeing 
a physician, and they have been compliant. I just want to 
confirm is that is okay if we don’t go back and get progress 
notes prior to them going on CGM therapy.

Kathryn: Thank you, Barb. Is that regarding the supply 
allowance (K0553)?

Barb: Yes.

Kathryn: Just keep in mind that you are doing things 
correctly when we talk about continued use and  
continued need.

An example of that would be a supplier documentation that a 
patient continues to use the device itself (K0554), or perhaps 
you got a new prescription from the referring physician or 
the DMEPOS supplier that was providing it prior to your 
company. It could be a new order. It could be you reaching 
out confirming that they continue to use the item. Keep in 
mind that with the K0553, you don’t have to reach out to the 
beneficiary for refill requirements, 14 days prior to sending 
the item. You just have to make sure they have enough 
supplies on hand for 30 days. Everything you have bulleted in 
your question does meet the requirements for continued use 
or need.

Barb: Thank you very much for the clarification.

Stephanie: I have about CPAP, E0601. We had a patient  
who was upset and just wanted to be sure we guided  
them correctly.

The patient had an initial sleep study in 2011. They were 
setup and all 13 months were paid. They were using it in 
2011, and something got them off track and they stopped 
using it for the last couple of years. That was noted per the 
physician.

The patient wants to start using it again, but the MD just 
wanted to order her a titration study. We did guide them to 
say she would need a new, qualifying, split night or home 
sleep test. Is that accurate in the way we directed the patient 
in needing a new qualifying sleep study since she had not 
used the CPAP in a couple of years? Or could we have used 
the 2011 sleep study and paired it with a titration she could 
have done in the past couple of weeks? 
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Denise: Yes, you would start all over again as if they are a 
new patient coming into the office, and they would need to 
start from the beginning. You are correct.

Stephanie: Is there a timeframe, like the last 60 days? What 
if she had stopped using it 6 months ago?

Denise: It is not in black-and white. It is possible within 6 
months it could still be utilized because continued need 
and continued use is timely documentation within the past 
12 months. After a year (12 months), they would need to 
get a new sleep study. After 6 months, you would need to 
make sure the beneficiary still qualified. It is painting that 
picture. If you get audited, you want to make sure that your 
documentation supports that the item is reasonable and 
necessary. Does that help?

Stephanie: Yes. Thank you.

Barb: We have a Medicare member who was on insulin 
pump therapy prior to going onto Medicare. He has been on 
a pump for years. We have never serviced him with his pump 
supplies. He was getting them from another manufacturer 
or supplier. He is now in need of a new pump. His is over 5 
years old and no longer works.

We are trying to qualify him under the Medicare guidelines. 
His C-peptide does not qualify. He has severe pancreatitis 
and his C-peptide is well over 200% of the lower limit of 
normal. How can we handle that for a patient that already 
been on pump therapy prior to Medicare enrollment and 
doesn’t qualify under Medicare?

Kathryn: To meet Medicare coverage in the guidelines for 
the LCD, Medicare doesn’t consider what a beneficiary has 
prior to being eligible for Medicare. For Medicare to consider 
coverage, the beneficiary would have to meet all coverage 
criteria outlined in that LCD policy article.

Barb: Which is exactly what we explained to him. He called 
Medicare this morning, and they said he could get a new 
pump and Medicare would pay for it. Who do we direct him to 
call? He would like to speak with someone at Medicare that 
will give him accurate information because he thinks we are 
not giving him accurate information.

Kathryn: You can certainly educate your beneficiary about 
the LCD and policy articles that we have letting him know 
he doesn’t meet coverage criteria. There is always the ABN 
for that. You can always direct them to 1.800.Medicare and 
Congressional Affairs within 1.800.Medicare that can handle 
beneficiary inquiries as well.

Barb: It seems sometimes we get one answer because we 
are calling the Provider line, and the customer gets a different 
answer when they call the Customer Service line.

Denise: Yes, Barb. We have heard of that issue before. The 
reason is that 1.800.Medicare is a different contractor than 
us (CGS). When 1.800.Medicare told him that he could get 
a new pump, they are not looking at the coverage criteria as 
to what is required. That is something we can take to 1.800.
Medicare to put that in their information telling the beneficiary 
there is other criteria that has to be met. We will address that 
as well.

Barb: Would the Provider line ever consider doing a 3-way 
call with us and a customer on the call?

Denise: I’m not sure. Is someone on from Customer Service? 
We’ll have that in the transcript, and we will get back to you 
with an answer.

Clarification: Yes. The supplier can call CGS Provider 
Customer Care (PCC) with the beneficiary on the telephone 
call, or they can add the beneficiary on the call, for a 3-way 
call. In so doing the CGS customer service representative 
will confirm the following information with the beneficiary; 
their name, Medicare MBI number and date of birth (DOB) 
prior to moving forward with the call.

Barb: Perfect. That might fix our problem when we have 
these kinds of situations. Thank you.

Brenda: Regarding the last caller…I have done 3-way calls 
with the patient side of Medicare. If I have the patient on 
the line, I will initiate a 3-way call with Customer Service 
letting know that I am on the phone with the patient. Then 
they will speak to you. You can always ask for a Level II 
or their supervisor if you believe they are giving incorrect 
information. That way, at least the person will know the 
correct information. I have never done a 3-way call with the 
provider side though.

Kathryn: So, you called the 1.800.Medicare line with the 
Beneficiary on the line. Is that correct Brenda?

Brenda: Yes.

Kathryn: Thank you Brenda for that information.

Dan: My question is about face-to-face. I’ll use a hospital 
bed as an example. The patient saw the physician today. The 
physician gave us the written order, prior to delivery for the 
hospital bed, that met all the criteria. The office visit notes 
from today are not signed and dated yet because they have 
not been transcribed. My first question is, those don’t have to 
be dated do the visit notes have to be signed and dated today 
(the date of visit)? The notes could be signed by the physician 
next Wednesday (example) if it clearly shows the date of the 
visit. Correct?

Denise: You do want a short timeframe, it is actually in the 
Program Integrity Manual, PIM, regarding short delay of 
entering the signature in the medical records. I guess within 
a few days and less than a week would be fine, as long as 
explaining it was being transcribed. Other than that, you 
would definitely want to get the attestation statement. This is 
for medical records, correct?

Dan: Correct, for medical records. Thank you for answering 
that question. A second question…we have the notes and 
then we notice that the physician did not talk very much about 
the hospital bed. What was in there did not meet the criteria. 
Could we mention to the physician that he didn’t talk much 
about the bed and ask that he have an addendum to those 
visit notes that tell why the patient needs the hospital bed. Is 
that admissible in an addendum?

Denise: It is permissible to the extent where you just want to 
clarify or expand on something. You can’t add something in 
the medical record, if they never talked about the hospital bed 
or the reason for it. That can’t be added in there.

Dan: If he never spoke about it, an addendum is not 
appropriate, but if you want specifics on the reason why they 
need the bed, that is okay?
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Denise: Yes. The physician could add that he has a back 
condition and needs to be repositioned every 20 minutes, 
every half hour, something such as that, that could be added 
in there.

Dan: Thank you so much.

Denise: You are welcome.

Teresa: At this time Kathryn, we do not have any additional 
hands raised.

Kathryn: As a reminder, published transcript for this call will 
be posted to the Jurisdiction B website within 30 business 
calendar days of this call.

Teresa: Thank you Kathryn, at this time we do not have any 
additional hands raised or questions.

Kathryn: I want to thank everyone for joining us today, for 
the Jurisdiction B Ask the Contractor teleconference call, this 
concludes the call.


