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I INTRODUCTION.

The information contained in this Staff Proposal is based on a review of various resources,
including the following: (1) CY 2020 Medicare Physician Fee Schedule (“MPFS”), a RBRVS-
based reimbursement fee schedule used by Centers of Medicare & Medicaid Services (“CMS”);
(2) OPTUM 360’s 2020 publication The Essential RBRVS; (3) Office of Workers” Compensation
Programs (“OWCP”) Fee Schedule Effective October 1, 2019; (4) 2020 Anesthesia Base Units as
listed in CPT®-4, a schedule of base units used by CMS to compute allowable amounts for
anesthesia services; (5) 2020 Clinical Diagnostic Laboratory Fee Schedule, a fee schedule
maintained by CMS that identifies state-specific rates for pathology and laboratory services; and
(6) Physicians as Assistants at Surgery: 2018 Update.

This document includes the methodology for setting values of new codes and existing
codes for Anesthesia, Surgery, Radiology, Pathology/Laboratory, Medicine, Physical Medicine,
Special Services, Evaluation and Management, and Category II1.

This Staff Proposal is preliminary and intended to serve as a proposal for public comment
and future discussion during the public hearing process. Following the public hearing, staff of the
Industrial Commission of Arizona (the “Commission”) will provide supplemental information to
the Commission, including a summary of public comments received and staff recommendations.
The Commission, at a later duly noticed public meeting, will take formal action to adopt a
2020/2021 Physicians’ and Pharmaceutical Fee Schedule (“2020/2021 Fee Schedule”).

Note: The Commission is not permitted to include descriptors associated with five-digit
CPT® codes in its Fee Schedule.



II. PROPOSALS AND REQUEST FOR PUBLIC COMMENT REGARDING THE
2020/2021 PHYSICIANS’ AND PHARMACEUTICAL FEE SCHEDULE.

A. Adoption of Updates to Relative Value Units and Reimbursement Values.

Staff proposes adoption of the service codes, relative value units (“RVUs”), and
reimbursement values contained in Tables 1 through 10, found in the accompanying Excel file.

The proposal is based upon continued use of a RBRVS reimbursement system, in which
reimbursement values are calculated by multiplying “resources required to perform a service or
RVUs” by a dollar value conversion factor (“CF”). The proposed 2020/2021 Fee Schedule is based
upon the following two-step methodology to compute reimbursement values for all applicable
service codes:

STEP 1: Establishing RVUs or Anesthesia Base Units (“BUs”) for each service code. This
was done using one of the five methods below:

a. Utilize applicable RVUs from the 2020 MPFS or BUs from the 2020 Anesthesia Base
Units from 2020 CPT®-4. The 2020 MPFS was the preliminary source for assigning
and updating RVUs for all service codes.

b. Utilize applicable RVUs from OPTUM 360’s 2020 publication The Essential RBRVS.
This method was used to assign and update RVUs for all “gap” codes not included in
the 2020 MPFS.

c. Utilize applicable RVUs from OWCP’s Fee Schedule Effective October 1, 2019. This
method was used to assign and update RVUs for codes that could not be assigned using
the first two methods.

d. Utilize applicable RVUs from the 2020 Clinical Diagnostic Laboratory Fee Schedule.
This method was used to update RVUs for most pathology and laboratory service
codes.

e. Utilize a back-filling approach to assign RVUs for any service codes that have a current
rate but could not be assigned RVUs using the above methods. This method involved
backing into overall RVUs by dividing the current rate for a service code by the
applicable current conversion factor.

STEP 2: Once RVUs were assigned to all service codes, reimbursement rates were
calculated by multiplying the applicable RVU by the Arizona-specific conversion factor. Staff
proposes that the 2020/2021 Fee Schedule continue using a multiple conversion factor model,
consisting of one conversion factor for Anesthesia Services, one for Surgery and Radiology, and
a third for all remaining service categories (including E & M, Pathology and Laboratory, Physical
Medicine, General Medicine, and Special Services).



The three proposed conversion factors for the 2020/2021 Fee Schedule are the same as the
conversion factors used in the 2019/2020 Fee Schedule and are as follows:

RBRYVS Conversion Factors

Surgery/Radiology $82.38
All Other $64.63
Anesthesia $61.00

Note: The above-described methodology does not apply to service codes that could not be
assigned an RVU using the five methods stated earlier. Service codes of this nature are identified
as By Report (BR)!, Bundled?, Not Covered or RNE®.

Note: Additionally:
a. The proposed 2020/2021 Fee Schedule continues to use CMS’s surgical global periods.

b. The proposed 2020/2021 Fee Schedule continues to assign RVUs to consultation services,
recognizing the functional importance of these services. However, these consultation
service codes observe the bundling principles used by CMS to avoid excessive
reimbursement rates.

c. The proposed 2020/2021 Fee Schedule does not incorporate a geographic adjustment factor
(“GAF”), but instead uses the Arizona-specific conversion factor to adjust payment for the
state. It should be noted that CMS utilizes one GAF for the entire State of Arizona.

d. All CPT® codes that contain explanatory language specific to Arizona will continue to be
preceded by A. Codes, however, that are unique to Arizona and not otherwise found in
CPT®-4 are preceded by an “AZ” identifier and numbered in the following format: AZ0xx-
XXX.

e. The proposed 2020/2021 Fee Schedule continues to apply a Stop Loss Cap to any service
code whose reimbursement value incurred a decrease of greater than 25% compared to the
previous year’s reimbursement value. Additionally, a Stop Gain Cap was applied to any
code whose reimbursement value incurred an unjustifiable increase of greater than 17.5%.

'BY REPORT (BR) in the value column indicates that the value of the service is to be determined “by report” because
the service is too unusual or variable to be assigned a reimbursement value based unit relativity. Additional
information about the BR designation is contained in the Fee Schedule introduction.

2 BUNDLED there are several services/supplies that are covered under Medicare and have codes, but they are services
for which Medicare bundles payment into the payment for other related services. If a carrier receives a claim that is
solely for a service or supply that must be mandatorily bundled, the claim for payment should be denied by the carrier.

3 RELATIVITY NOT ESTABLISHED “RNE” in value column indicates new or infrequently performed services for

which sufficient data has not been collected to allow establishment of a relativity. RNE items are clearly definable
and not inherently variable as are BR procedures. A report may be necessary.
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B. Continued Designation of Medi-Span as the Publication for Purposes of Determining
Average Wholesale Price.

Staff proposes that Medi-Span® continue to be used for determining Average Wholesale
Price (“AWP”) in the 2020/2021 Fee Schedule.

C. Adoption of Deletions, Additions, General Guidelines, and Identifiers of the CPT®-4.

The proposed 2020/2021 Fee Schedule is based upon staff review of deletions and
additions to CPT®-4. The proposed 2020/2021 Fee Schedule is intended to conform to changes
that have taken place in the 2020 edition of CPT®-4.

D. Reyvisions to the Fee Schedule Guidelines.

Staff proposes to update the Fee Schedule Guidelines to clarify the definition and usage of
the terms “physician” and “healthcare provider.” The term ‘“healthcare provider” is used when
referring to licensed professionals whose scope of practice allows them to legally provide services
to injured workers. The term “physician” is used when referring to a specific subset of healthcare
providers who may provide and bill evaluation and management services pursuant their respective
scope of practice and Arizona law. The proposed redline changes to the Fee Schedule Guidelines
are attached as Exhibit A.

In addition, in the Introduction section of the Fee Schedule, statutory language was added
to reinforce the timelines and expectations established by A.R.S. § 23-1062.01. Additionally, the
Introduction was updated to require payers to provide valid contracts to healthcare providers when
billing disputes over negotiated fees with healthcare providers arise. Lastly, the Introduction was
updated to reflect that a current invoice for materials and supplies is one which is dated within one
year of the billed date.

E. Inclusion of Four Healthcare Common Procedure Coding System (HCPCS)
Approved by the Commission on March 26, 2020

Staff proposes to continue adoption of HCPCS codes G2010, G2012, U0001, and U0002
in the 2020/2021 Fee Schedule. The codes were initially approved and adopted by the Commission
on March 26, 2020 in response to the spread of COVID-19. Codes G2010 and G2012 are used to
bill for Virtual Check-ins provided by appropriately-licensed physicians. Codes U0001 and U0002
are used to bill for laboratory testing to detect a COVID-19 infection.

The codes were added to the Evaluation and Management and Pathology and Laboratory
sections. See Exhibit A.



F. Change in the Description of Special Services Code AZ.099-005.

The current definition for Special Services Code AZ099-005 is:

Completion of workers’ compensation insurance forms (i.e. return-to-work status,
work restrictions, supportive care restrictions), not to exceed more than one billing
in a thirty (30) day period. Form must be attached to report.

As a result of questions and concerns shared by stakeholders, staff proposes to modify the
definition for Code AZ099-005 (as follows) to add clarity as to when a provider can charge for
completion of workers’ compensation forms:

Completion of workers’ compensation insurance forms (i.e. return-to-work status,
work restrictions, supportive care restrictions) which are requested or required
either by the Commission, the applicable payer (insurance , self-insured employer,
or the Special Fund of the Commission), or a third-party administrator of the
applicable payer, not to exceed more than one billing in a thirty (30) day period.
The applicable form must be attached to the billing.
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INTRODUCTION

Since 1925, when the Arizona Legislature passed the state’s first Workers” Compensation Act
(“Act”), the Industrial Commission of Arizona (“Commission”) has administered the workers’
compensation laws of that Act. The Act includes the authority of the Commission to set a
schedule of fees to be charged by physicians,—physicaltherapists,—and—oeceupational
%hempfstshealthcare providers attending injured employees (also referred to in this document
as “injured worker” or “claimant.” A.R.S. § 23-908(B). In 2004, the Act was amended to
include the setting of fees for prescription medicines required to treat an injured employee.
A.R.S. § 23-908(C). This fee schedule is referred to as the Arizona_ Physicians’ and
Pharmaceutical Fee Schedule (Fee Schedule).
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Any reference to “healthcare providers” in the Fee Sche&le ended to include all licensed
professionals whose scope of practi s them to\legally provide services to injured
workers. Any reference to “physician to woi’m’ compensation cases includes the
following: doctors of medicine,& octors of podiatric medicine, doctors
of chiropractic, doctors of naturopa edicine, certified registered nurse anesthesiologists,
physician assistants an s. Healthcare providers treating employees under
industrial coverage are ¢ according to the schedule of fees adopted by
the Commission. Accurate calculation of fees based upon this schedule, the monthly filing of
reports and bills ferpay and the use of forms prescribed are essential to timely and correct
payment for and.¢an be vital in the award of benefits to the injured worker
and their d

ThA Schedule h en updated to incorporate by reference the 2020 Edition of the
Americ edical ociation’s Physicians’ Current Procedural Terminology, Fourth
Edition ( ®_4), including the general guidelines, identifiers, modifiers, and terminology
changes associ with the adopted codes. In this Fee Schedule CPT®-4 codes that contain
explanatory laxgge specific to Arizona are preceded by A. Codes, however, that are unique
to Arizona and not otherwise found in CPT®-4 are preceded by an AZ identifier and numbered
in the following format: AZOxx-xxx. To the extent that a conflict may exist between an adopted
portion of the CPT®-4 and a code, guideline, identifier or modifier unique to Arizona, then the
Arizona code, guideline, identifier or modifier shall control.

a. The Commission has also adopted by reference: 1) The unit values and guidance for
consultative, diagnostic and therapeutic services published in the most recent edition
of  Relative  Value  Guide, =~ American  Society of  Anesthesiologists
https://www.asahq.org; 2) The 1995 and 1997 Documentation Guidelines for
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Evaluation and Management Services, Centers for Medicare and Medicaid Services
(CMS) https://www.cms.gov; 3) The 2020 Clinical Diagnostic Laboratory Fee
Schedule, Centers for Medicare and Medicaid Services (CMS) Clinical Laboratory fee
Schedule https:// www.cms.gov; 4) The National Correct Coding Initiative Edits, CMS;
https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/index.html; 5) 20
Optum 360 The Essential RBRVS https://www.optum360.com/; and 6) Physicians as
Assistants at Surgery: 2018 Update https://www.facs.org/. The RBRVS based fee
schedule adopts surgical global periods published by CMS.

Except as otherwise noted, unit values assigned to the service codes listed in this document are
the product of the Industrial Commission of Arizona and are not assogciated m any way with

the American Medical Association or any other entity or organizati
A. GENERAL GUIDANCE A
1. Reimbursements and billing associated with, Pha e re found in the

Pharmaceutical Fee Schedule Section of this Wnt.

This Fee Schedule establishes the fees that cangbescharged b

providers for services performed forsinj workers under the Arizona’s workers’
compensation law.
If a physietan-healthcare provider or msurance cattier is referring an injured worker to

a medical specialist for evalua
o)

becomes the foundatio for purposes.

Routine progres i eports filed by the attending physieian-healthcare
provider do not ordinarily command’a fee.

Payment will be e for only one professional visit in any one day except when the
sub%ed T cle emonstrates the need for the additional visit and fee.

Eees for hi or home visits, subsequent to the initial visit, are not to be
a o coded surgical procedures performed in the same day.
e ofﬁce&atment principally by injection of drugs, other than antibiotics,

req authorization by the carrier or self-insured employer for each series of 10 after
the first series of 10.

Except in emergencies, a carrier must be given notice regarding a consultation and the
consultant must provide his/her report to the carrier and the attending physietan
healthcare provider within a reasonable period of time to facilitate processing of the
claim.

The Commission requests that carriers notify attending physieians-healthcare providers
at the same time the claimant is notified that their claim is closed with or without
supportive care. If a claim is approved for reopening, the carrier should also notify the
attending phystetan-healthcare provider of that approval.

The codes listed herein are CPT only copyright 2020 American Medical Association.
All rights reserved.



10. An attending phystetan-healthcare provider may submit a claim for consultant’s fee
only when such service is requested by carrier or self-insured employer.

11. Missed individual appointments for consultants, without prior notification, will be
compensated at 50% of consultation fee.

12. No fees may be charged for services not personally rendered by the physietanhealthcare
provider, unless otherwise specified.
13. The Commission will investigate an injured workers’ complai bad, faith/unfair
claims processing practices, and if appropriate, impose pe
930, in those circumstances where a “peer to peer” review ot conducted by a
physieian-healthcare provider with appropriate skill, tra& and knewledge or where
the individual performing the “peer to peer” review was not licensed.
will also investigate an injured workers’ complaint, o faith/unfair claims
processing practice, and if appropriate, impo Ities S. § 23-930, for a
denial of treatment based on the failure of the treating doc icipate in a “peer

to peer” review, when the treating doctor hasynot'been gi reasonable time or

opportunity to participate in the “ph”’ review.
14. As authorized under A.A.C. R20-5:128, the fee for tModuction of medical records

for workers’ compensation purposesishall be 25¢ per page and $10.00 per hour per
person for reasonable clefica e‘&ted ,Vith locating and reproducing the
documents.

B. PAYMENT AND F INGS

1. Under Arizona workers’ compensatiKl law, an insurance carrier, self-insured employer
or their represent is not responsible for payment of a billing for medical, surgical,
and heSpita the surance carrier, employer or representative received
mo an 24 months from the date that the medical service was rendered, or from the

on whi ider knew or should have known that the service was rendered,
A W ver oceurs later. A subsequent billing or corrective billing does not restart the
itations period..See A.R.S. § 23-1062.01.

2. It 1siimcumbent upon the insurance carrier, self-insured employer and third party
process}gng service to inform all parties, including the Commission, regarding changes
in addresses for bill processing locations.

3. Under Arizona workers’ compensation law, a phystetan-healthcare provider is entitled
to timely payment for services rendered. An insurance carrier, self-insured employer
or claims processing representative shall make a determination whether to deny or pay
a medical bill on an accepted claim, in whole or in part, including the decision as to the
amount to pay, within thirty days from the date the claim is accepted, if the billing is
received before the date of acceptance, or within thirty days from the date of the receipt
of the billing if the billing is received after the date of #juryacceptance. All billing
denials shall be based on reasonable justification. The insurance carrier, self-insured

3
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employer, or claims processing representative shall pay the approved portion of the
billing within thirty days after the determination for payment is made. If the billing is
not paid within the applicable time period, the insurance carrier, self-insured employer,
or claims processing representative shall pay interest to the health provider on the
billing at a rate that is equal to the legal rate. Interest shall be calculated beginning on
the date that the payment to the health-care provider is due. See A.R.S. § 23-1062.01.

To ensure timely payment of a medical billing, a billing must contain the information
required under A.R.S. § 23-1062.01. A billing must contain at least the following
information: Correct demographic patient information including_claim number, if
known; Correct provider information, including name, address, phonénumber, and
federal taxpayer identification number; Appropriate medical coding ‘with dollar
amounts and units clearly stated with all descriptions and d of services clearly
printed; and Legible medical reports required for eachsdate of se if the/billing is
for direct treatment of the injured worker.

Payment of a workers’ compensation mediMng overned by A.R.S. § 23-

1062.01, which includes:
———

a. Timeframes for processing and ﬁf medical bills;
b. Criteria for billing denials; v

c. A provision that themi&iure iS not rrefonsible for payment of any portion
of a medical bill on af aceepted elaim ent of any portion of a medical billing

that is being disputed;

d. A provision that the insutance cagrier or self-insured employer may establish an
internal system for resolving pa%ent disputes;

e. Aprovi tha S. §23-1062.01 does not apply to written contracts entered
between medical providers and insurance carriers and self-insured employers
thei iyes that specify payment periods or contractual remedies for

imel ; and

provisionmlt the Industrial Commission does not have jurisdiction over contract
utes between the parties.

“Reaso&le justification” to deny a bill does not include that the payment/billing
policies of another private or public entities (publications) do not allow it unless the
publication has been adopted by reference in the Fee Schedule.

Excluding bundling and unbundling issues, it is not the Commission’s intent to restrict
an insurance carrier’s, self-insured employers or third party processing service’s ability
to address issues not addressed by the Fee Schedule. This includes evaluating unlisted
procedures, establishment of values for unlisted procedures, establishment of values
for codes that are listed as “BR” or “RNE”, new CPT® codes that have not been adopted

The codes listed herein are CPT only copyright 2020 American Medical Association.
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10.

1.

by the Industrial Commission, or issues outside the jurisdiction of the Fee Schedule,
such as hospital billings.

Physietans—Healthcare providers shall provide legible medical documentation and
reports that are sufficient for insurance carriers/self-insured employers to determine if
treatment is being directed towards injuries sustained in an industrial accident or
incident. The phystetan-healthcare provider shall ensure that their patients’ medical
files include the information required by A.R.S. § 32-1401.2. The medieal-healthcare
provider is not required to provide copies of documents or reports that they did not
author and that are not in their possession (i.e. Employers’ First Report of Injury).

Treating physicians shall submit a narrative that justifies thebilling of a level 4 or 5 E

& M service.
A\

The Commission has adopted by reference the 4995 an ocumentation
Guidelines for Evaluation and Management Servi al \billings shall be
prepared and reviewed consistent with how uide d and interpreted

by CMS. Additionally, payers are required to disclose the
Explanation of Reviews (or other similar document)s

A payer’s Explanation of Rev1ew T other ilar docu nt) shall contain sufficient
information to allow the healthcare > provider to determine whether the

amount of payment is correc m to contact regarding any questions related to
the payment. Informationdn t tion of eview (or other similar document)

shall include the followi
a. The name of € 1n

b. The name of the payer and the fame of the third party administrator (“TPA”), if

c. Applica the&telephone number, and address of all entities that reviewed

behalf of the payer;

plicablejthe name, telephone number and address of the party that has a written

ntract s1grd by the physieian-healthcare provider that allows the contracting

y or other third party to access and pay rates that are different from those
proved under this Fee Schedule;

e. The amount billed by the physietanhealthcare provider;

f. The amount of any reduction due to a written contract with the phystetanhealthcare
provider; and

g. The amount of payment.

Nothing in this Fee Schedule precludes a physietan-healthcare provider from entering
into a separate contract that governs fees. In this instance, reimbursement shall be made

5
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12.

1

according to the applicable contracted charge. In the absence of a separate contract that
governs a physietan’s—healthcare provider’s fees, reimbursement shall be made
according to this Fee Schedule. A payer shall demonstrate that it is entitled to pay the
contracted rate in the event of a dispute by providing a valid copy of the governing
contract to the healthcare provider. If a payer fails to provide evidence that it is entitled
to pay a contracted rate, then the payer shall be required to make payment as provided
in this Fee Schedule.

Billing for Pharmaceuticals is found in the Pharmaceutical Fee Schedule Section of this
document.

C. REIMBURSEMENT OF MID-LEVEL PROVIDERS
. Certified Registered Nurse Anesthetists (“CRNA’s”) apé reimbur t 85% of the fee
schedule.

Physician Assistants and Nurse Practitioners Nbur £85% of the fee schedule
except if services are provided “incident to” a physician’s p sional services. In that
instance, reimbursement is required to be at 100%vof the,fee dule. The following
criteria are identified as eStabliShinPdent f0” exception:

a. The Physician Assistant and |Nurse PractitioMst work under the direct

supervision of an appropriatel nsed physieian,

b. The Physician musAiti 1y i n"’and establish a plan of care for that

patient (“treatment plan”

c. Subsequent service provided bysthe Physician Assistant and Nurse Practitioner
must be a partiof the documented treatment plan, and

d. Theé Ph 'anMvay’be involved in the patient’s treatment plan and see the
ent o enoug demonstrate that the Physician is actively participating in
d ma ient’s care.

or purposes of the Fee Schedule, the Commission recognizes that direct supervision
hysician Ksistant or Nurse Practitioner by a Physician can be accomplished
thr the use modern technology and telecommunications (telemedicine) and may
not require’the on-site presence of the Physician when the Physician Assistant or Nurse
Practitioner sees the patient. In all instances, however, and regardless of the extent to
which telemedicine is used, the Physician must actively participate in and manage the
patient’s care if services provided by a Physician Assistant or Nurse Practitioner are
billed at 100% of the fee schedule under the “incident to” exception.

It is the responsibility of the Physician to document if the services provided by a
Physician Assistant and Nurse Practitioner are “incident to” the Physician’s
professional service. If either the incident to criteria is not met, or the documentation
submitted fails to support the “incident to” criteria, the reimbursement should be made
at 85% of the fee schedule.

The codes listed herein are CPT only copyright 2020 American Medical Association.
All rights reserved.



D. DIRECTED CARE AND USE OF NETWORKS

The Arizona Workers” Compensation Act only permits private self-insured employers to
direct medical care. A.R.S. § 23-1070(A); See also Southwest Gas Corp. v. Industrial
Commission of Arizona, 200 Ariz. 292, 25 P.3d 1164 (2001). This limitation on the scope
of directed care means that employees of private self-insured employers do not have an
unrestricted right to choose their own medical providers, while employees of all other
employers do (including public self-insured employers).! Notwithstanding an employee’s
right to choose, many workers’ compensation insurance carriers (“carriers”) and public
self-insured employers (“employers”) have taken advantage of “networks” to reduce their
costs. This is done by either creating their own network of “pre roviders” or by
contracting with a third party to access private health-care netw

Actions or conduct that impair or limit the right of an employee to se their medical
provider may rise to the level of bad faith and/or unfair€laims processing practices under
A.R.S. § 23-930. The Commission will investigate a co in d faith/unfair claims
processing practices, and if appropriate, impose ﬁ

circumstances where a carrier, employer, or TPA has engage ct that results in
directing a claimant to a “network” provider. The fellowifigrare examples of conduct that

the Commission would consider appr:hlvestigation under A.R.S. § 23-930.
e A claimant is told that they must see a ici ealthcare provider (er-ether
provider) that is “in the n rk;”
e A claimant is told thft‘ca fro m! ” physietan-healthcare provider (er
otherprovider)-is.not authorized;

e A “network’ ietan-healthcat@provider (or-otherprovider)is told that referrals
are required to be made to another “network” phystetan-healthcare providerferether

)

physietan-healthcare provider (er-etherprovider)-is told that they may

n-network™ healthcare provider to a patient;

A fnon-network” physietan-healthcare provider (er-etherprovider)-is told that care

ill only be’authorized if provided by a “network” provider; and

e A “non-network” healthcare provider is told that reimbursement will be made
according to “network” discounts.

E. TREATMENT OF INDUSTRIAL INJURIES AND DISEASES

It should be noted that the law governing directed care is not limited to “medical doctors,” but instead applies
to medical, surgical, and hospital benefits. See A.R.S. § 23-1070. The phrase, “medical, surgical, and hospital
benefits” is defined in A.R.S. § 23-1062(A), which states: “Promptly, upon notice to the employer, every
injured employee shall receive medical, surgical and hospital benefits or other treatment, nursing, medicine,
surgical supplies, crutches and other apparatus, including artificial members, reasonable required at the time
of the injury, and during the period of disability. Such benefits shall be termed ‘medical, surgical and hospital
benefits.””

7
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2-1.0nly physicians and surgeons licensed in the State of Arizona are permitted to treat injured
or disabled employees under the jurisdiction of the Commission, unless others are
specifically authorized.

3.2.An employee who sustains an injury arising out of, or in the course of, employment is
entitled, under Arizona law, to select a physietan-healthcare provid is/hér, own choice
unless that employee is employed by a private self-insured empl as describediin A.R.S.
§ 23-1070. Employers described in A.R.S. § 23-1070, e%in e State olitical
Subdivisions thereof, are allowed to direct medical care.

essional exactness in
important to the

4.3.The attending physietan’s-healthcare provider’s promptn
the completion and filing of workers’ compensati sa
employee being treated. The injured or disabled gmployee’s cla dical benefits and
compensation can rest on the conscientious attentionsof thex i healthcare provider
in processing the required reports. Rul sing the completion of these forms are
found in the Title 20, Chapter 5, Aﬂicmim Administrative Code, which can

be obtained at: http://apps.azsos.gov/public_services/T'it /20-05.pdf

5:4.The Commission, the employér a k@e c’—rier may, at any time, designate a
physietan-healthcare providéor edre providers to examine an employee.
e
o e

Additionally, upon application employer, employee, or insurance carrier, the
Commission may or:
of treatment when

e healthcare provider or a change of conditions
ere are reasonable ;ounds or a belief that the employee’s health or

6-5.A claim doctors without the written authorization of the insurance
carrier, attending physician. A claimant may not transfer from one
hospi the written authorization of the insurance carrier or the

g)mm ’s employment requires leaving the locale in which he/she is
receiving treatmentthe attending physician should arrange for continued treatment and

carrier ofXCh arrangement. It is the responsibility of the physician or the hospital
atient has transferred to ascertain whether such a change has been authorized.

7.6.Treatment X conditions unrelated to the injuries sustained in the industrial accident may
be denied as unauthorized if the treatment seems directed principally toward the non-
industrial condition or if the treatment does not seem necessary for the patient’s physical
rehabilitation from the industrial injury.

8-7.1f the patient refuses to submit to medical examination or to cooperate with the physieian’s
healthcare provider’s treatments, the carrier or self-insured employer should be notified.

9.8.If an employee is capable of some form of gainful employment, it is proper for the
phystetan-healthcare provider to release the employee to light work and make a specific

8
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report to the carrier or self-insured employer as to the date of such release. It can be to the
employee’s economic advantage to be released to light work, since he/she can receive
compensation based on 66 2/3% of the difference between one’s earnings and one’s
established wage. On the other hand, it would not be to the employee’s economic advantage
to be released to light work if, in fact, the employee is not capable of performing such work.
The phystetan’s-healthcare provider’s judgment in such matters is extremely important.

16:9. If the employee no longer requires active medical care for the industrial injury and is
discharged from treatment, the physieian-healthcare provider is required to provide a signed
report with the date of discharge to the carrier or self-insured employer even if, as a private
patient, the employee may require further medical care for con S untelated to the
industrial accident. This final report and discharge date are nece for closingithe claim
file.

+H-10. When a physieian—healthcare provider dischargesda claimant fro
physietan—healthcare provider shall determine whether
impairment of function, or disfigurement about th. or
of teeth, and include this information in the final signed repo to the carrier or
self-insured employer The Rules of Procedure)Beforé the In 1al Commission of
Arizona require that any rating of the pe of functional impairment should be made
in accordance with the standards of evaluation bhsh in the most recent edition of the
American Medical Association Guide the Evaluation ermanent Impairment.

42:11. Once an exposure to bleod- Wn curs, the workers’ compensation
insurance carrier/self-i 1nsu employer is ble for payment of the accepted
treatment protocol Wl’llCh includ BIG vaccination (Hepatitis B Immune Globulin),
and, if necessary, th Hep B vaccinations.

treatment, the
ee, has suffered any
1nclud1 g injury to or loss

When a work- related incident occur’ hat may have exposed an employee to Hepatitis,

the insurance ca self-ins employer is responsible for paying for the testing
t1s r C. As to treatment of HIV, if a bona fide claim exists

and/o trea
AR.S| § 23 1043.02, then the insurance carrier/self-insured employer is
r nsibl the treatment.

l%'d_ is the employer’s'responsibility, in accordance with existing OSHA standards, to pay
for sting. The insurance carrier may seek reimbursement from the employer for the
costs associated with providing the series of three (3) Hepatitis B vaccinations if the
employer failed to provide them in violation of federal and state laws.

F. REOPENING OF CLAIMS
1. Whether or not the employee has suffered a permanent disability, on a claim that has
been previously accepted, the claim may be reopened on the basis of a new, additional

or previously undiscovered disability or condition, but:

a. The claimant should use the form of petition prescribed by the Commission;
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healthcare provider of that approval.h
G. NO-INSURANCE CLAIMS S
“No-Insurance” claims are worker

of employers who do not h
Arizona law. In such cases, all cl

Section of the Speci%The

b. The petition must be personally signed by the worker or his authorized
representative and must be filed at any office of the Industrial Commission of
Arizona;

c. The petition, in order to be considered, must be accompanied by the phystetan’s
healthcare provider’s medical report.

If the claim is reopened, the payment for such reasonable and necessary medical,
hospital and laboratory work expenses shall be paid by the insurance carrier if such
expenses are incurred within 15 days of the filing of the petition to reopen.

No monetary compensation is payable for any period prior
petition to reopen. Surgical benefits are not payable for any pe
filing of a petition to reopen, except that surgical benefit§ are payable.for a period prior
to the date of filing not to exceed seven (7) days if a bona‘fide medical emergency
precludes the employee from filing a petition to reo priorto the surgery. Other
information relative to reopening rights may md at .S. § 23:1061(H).

e date of filing of the
rior to date of

If a claim is approved for reopening, the cartier;must netify

attending physietan

Mn claims involving injuries to employees
co ation insurance coverage as required by
and reports are to be addressed to the No-Insurance
strial Commission of Arizona.

H. CONSULTATIONS ) 4

Worker;‘om
justify sultation sooner a

diffi robl

atio S cal present additional medical and legal problems that
more frequently than for the average private patient. In
s requiring an estimate of general or unscheduled disability,

The IndustriahCommission continues to recognize the necessity for consultations in
ompensa%n and establishes relative value units and rates for consultation codes.

I. DEF INITI;NS OF SELECT UNIT VALUES

1.

BY REPORT “BR” ITEMS: “BR” in the value column indicates that the value of this
service is to be determined “by report”, because the service is too unusual or variable
to be assigned a unit relativity. Pertinent information concerning the nature, intent and
need for the procedure or service, the time, the skill and equipment necessary, etc., is
to be furnished. A detailed clinical record is not necessary.

RELATIVITY NOT ESTABLISHED “RNE” ITEMS: “RNE” in the value column
indicates new or infrequently performed services for which sufficient data has not been

10
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collected to allow establishment of a relativity. “RNE” items are clearly definable and
not inherently variable as are BR procedures. A report may be necessary.

3. SERVICE “SV” ITEMS: “SV” in the value column indicates the value is to be
calculated as the sum of the various services rendered (e.g., office, home, nursing home
or hospital visits, consultation or detention, etc.), according to the ground rules
covering those services. Identify by using the code number of the “SV” item. The Value
is established by identifying each individual service, listing the code number and its
value.

4. MATERIALS AND SUPPLIES: A phystetan-healthcare provi
reimbursed for supplies and materials normally necessary
physieian-healthcare provider may charge for other supplies a
99070°. A physieian-healthcare provider may use an applicable H
code 99070 if the HCPCS code more accurately deseribes the mate
provided by the physietanhealthcare provider; ho
adopted the RVUs for HCPCS codes. Exaw tho
reimbursable are listed below. Documentation sho al costs (i.e.
manufacturer’s eurrent invoice dated within onesyear©ofthe bil ate) associated with
providing supplies and materials pl percent (15%) to cover overhead costs
will be adequate justification for m his provision does not apply to retail
operations involving drugs or supplies. Administratio drugs to patients in a clinical

setting is covered under code 99070. Prescription drugs provided to patients as a part
of the overall treatment regimen bu ide of }'\e clinical setting are not included

t entitled to be
erform the service. A
aterials g code
S code in lieu of
and supplies

are and are not

under this code. ’2
Examples of supplies e u not separately reimbursable include:
Applied hot or'cold p&ks

E tches, injections or debridement trays
teri f
eedles

A ye/ear trays
Drapes
%rile gloves
Applied eye wash or eye drops
Creams (massage)
) 4 Fluorescein
Ultrasound pads and gel
Tissues
Urine collection kits
Gauze
Cotton balls/fluff
Sterile water
Band-Aids and dressings for simple wound occlusion

2 CPT only copyright 2020 American Medical Association. All rights reserved.
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Head sheets

Aspiration trays

Sterile trays for laceration repair and more complex surgeries
Tape for dressings

Examples of material and supplies that are generally reimbursable include:

Cast and strapping materials
Applied dressings beyond simple wound occlusion
Taping supplies for sprains
Iontophoresis electrodes
Reusable patient specific electrodes
Dispensed items, including:
Canes A
Braces
Slings
Ace wraps A
TENS electrodes
Crutches
Splints
Back suppo
Dressmgs

the reporting healt

r0v1der can specify that a procedure performed has

Hot or
5. “Modifiers: A two- dlglt eric A:e that provides the means by which
ce

procedure w1th0ut creating a separ. procedure or listing.

Modifier Ex xple \ ,

Profe nal ) Certain procedures are a combination of a physician, or

go es 1 component and a technical component. When modifier “-26” is added to
a

iate codeaPC allowable amount will be paid.

Techni omponent (TC): The TC component reflects the technical portion of the
procedure }de. When the technical component is provided by a healthcare provider
other than the one providing the professional component, the healthcare provider bills
for the technical component by adding Modifier “-TC” to the applicable code.

J. LIST OF ACRONYMS

AMA American Medical Association
AS Assistant Surgeon

AWP Average Wholesale Price

BR By Report

The codes listed herein are CPT only copyright 2020 American Medical Association.
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CCI

CF
CMS
CPT
CRNA
DME
E/M
FCE
FUD
HCPCS

ICD-10-CM International Classification of Diseases, Tenthﬁ&ion,

IME
MPFS
MRI
NCCI
NP
OTC
PA
RBRVS
RVU

Current Coding Initiative (National)
Conversion Factor

Centers for Medicare & Medicaid Services
Current Procedural Terminology

Certified Registered Nurse Anesthetist
Durable Medical Equipment

Evaluation and management services
Functional Capacity Evaluation

Follow-up day(s)

Healthcare Common Procedure Coding System

Independent medical examination
Medicare physician fee schedule

Magnetic resonance imaging

(see CCI)

Nurse practitioner

Over-the-counter ‘ . \
Physician assistant

Resource based r Q\ )

Relative value unit

(\\ ) 4
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SURGERY GUIDELINES

This Fee Schedule has been updated to incorporate by reference the 2020 Editions of the
American Medical Association’s Physicians’ Current Procedural Terminology, Fourth Edition
(CPT®-4), including the general guidelines, identifiers, modifiers, and terminology changes
associated with the adopted codes. In this Fee Schedule CPT® codes that contain explanatory
language specific to Arizona are preceded by A. Codes, however, that are unique to Arizona
and not otherwise found in CPT®-4 are preceded by an AZ identifier and numbered in the
following format: AZ0xx-Xxx.

The Commission has also adopted by reference: 1) The 7995 and 1997 Doc
Guidelines for Evaluation and Management Services, Cent or Medicare and
Services (CMS) https://www.cms.gov; 2) 2020 Opt 1
https://www.optum360.com/; 3) The National Correct ] itiati dits, CMS
https://www.cms.gov/Medicare/Coding/National Correg€tCedInitEd/index.html; and, 4)
Physicians as Assistants at Surgery Update 2018 htt&://www.facs.or&The RBRVS-based fee
schedule adopts surgical global periods published b i

entation

The following Commission guidelines are i iti T® guidelines and represent
additional guidance from the Commissi ive to unit values for surgical services. To the
extent that a conflict may exist een 3 portion of the CPT®-4 and a code,
guideline, identifier or modifier un to /Arizona, the Arizona code, guideline, identifier

or modifier shall control. q
A. MATERIALS AND SUPPLIES: A ph&?mhealthcare provider may charge for materials

and supplies as described in subsection (I) (4) of the Introduction Section of the Physician’s

Fee Schedrle es 1

B. MULTIPLEP RES: It is appropriate to designate multiple procedures that are

rendered on the e y separate entries. However, the primary procedure code is the

that, determines_the follow-up days when a surgery has multiple procedures. The

addition procedul;xs) or service(s) may be identified by appending modifier 51 to the

additional,procedure or service code(s). Note: This modifier should not be appended to
designate -on” codes.

C. SPECIAL REPORT: A typical request for more detailed information from an insurance
carrier regarding a billing does not constitute a “special report”, which is defined in the
CPT® book.

D. MODIFIERS: Listed services and procedures may be modified under -certain
circumstances. When applicable, the modifying circumstance should be identified by the
addition of the appropriate modifier code, which may be reported in either of two ways.
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The modifier may be reported by a two-digit number placed after the usual procedure
number from which it is separated by a hyphen. Or the modifier may be reported by a
separate five-digit code that is used in addition to the procedure code. If more than one
modifier is used, the “Multiple Modifiers” code placed first after the procedure code
indicates that one or more additional modifier codes will follow.

Modifiers either unique to Arizona or containing explanatory language specific to Arizona
are as follows:

A-22 Increased Procedural Services: Use of this modifier vy’ll result in \wenty-ﬁve
percent (25%) increase in the listed value for the listed procedure.

A-25 Separately Identifiable Evaluation and Managemént Service by e sician or
Other Qualified Health Care Professional on the Day of.the Pr ure or Other
Service. It may be necessary to indicate that,on the day a pr? ure or service
identified by a CPT® code was perforined, the patient’s condition required a

significant, separately identifiable E/M setvic nd beyond the other service
provided or beyond the other servi vided the usual preoperative and

services on the same date. i y reported by adding modifier 25 to
the appropriate level i

A-47 Anesthesia bymThe value shall be fifty percent (50%) of the calculated

American So¢iety of A esiologists Relative Value Guide value.

A-50 Bilateral Procedure: Unless otlgrwise identified in the listings, when bilateral
progcédu 'Wcant time or complexity to patient care are provided at
thé same operative , identify and value the first or major procedure as listed.

dary or lesser procedure(s) by adding this modifier ‘-50° to the usual

procedur and value at fifty percent (50%) of the listed value(s). If,

« h&ver, theyprocedures are independently complex and involve different parts of the

, includ'@’g digits, the bilateral procedure rule would not apply. In such cases,
in@lent procedures would be billed at one hundred percent (100%) of their listed

va

A-51 Multiple Procedures: When multiple procedures are performed during the same
operative session*, the procedures should be valued at the appropriate percent of its
listed value, as shown below:

100% (full value) for the first or major procedure
50% for the second and multiple procedure(s)
Sixth and subsequent procedures — by report
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*Multiple Procedure Guidelines do not apply to codes specifically identified as
“Add-on/Additional Procedures, Global indicator”ZZZ”.

The major or primary procedure is defined as the procedure with the highest value and is the
code that determines the follow-up days when a surgery has multiple procedures. The second
procedure is the procedure with the next highest value, the third the next highest value and so
on. **

**1f, however, the procedures are independently complex sit
nerves or artery repair, the multiple procedure rule woulﬂnot apply. [
independent procedures would be billed at one hundred pereent (1009
listed value.

o) of their

A-57 Decision for Surgery: An evaluation and managem serv%é that resulted in the
initial decision to perform the surgery may identified byradding modifier 57 to the
appropriate level of E/M service. (

y

A-62 Two Surgeons: By prior agreemenmtal value of services performed by two
surgeons working together as primary surgeons ¢ apportioned in relation to
the responsibility and work do e patient is made aware of the fee
distribution according edical ethics. If nojapportionment listed, the fee should
be split evenly bet the ¢o-su e total value may be increased by
twenty-five percent (2 in lieu of the usual assistant’s charge. Under these
circumstance ices Of each surgeon should be identified by adding this
modifier ‘-62° to the j procedure number(s) and valued as agreed upon. (Usual
charges for 'surgical assistance/may be warranted if still another physician is
required as partyof the surgical team.) The value of the procedure should be 125
percent Wlue listed. Payment of 125% of the maximum allowable

1d be divided be n the participating surgeons.

Surgeons — When 2 surgeons work together as primary surgeons performing
nct part($)0f a procedure, each surgeon should report his/her distinct operative
ork by adding modifier 62 to the procedure code and any associated add-on
s(s) for that procedure as long as both surgeons continue to work together as
surgeons. Each surgeon should report the co-surgery once using the same
procedure code. If additional procedure(s) (including add-on procedure(s)) are
performed during the same surgical session, separate code(s) may be reported with
modifier -62 added. Note: If a co-surgeon acts as an assistant in the performance of
additional procedure(s), other than those reported with modifier 62, during the same
surgical session, those services may be reported using separate procedure code(s)
with modifier 80 or modifier 82 added, as appropriate.
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A-80 Assistant Surgeons: These services are valued at twenty percent (20%) of the listed
value of the surgical procedure(s).

—_OR-

A-81 Minimum Assistant Surgeons: These services are valued at ten percent (10%) of the

listed value of the surgical procedure(s).
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RADIOLOGY GUIDELINES

This Fee Schedule has been updated to incorporate by reference the 2020 Edition of the
American Medical Association’s Physicians’ Current Procedural Terminology, Fourth
Edition (CPT®-4), including the general guidelines, identifiers, modifiers, and terminology
changes associated with the adopted codes. In this Fee Schedule CPT® codes that contain
explanatory language specific to Arizona are preceded by A. Codes, however, that are unique
to Arizona and not otherwise found in CPT®-4 are preceded by an AZ identifier and numbered
in the following format: AZOxx-xxx. Additional information regarding publications (e.g. CMS
Guidelines) adopted by reference is found in the Introduction of the Fe

The following Commission guidelines are in addition to CMS, an T® guidelines, and
represent additional guidance from the Commission relative tofunit valu r these services.
To the extent that a conflict may exist between an adopted ion of the CPT®-4 and a code,
guideline, identifier or modifier unique to Arizona, then the A , guideline, identifier

or modifier shall control. \

A. GENERAL GUIDELINES

1. Values include usual contrast med@ent and materials. An additional charge
may be warranted when special surgical traysian erials are provided by the
phystetanhealthcare provider,

2. Values include consultad)n nd Mrts’to the referring physietanhealthcare
provider.
P

d attending phystetan’s-healthcare provider’s written order for x-rays
ith stateme’t for/x-ray services. Bills unsupported by findings will

3. X-ray findings
must be include
not be pai

4. X-r&% should be taken, reported, and be properly marked for identification and
ientationyin accordance with the accepted standard of radiologic practice in the State

A 0 ona. o
B. MO S ’
Modifiers identify’ circumstances that alter or enhance the description of the service. For
radiology code! two modifiers affect the assigned unit value and are listed in The Essential
RBRYVS. However, other modifiers may be required for correct reporting of service. See CMS

and the 2020 CPT®-4 publications for additional information on modifiers. Listed radiology
modifiers affect the unit values as follows:

1. Total: When no modifier is listed, the unit value represents the global value of the
procedure. The five-digit code is used to represent a global service inclusive of
professional and technical value of providing that service. The following sections,
provide additional definitions for each component.
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2. Professional: Modifier 26 is used to designate professional services. The professional
component includes examination of the patient, when indicated, performance and/or
supervision of the procedure, interpretation and written report of the examination, and
consultation with referring phystetanshealthcare providers.

3. Technical: Modifier TC is used to designate the technical value of providing the
service. The technical component includes personnel, materials, space, equipment, and

other allocated facility overhead normally included in providing the service. Note that
modifier TC is not CPT® compatible.
C. REFERENCE TO RELATIVE VALUES \

Two patterns of billing currently prevail in radiology. A tot
to include both professional fees and technical costs,, is
offices, clinics and, under some circumstances, in hospl‘kx

In a majority of voluntary hospital radiology depart i t submits a separate
statement to the patient for his professmnﬁes. ¢ hospital ‘charges for use of the
department facilities and the services of it§ employees. Thi is similar to the charges
made by the hospital for the use of delivery rooms or surgica es. Such charges are entirely
separate from the fees charged by obstetricians and surgeons. In most separate radiology billing

situations, the total will approxiﬂate billed si,gly by the radiologist in their office
or billed singly by the hospital.

The two separate scales mmgy tive Values have been devised for use in radiology
and are not coordinated with scales for services'in other branches of medicine such as surgery,
medicine or pathology. The two scale;;e compatible only within themselves. Within each of

the two separate h dmg e total dollar value and the PC or professional components dollar
value, where appr Some procedures are noted as a “BR” value or “By
Report”. T: usage S mten ed to indicate that circumstances involving a given patient

proced ay require mueh more than the average amount of time and effort to perform and
ould mqu“e* and could not be anticipated or established. When such added
e ent claim ritten explanation will usually be required as an addendum to the

blll

The PC Values do not include charges made by the hospital in which the procedure was
accomplished. Such charges by the hospital cover the services of technologists and other
helpers, the films, contrast media, radioactive agents, chemical and other materials, the use of
the space and facilities of the x-ray department plus any other hospital costs. Most hospitals
have derived their own schedule of charges of these items. The establishment of the hospital’s
charges is not properly the subject of this publication.

The separation of billing in no way implies a division of responsibility, but only a division of
the charge. The radiologist is a physician performing a needed medical service for a patient,
and he must retain full responsibility for his own activity and also full responsibility for the
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supervision of technologists, the selection and maintenance of equipment, the control of
radiation hazards and the general administration of the radiology department.

D. REVIEW OF DIAGNOSTIC STUDIES

No separate charge is warranted for prior studies reviewed in conjunction with a visit,

consultation, record review, or other evaluation by the—medical-provider—or—other—medical

persennela healthcare provider; neither the professional component value modifier 26 nor the
radiological consultation CPT® code 76140 is reimbursable. The review of diagnostic tests is
included in the evaluation and management codes.
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PATHOLOGY AND LABORATORY GUIDELINES

This Fee Schedule has been updated to incorporate by reference the 2020 Edition of the
American Medical Association’s Physicians’ Current Procedural Terminology, Fourth
Edition (CPT®-4), including the general guidelines, identifiers, modifiers, and terminology
changes associated with the adopted codes. In this Fee Schedule CPT® codes that contain
explanatory language specific to Arizona are preceded by A. Codes, however, that are unique
to Arizona and not otherwise found in CPT®-4 are preceded by an AZ identifier and numbered
in the following format: AZOxx-xxx. The Industrial Commission has adopted the Clinical
Laboratory Fee Schedule (CLAB) used by Medicare to reimburse the of pathology
and laboratory services (see additional information regarding lications“adopted by
reference in the Introduction Section of the Fee Schedule).

The following Commission guidelines are in addition to t es and/represent
additional guidance from the Commission relative to unit ese services. To the
extent that a conflict may exist between an adopted&rtio the CPT®-4 and a code,
guideline, identifier or modifier unique to Arizona, then the ‘Arizo
or modifier shall control.

A. A healthcare provider seeking reimbmr presumpti e or “point of care” drug

testing must submit to the payer written documentation

1. That the testing is medlcally waybly required;

2. The type of drug testlng utilt
3. The healthcare prov1der S 1nterpretat1on of the “point of care” testing.

For purposes of this section, presumptive or pomt of care” testing is testing that is performed
at or near tlylte tien (i.e. the phystetan’s-healthcare provider’s office).

CPT® codes 80305 07 are used for reporting presumptive drug class screening. Each code
repﬁ;ien drugstand drug classes performed by the respective methodology per date of

thcare providers performing validity testing on urine specimens utilized for drug
testing shall not,separately bill the validity testing. For example, if a laboratory performs a
urinary pH, specific gravity, creatinine, nitrates, oxidants, or other tests to confirm that a urine
specimen is not adulterated, this testing is not separately billed.

Definitive drug testing may be reported with HCPCS codes G0480 - G0483. These codes differ
based on the number of drug classes including metabolites tested. Only one code from this
group of codes may be reported per date of service. Any request for quantitative or definitive
testing requires documentation that qualifies necessity.
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G0480 — Definitive drug testing 1 — 7 drug class(es) including metabolites(s) if performed
G0481 — Definitive drug testing 8 — 14 drug class(es) including metabolite(s) if performed
G0482 — Definitive drug testing 15 — 21 drug class(es) including metabolites(s) if performed

G0483 — Definitive drug testing 22 or more drug class(es), including metabolite(s) if
performed.

U0001 — Laboratory testing for infection of SARS-CoV-2/2019-nCg OVID-19). Tests
developed by the CDC.

U0002 — Laboratory testing for infection of SARS-CoV?2/201941CoV (COVID Non-CDC
developed tests.
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MEDICINE GUIDELINES

This Fee Schedule has been updated to incorporate by reference the 2020 Edition of the
American Medical Association’s Physicians’ Current Procedural Terminology, Fourth
Edition (CPT®-4), including the general guidelines, identifiers, modifiers, and terminology
changes associated with the adopted codes. In this Fee Schedule CPT® codes that contain
explanatory language specific to Arizona are preceded by A. Codes, however, that are unique
to Arizona and not otherwise found in CPT®-4 are preceded by an AZ identifier and numbered
in the following format: AZ0xx-xxx. Additional information regarding publications adopted
by reference is found in the Introduction of the Fee Schedule. .

The following Commission guidelines are in addition to the CPT
additional guidance from the Commission relative to unit valu€s-for t services. To the
extent that a conflict may exist between an adopted portion of the CP and a code,
guideline, identifier or modifier unique to Arizona, then the Ati , guidelifie, identifier
or modifier shall control.

lines and represent

A. MATERIALS SUPPLIED BY A PHYSICIANHEALTHEARE :
healthcare provider may charge for ma‘%supplies as described in subsection (I)(4)

of the Introduction Section of the Physi¢ian’s Schedule (pages 10 - 11).

B. COMPLIANCE WITH THE AMERICAN’S WITH DISXBILITIES ACT: Code 99199

can be used to bill for the serviee reter v[?en they are used to comply with the
provisions of “The American’s, With Disabilities ct”, i.e. interpreters for the hearing
impaired.

C. ADD-ON CODES: Some of the listed procedures are commonly carried out in addition to
the primary procedute performeds All jadd-on codes found in the CPT® codebook are

exempt from the muvedui concept. They are exempt from the use of modifier -

51. A

D. SEP TE P RES: Some of the procedures or services listed in the CPT®
that'are com ly carried out as an integral component of a total service or
ave been identified by the inclusion of the term “ separate procedure”. The
gnated as/a “separate procedure” should not be reported in addition to the code
1 procedure or service of which it is considered an integral component.

When a procedure or service is carried out independently or considered to be unrelated or
distinct from other procedures/services provided at that time, it may be reported by itself,
or in addition to other procedures/services by appending modifier -59 to the specific
“separate procedure” code to indicate that the procedure is not considered to be a
component of another procedure, but is a distinct, independent procedure.

E. BUNDLED CODES: Indicates that the service is always bundled in a payment for another
service. If these services are covered, payment for them is subsumed by the payment for
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the services to which they are incident (e.g., a telephone call from a hospital nurse regarding

the care of a patient).

The codes listed herein are CPT only copyright 2020 American Medical Association.
All rights reserved.



PHYSICAL MEDICINE GUIDELINES

This Fee Schedule has been updated to incorporate by reference the 2020 Edition of the
American Medical Association’s Physicians’ Current Procedural Terminology, Fourth
Edition (CPT®-4), including the general guidelines, identifiers, modifiers, and terminology
changes associated with the adopted codes. In this Fee Schedule CPT® codes that contain
explanatory language specific to Arizona are preceded by A. Codes, however, that are unique
to Arizona and not otherwise found in CPT®-4 are preceded by an AZ identifier and numbered
in the following format: AZ0xx-xxx. Additional information regarding publlcatlons adopted
by reference is found in the Introduction of the Fee Schedule.

The following Commission guidelines are in addition to the C ines and represent
additional guidance from the Commission relative to unit valtes for th ervices. To the
extent that a conflict may exist between an adopted portien of t and a code,
guideline, identifier or modifier unique to Arizona, then the A ideline, identifier
or modifier shall control. *

General requirements in reporting services are found i fhe'Tntroduction of the Fee Schedule.
In addition to the definitions and commo ceding the coded medical procedures,
several other requirements unique to this Section on PHYWMEDICINE are defined or
identified as follows:

A. During the course of physi(ﬁ medicing tr ts, Aly one evaluation and management
billing is allowed per week, except that the following evaluations are allowed once every

two calendar weeks: 7 and 97172. Additional billing for evaluation and
management procedures may benallowed when specific additional services are warranted.

Approval of the payer must be obtained prior to performing additional services.

ITISI OR OTE ZJAT THESE LIMITATIONS DO NOT APPLY TO
REFE LTHCARE PROVIDERS OR TO PH¥YSICIANS
HE HCA DERS WHO TREAT PATIENTS ONCE PER MONTH.

B./qlh multiple modalities (97010* through 97039) are performed, the first modality is
repo s listed. % second modality is identified by adding modifier “-51” to the code
number. Fhe second and each subsequent modality should be valued at 50% of its listed

value.
V4

100% - Full value for the first modality
50% - For the second and additional modalities

*97010 is bundled in the payment when a separate Physical Therapy Service is
performed.

Any more than 5 additional modalities or therapeutic procedures must have prior
approval of the payer.
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Example: During a visit a patient receives the following care: therapeutic exercise (97110)
for 45 minutes, mechanical traction (97012), electrical stimulation (97014) and moist heat
(97010). Under the multiple procedure rule, you would bill 100% of the total value for
(97110) therapeutic exercise ($56.23 x 3), 100% of the total value for (97012) mechanical
traction ($27.79 x 1) and 50% of the total value for (97014) electrical stimulation ($26.50
x 50%) and 0% (zero percent) for moist heat (97010), for a total billing of $209.73. Moist
heat (97010) is paid at 0% (zero percent) because it is bundled with the physical therapy
service (therapeutic exercise, 97110).

. Codes 97110 — 97150 and 97530 -97546 are not subject to the le procedure rule and
shall be paid at 100% of their listed value. When performing therapeutic procedure(s),
excluding work hardening (97545/97546) and Functional Lapacit ation 97750), a
maximum of 60 minutes is allowed each day. Approval must be obtained by:the payer prior
to performing therapeutic procedures in excess of 63 min

. The values for codes in this section apply to provider’s ti expertise and use of
equipment. Medications and disposable electrodes used in these procedures should be
considered supplies, code 99070, (see idelines for Medicine Section regarding

billing for supplies). v
. A work hardening program is 11QW$ p7 day, not to exceed a 6 week period
of time.

. The payer has the rig entation to establish that a modality or therapeutic
procedure was perf ed. Inasmuch as, these Guidelines allow for re-evaluations to be
performed every two,weeks, it 15 at that time the medieal-healthcare provider should be

required to address success of the treatment protocol, i.e. improvements or lack of
i rdin ina, ex1b111ty and strength.

It is appro payer on a per billing basis to require a-medieathealthcare
1 provide unnecessary detailed documentation to justify payment. A medieal
rovider is.required to comply with A.R.S. § 23-1062.01 when submitting a bill.
ple, the erose of modalities like hot and cold packs, paraffin baths, and
whirlpools, are straightforward. Modalities are utilized as a sub-element of the over-all
treatment protocol to prepare the injured worker for therapy or to minimize the impact of
the therapy on the injured worker. Other than a statement that certain modalities were
performed, any additional documentation such as the purpose of the application of
modalities, resulting flexibility or comfort is unnecessary. Additionally, listing the amount
of weight an individual is lifting, repetitions, and sets is, again, unnecessary. During a re-
evaluation visit, the medieal-healthcare provider should provide documentation regarding
changes in strength, stamina, and flexibility.
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EVALUATION AND MANAGEMENT GUIDELINES

This Fee Schedule has been updated to incorporate by reference the 2020 Edition of the
American Medical Association’s Physicians’ Current Procedural Terminology, Fourth
Edition (CPT®-4), including the general guidelines, identifiers, modifiers, and terminology
changes associated with the adopted codes. In this Fee Schedule CPT® codes that contain
explanatory language specific to Arizona are preceded by A. Codes, however, that are unique
to Arizona and not otherwise found in CPT®-4 are preceded by an AZ identifier and numbered
in the following format: AZOxx-xxx. Additional information regarding publications adopted
by reference is found in the Introduction of the Fee Schedule.

found in Current
the A and is
ist between an

The evaluation and management guidelines adopted by reference

Procedural Terminology®, Fourth Edition (“CPT® book”) publi
reprinted, in part, below with permission. To the extent that
adopted portion of the CPT®-4 and a code, guideline, identi
then the Arizona code, guideline, identifier or modifier shall ¢

On March 26, 2020 the Commission approved the.adopted two codes used for a
Virtual check-in with physicians via a number o chnology modalities
including synchronous discussion over a te exchange of information through video

or image. Virtual check-ins are initiated e performed via multiple
technology modalities including telephone, secure text'messaging, email, or use of a patient
portal. The two HCPCS codes are i

G2010 — Remote evaluation of re

patient (e.g., store and fow
24 business hours, not ofiginating fsom lated E/M service provided within the previous 7
days nor leading to an service O)rocyre within the next 24 hours or soonest available

appointment.

G2012 — B#:om icatio ogy-based service, e.g., virtual check-in, by a physician
or other qualifiedhe are professional who can report evaluation and management services,
establishcd"péti€nt, not originating from a related E/M service provided within
wlous days leading to an E/M service or procedure within the next 24 hours or
ilable appo ent; 5-10 minutes of medical discussion.

A. CLASS ATION OF EVALUATION AND MANAGEMENT (E/M) SERVICES: The
E/M section'is divided into broad categories such as office visits, hospital visits, and
consultations. Most of the categories are further divided into two or more subcategories of
E/M services. For example, there are two subcategories of office visits (new patient and
established patient) and there are two subcategories of hospital visits (initial and
subsequent). The subcategories of E/M services are further classified into levels of E/M
services that are identified by specific codes. This classification is important because the
nature of work varies by type of service, place of service, and the patient’s status.

The basic format of the levels of E/M services is the same for most categories. First, a
unique code number is listed. Second, the place and/or type of service is specified, e.g.,
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office consultation. Third, the content of the service is defined, e.g. comprehensive history
and comprehensive examination. (See “Levels of E/M Services” in 2020 AMA CPT®
codebook, for details on the content of E/M services). Fourth, the nature of the presenting
problem(s) usually associated with a given level is described. Fifth, the time typically
required to provide the service is specified.

. DEFINITIONS OF COMMONLY USED TERMS: Certain key words and phrases are
used throughout the E/M section. The following definitions are intended to reduce the
potential for differing interpretations and to increase the consistency of reporting by
physicians in differing specialties. E/M services may also be report ther qualified
health care professionals who are authorized to perform such se the scope of
their practice.

e New and Established Patient: Solely for the purposes
and established patlents profess10na1 services are tho
by physicians and-ether-qualified-health-care-prbfessiongls®who myjreport evaluation
and management services reported by a spegific CRT® code(s). A new patient is one
who has not received any professional serv1ces from the physician/4ualified-health-eare
professional or another physician/gualified-hea re-prafessional of the exact same
specialty and subspecialty who belongs to the'same group practice, within the past three

of distinguishing between new
face-to-face serviees rendered

years.
An estabhshed patient is as received professional services from the
physician or agther physician/gqualified-health-eare
professional of the exact sa i subspecialty who belongs to the same
group practice, pras

In the instance where a physiei a i is on call for or

covering for a
encou ter be c

er physi n#qual—rﬁeel—healrth—eaf%pfefesﬁeﬂal the patient’s
ified as it would have been by the physician/qualified-health-care

o is vailable. When advanced practice nurses and physician
a551stants are working with physicians they are considered as working in the exact same

A ty and exact same subspecialties as the physician.
t1nct1% ade between new and established patients in the emergency
ment. E/M services in the emergency department category may be reported for
any new,or established patient who presents for treatment in the emergency department.

e Chief Complaint: A chief complaint is a concise statement describing the symptom,
problem, condition, diagnosis, or other factor that is the reason for the encounter,
usually stated in the patient’s words.

e Concurrent Care and Transfer of Care: Concurrent care is the provision of similar
services (e.g., hospital visits) to the same patient by more than one physwlan or other

qualified-health-eare professienal-on the same day. When concurrent care is provided,

no special reporting is required. Transfer of care is the process whereby a physician e

otherqualified-health-eareprofessional-who is providing management for some or all
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of a patient’s problems relinquishes this responsibility to another physician er-ether
gualified-health-eare professional-who explicitly agrees to accept this responsibility and

who, from the initial encounter, is not providing consultative services. The physician
or-otherqualified-health-care professionaltransferring care is then no longer providing
care for these problems though he or she may continue providing care for other
conditions when appropriate. Consultation codes should not be reported by the
physician er-ether-qualified-health-care-professional-who has agreed to accept transfer
of care before an initial evaluation but are appropriate to report if the decision to accept
transfer of care cannot be made until after the initial consultation evaluation, regardless

of site of service.
Counseling: Counseling is a discussion with a patient and/ ily concernihg one or
more of the following areas:

» Diagnostic results, impressions, and/or recommen iagnostic studies;
* Prognosis;
* Risks and benefits of management (treatment) options;
* Instructions for management (treatment) and/or fol
* Importance of compliance with chosen mana
* Risk factor reduction; and

* Patient and family education.
(For psychotherapy, see 90832-90834, 90836-90840)

Family History: A revﬂv of Ms 11 the patient’s family that includes

significant information abou

* The health statgs or cause of death,of parents, siblings and children;

* Specific diseases related to'p ble’s identified in the Chief Complaint or History of
the Present Illness, and/or System Review;

* Discasés mi mbers which may be hereditary or place the patient at risk.

History“of Present Illness: A chronological description of the development of the
’s present 1llness from the first sign and/or symptom to the present. This includes

a deseriptio location, quality, severity, timing, context, modifying factors, and
ted signs and symptoms significantly related to the presenting problem(s).

Levels of E/M Services: Within each category or subcategory of E/M service, there are
three to five levels of E/M services available for reporting purposes. Levels of E/M
services are NOT interchangeable among the different categories or subcategories of
service. For example, the first level of E/M services in the subcategory of office visit,
new patient, does not have the same definition as the first level of E/M services in the
subcategory of office visit, established patient.

The levels of E/M services include examinations, evaluations, treatments, conferences
with or concerning patients, preventive pediatric and adult health supervision, and
similar medical services, such as the determination of the need and/or location for
appropriate care. Medical screening includes the history, examination, and medical
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decision-making required to determine the need and/or location for appropriate care
and treatment of the patient (e.g., office and other outpatient setting, emergency
department, nursing facility). The levels of E/M services encompass the wide variations
in skill, effort, time, responsibility and medical knowledge required for the prevention
or diagnosis and treatment of illness or injury and the promotion of optimal health.

Each level of E/M services may be used by all physicians-e+etherqualified-health-eare
el

The descriptors for the levels of E/M services recognize seven components, six of
which are used in defining the levels of E/M services. These co S are:

* History;

» Examination;

* Medical decision making;

* Counseling;

* Coordination of care; ‘

* Nature of presenting problem; and
* Time.

The first three of these compon ry, examination and medical decision
making) are considered the key components in selecti evel of E/M services.

The next three components , coordination of care, and the nature of the
presenting problem) are Anside co tory factors in the majority of encounters.

Although the first two of thes ibutory factors are important E/M services, it is not
required that thesWs be

Coordination of ‘eare with other physieians, other health care professionals, or agencies
without a patient'encounter on that day is reported using the case management codes.

Thejxal c&nent,

ecifically identifiable procedure (i.e., identified with a specific CPT® code)
A performed o subsequent to the date of initial or subsequent E/M services should be
orted separa

is“discussed in the following pages.

The actual performance and/or interpretation of diagnostic test/studies ordered during
a patient encounter are not included in the levels of E/M services. Physician
performance of diagnostic tests/studies for which specific CPT® codes are available
may be reported separately, in addition to the appropriate E/M code. The physician’s
interpretation of the results of diagnostic tests/studies (i.e., professional component)
with preparation of a separate distinctly identifiable signed written report may also be
reported separately, using the appropriate CPT® code with modifier 26 appended.

The physician er-etherhealth-eare-prefessional-may need to indicate that on the day a

procedure or service identified by a CPT® code was performed, the patient’s condition
required a significant separately identifiable E/M service above and beyond other
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services provided or beyond the usual preservice and post service care associated with
the procedure that was performed. The E/M service may be caused or prompted by the
symptoms or condition for which the procedure and/or service was provided. This
circumstance may be reported by adding modifier 25 to the appropriate level of E/M
service. As such, different diagnoses are not required for reporting of the procedure and
the E/M services on the same date.

Nature of Presenting Problem: A presenting problem is a disease, condition, illness,
injury, symptom, sign, finding, complaint, or other reason for encounter, with or
without a diagnosis being established at the time of the enco e E/M codes
recognize five types of presenting problems that are defined asffollows:

guatied-heth-care protessionals-supervision.

Self-limited or Minor - A problem that runs a définite and prescribed ¢ourse, is transient
in nature, and is not likely to permanently alter healt s a good prognosis
with management/compliance.

Low severity - A problem where ‘i@‘norbi i
is little to no risk of mortality out treatment;

impairment is expected.

Moderate severity - AA‘O em kis[ of morbidity without treatment is

moderate; there is moderate f mortality without treatment; uncertain prognosis
OR increased pr ility of pr ed functional impairment.

ty without treatment is low; there
ecovery without functional

roblem where the risk of morbidity without treatment is high to
oderate to high risk of mortality without treatment OR high
longed functional impairment.

High severity -
extreme; there 1
probability of sever:

Past Histony: A'review. of the patient’s past experiences with illnesses, injuries, and
tre nts that includes significant information about:

*Prior major illnesses and injuries;

* Prior operations;

* Prior-hospitalizations;

. Currell medications;

* Allergies (e.g., drug, food);

« Age appropriate immunization status;
 Age appropriate feeding/dietary status.

Social History: An age appropriate review of past and current activities that includes
significant information about:

* Marital status and/or living arrangements;
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* Current employment;

* Occupational history;

« Military history;

* Use of drugs, alcohol, and tobacco;
* Level of education;

* Sexual history;

* Other relevant social factors.

System Review (Review of Systems): An inventory of body systems obtained through
a series of questions seeking to identify signs and/or symptoms t atient may be
experiencing or has experienced. For the purposes of CPT®, th¢ following elements of
a system review have been identified:

* Constitutional symptoms (fever, weight loss, etc.);
* Eyes;

* Ears, nose, mouth, throat; *
* Cardiovascular;

* Respiratory;

* Gastrointestinal;

* Genitourinary;

* Musculoskeletal;

* Integumentary (skin and/or breast);

* Neurological;

* Psychiatric; A ’

» Endocrine;

. Hematologic/Lw
* Allergic/Immunologic.

The review of s
identifysm: d te
affected by any possi

ms helps eﬁne’ the problem, clarify the differential diagnosis,
, or serves as baseline data on other systems that might be
ement options.

The inclusion of time in the definitions of levels of E/M services has been

implicit in p ditions of CPT®. The inclusion of time as an explicit factor beginning
1 1992 1s done to assist in selecting the most appropriate level of E/M services.
It 1d be recognized that the specific times expressed in the visit code descriptors

are averages and, therefore, represent a range of times which may be higher or lower
depending on actual clinical circumstances.

Time is not a descriptive component for the emergency department levels of E/M
services because emergency department services are typically provided on a variable
intensity basis, often involving multiple encounters with several patients over an
extended period of time. Therefore, it is often difficult to provide accurate estimates of
the time spent face-to-face with the patient.

Studies to establish levels of E/M services employed surveys of practicing physicians
to obtain data on the amount of time and work associated with typical E/M services.
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Since “work™ is not easily quantifiable, the codes must rely on other objective,
verifiable measures that correlate with physicians’ estimates of their “work.” It has
been demonstrated that estimations of intraservice time (as explained below), both
within and across specialties, is a variable that is predictive of the “work” of E/M
services. This same research has shown there is a strong relationship between
intraservice time and total time for E/M services. Intraservice time, rather than total
time, was chosen for inclusion with the codes because of its relative ease of
measurement and because of its direct correlation with measurements of the total
amount of time and work associated with typical E/M services.

Intraservice times are defined as face-to-face time for office and other outpatient visits
and as unit/floor time for hospital and other inpatient . This distinction is
necessary because most of the work of typical office visi e during the face-
to-face time with the patient, while most of the wo
place during the time spent on the patient’s floor or
in either the office or the inpatient areas, the&apro iate add-on code should be
reported.

Face-to-face time (office and other outpatie
coding purposes, face-to-face time
face-to-face with the patient and/
such tasks as obtaining a history, performing‘@an examination, and counseling the

patient. \r
Time is also spent domg wo re or after the face-to-face time with the patlent

performing such W revi g records and tests, arranging for further services,
and communicating furtherswith other professionals and the patient through written
reports and telephone contact. ) 4

Th1s non# to- ime for office services —also called pre- and post-encounter time

— nclu int component described in the E/M codes. However, the pre-
ost ace-to-face work associated with an encounter was included in
ting the total'wiork of typical services in physician surveys.

e fac%ce time associated with the services described by any E/M code is
a proxy for the total work done before, during, and after the visit.

Unlt/ﬂ time (hospital observation services, inpatient hospital care, initial inpatient
hosp1ta consultations, nursing facility): For reporting purposes, intraservice time for
these services is defined as unit/floor time, which includes the time present on the
patient’s hospital unit and at the bedside rendering services for that patient. This
includes the time to establish and/or review the patient’s chart, examine the patient,
write notes, and communicate with other professionals and the patient’s family.

In the hospital, pre- and post-time includes time spent off the patient’s floor performing
such tasks as reviewing pathology and radiology findings in another part of the hospital.
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This pre- and post-visit time is not included in the time component described in these
codes. However, the pre- and post-work performed during the time spent off the floor
or unit was included in calculating the total work of typical services in physician
surveys.

Thus, the unit/floor time associated with the services described by any code is a valid
proxy for the total work done before, during, and after the visit.

C. UNLISTED SERVICE: An E/M service may be provided that is not listed in this section
of CPT® codebook. When reporting such a service, the appropriate unli code may be
used to indicate the service, identifying it by “Special Report,” as discussed m item D. The
“Unlisted Services” and accompanying codes for the E/M secti as follow

N

99429 Unlisted preventive medicine service
99499 Unlisted evaluation and management servic

D. SPECIAL REPORT: An unlisted service or oné thﬁ‘ is un
require a special report demonstrating the medical appropriatene ¢ service. Pertinent
information should include an adequate definition e nature, extent, and
need for the procedure and the time, effort, a ipment necessary to provide the service.
Additional items that may be inclu are complexi ymptoms, final diagnosis,
pertinent physical findings, diagnosticiand therapeutic procedures, concurrent problems,

, variable, or new may

and follow-up care. \

E. CLINICAL EXAMPLES: Clinical examples of the codes for E/M services are provided to
assist in understandir}ﬁeani f the descriptors and selecting the correct code. The
clinical examples arglisted in AppendixiC. (Appendix C of the CPT® has not been reprinted
in this text.) Each e

ple was developy by the specialties shown.

The same pro w een by different specialties, may involve different amounts of
work. Thérefore, the appr edevel of encounter should be reported using the descriptors
rather thanthe examples.

F. AJ STR IONSIEOR SELECTING A LEVEL OF E/M SERVICE:

e Review the Reporting Instructions for the Selected Category or Subcategory: Most of
the categories and many of the subcategories of service have special guidelines or
instruct"ns unique to that category or subcategory. Where these are indicted, e.g.,
“Inpatient Hospital Care,” special instructions will be presented preceding the levels of
E/M services.

e Review the Level of E/M Service Descriptors and Examples in the Selected Category
or Subcategory: The descriptors for the levels of E/M services recognize seven
components, six of which are used in defining the levels of E/M services. These
components are:

* History;

The codes listed herein are CPT only copyright 2020 American Medical Association.
All rights reserved.



» Examination;

* Medical decision making;

* Counseling;

* Coordination of care;

* Nature of presenting problem;
* Time.

The first three of these components (ie, history, examination and medical decision
makmg) should be considered the key components in selecting the level of E/M
services. An exception to thls rule is in the case of Vlslts which ¢

services recognize four types of histo

Problem Focused - Chief complai illness or problem.

Expanded Problem Focused# W br?f history of present illness; problem

brief history o

pertinent system review A

Detailed - Chief Hmt; nded hlstory of present illness; problem pertinent
system review extended toinclude areview of a limited number of additional systems;
pertinent past, family, and/or ;ml’story directly related to the patient’s problems.

Comprehe ief complaint; extended history of present illness; review of
syst s that 1rect ted to the problem(s) identified in the history of the present
illness plus aseview of all additional body systems; complete past, family, and social

4

prehensive history obtained as part of the preventive medicine E/M service is
n oblem-oriented and does not involve a chief complaint or present illness. It does,
however, include a comprehensive system review and comprehensive or interval past,
famlly,’ld social history as well as a comprehensive assessment/history of pertinent
risk factors.

Determine the Extent of Examination Performed: The extent of the examination
performed is dependent on clinical judgment and on the nature of the presenting
problem(s). The levels of E/M services recognize four types of examination that are
defined as follows:

Problem Focused - A limited examination of the affected body area or organ system.

The codes listed herein are CPT only copyright 2020 American Medical Association.
All rights reserved.



Expanded Problem Focused - A limited examination of the affected body area or organ
system and other symptomatic or related organ system(s).

Detailed - An extended examination of the affected body area(s) and other symptomatic
or related organ system(s).

Comprehensive - A general multisystem examination or a complete examination of a
single organ system. Note: The comprehensive examination performed as part of the
preventive medicine E/M service is multisystem, but its extent is based on age and risk
factors identified.

For the purposes of these CPT® definitions, the following b eas are r nized:

* Head, including the face;

* Neck;

* Chest, including breasts and axilla; &
» Abdomen;

* Genitalia, groin, buttocks;

* Back;

* Each extremity; n

For the purposes of these CPTT\ definitions, \the following organ systems are

recognized: \ ,

* Eyes;

* Ears, nose, mouWroa

* Cardiovascular;

* Respiratory; ’ ) 4

¢

» Gastrointestina
» Genit

al;
ologic; =

tologic phatic/Immunologic.

Determine ,the Complexity of Medical Decision Making: Medical decision making
refers tythe complexity of establishing a diagnosis and/or selecting a management
option as measured by:

» The number of possible diagnoses and/or the number of management options that
must be considered;

* The amount and/or complexity of medical records, diagnostic tests, and/or other
information that must be obtained, reviewed and analyzed; and

* The risk of significant complications, morbidity, and/or mortality, as well as
comorbidities, associated with the patient’s presenting problem(s), the diagnostic
procedure(s) and/or the possible management options.

The codes listed herein are CPT only copyright 2020 American Medical Association.
All rights reserved.



Four types of medical decision making are recognized: straightforward; low
complexity; moderate complexity; and high complexity. To qualify for a given type of
decision making, two of the three elements in the table following must be met or
exceeded.

Table 1 — Complexity of Medical Decision Making

Number of Amount and/or Risk of Type of
Diagnoses or Complexity of Complications Decision
Management Data to be and/or Morbi aking

Options Reviewed or Morta
Minimal Minimal or none Straightforward
Limited Limited Low/complexity
Multiple Moderate Moderate
complexity
Extensive Extensive High complexity

Comorbidities/underlying diseases, _i 0 s, are not considered in
selecting a level of E/M servicesfunless their presence significantly increases the
aking.

complexity of the medical decisio

o Select the Appropriate Level o WBa d on the Following:

1. For the following categor categories, all of the key components i.e., history,
examination, #an edical ision making, must meet or exceed the stated
requirements to qualify“for a partieular level of E/M service: office, new patient;
hospital obsetyation serviges; initial hospital care; office consultations; initial
inpatient_con tions; emergency department services; initial nursing facility
?e; domiceilia new patient; and home, new patient.

or the following categories/subcategories, two of the three key components (i.c.,
ory, examination, and medical decision making) must meet or exceed the stated
requireme qualify for a particular level of E/M services: office, established
ient; subsequent hospital care; subsequent nursing facility care; domiciliary care,
blished patient; and home, established patient.

3. When counseling and/or coordination of care dominates (more than 50%) the
encounter with the patient and/or family (face-to-face time in the office or other
outpatient setting or floor/unit time in the hospital or nursing facility), then time
shall be considered the key or controlling factor to qualify for a particular level of
E/M services. This includes time spent with parties who have assumed
responsibility for the care of the patient or decision making whether or not they are
family members (e.g., foster parents, person acting in loco parentis, legal guardian).
The extent of counseling and/or coordination of care must be documented in the
medical record.

The codes listed herein are CPT only copyright 2020 American Medical Association.
All rights reserved.
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