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Consistent Cash Flow is Everyone’s Job
Presented by:

Kathy Mills Chang, MCS-P, CPCO, CCPC, 
CCCA

Please Note!

• The views and opinions 
expressed in this presentation 
are solely those of the author, 
Kathy Mills Chang.

• Kathy and/or KMC University 
does not set practice standards

• We offer this only to educate 
and inform

• Medicare information 
provided today is not new and 
is available in the public 
domain

The Reality 
of Truth 
According to 
KMC
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But What If 
You Get 
Caught?

“We All Have 
to Decide for 
Ourselves How 
Much Sin We 
Can Live With”

“We All Have 
to Decide for 
Ourselves How 
Much Sin Risk 
We Can Live 
With”

Many In the Profession Feel Like This

Know the 
Rules that 

Govern 
Healthcare
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Many Doctors Feel They Are Chasing Moving Target

Intermediate 
to Advanced 
Topics

• Basics will be mentioned, but are not going 
to be covered in detail

• Difficult nuances and gray areas to be 
reviewed

• Advanced principles necessary for 
compliance 

Advanced Billing Compliance

Chiropractic is Different 
In Medicare

Step One:  
Must Know 

The Difference

Step Two-Enrollment Part B Types of Medicare Coverage: Part B
• Basic Medicare Part B coverage is what most of the senior 

population have

• Medicare Part B is optional

• Medicare Part B is usually the primary coverage 
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Obligations 
of DCs When 
Agreeing to 
Accept and 

Treat 
Medicare 

Part B 
Patients

Types of Medicare Coverage: Part C

• Also known as Medicare Advantage Plans or Replacement 
Plans— “Managed Care Medicare”

• Redirects benefits to a private carrier

• No Part A or B

Step Three-Enroll in Part C Plans if Desired

Obligations 
of DCs When 
Agreeing to 
Accept and 

Treat 
Medicare 

Part C 
Patients
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The Life Cycle of the 
Patient-Advanced 
Med Nec

• History

• Treatments performed

• Rationale for therapy

• Release dates from MN care

• Maintenance treatments

• Returns to MN care

• Everything that relates to how 
their health is managed by 
your office

What Medicare 
Payers Want to See

• Prove Medical 
Necessity

• Cause and start 
date

• End date of care

• Diagnosis match 
patient 
complaints, does 
that match 
billing and 
coding

• Is patient 
on/following a 
treatment plan?

Your 
Patient’s 
Flow 
Under 
Care

Active 
Treatment

Wellness 
Care

Active 
Treatment 

Wellness 
Care

Self-Care

Medicare 
Documentation 

Guidelines in the 
Absence of 

Others

Initial Visit

• History

• Description of Present Illness

• Physical Exam

• Diagnosis

• Treatment Plan

• Date of initial treatment

Subsequent Visits

• History

• Review of chief complaint

• Physical Exam

• Document daily treatment

• Progress related to treatment goals/plan

Understand and 
Implement Medical 

Necessity Definitions
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AT = Active 
Treatment

• By definition meets medical 
necessity

• Billed and expected to be paid

• Follows MAC screens 

• Should not be automatic

The Opposite of Active Treatment

The Risks Associated 
with Billing and 

Financial Compliance 
Regulations

Presented by:

Kathy (KMC) Weidner, MCS-P, CPCO, CCPC, CCCA
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This Hour’s Plan

WE’LL REVIEW THE TOP ISSUES 
SEEN ON AUDIT AND FOUND 

WHEN DOCUMENTATION 
AUDITS OCCUR

HAVE A CLEAR 
UNDERSTANDING OF ALL 

ASPECTS OF YOUR FEE SYSTEM

RECOGNIZE HOW TO SET 
ACTUAL FEES CONSIDERING 

YOUR PRACTICE COSTS

INCLUDE ALL ASPECTS OF A FEE 
SYSTEM TO ACCOMMODATE 

ALL ASPECTS OF YOUR PATIENT 
BASE

CREATE POLICY AND 
PROCEDURE TO KEEP YOU IN 

LINE

Fee System 
Considerations and 

Practice Style

• How your fees, 
work, and your 
practice style are 
inextricably 
connected

• These are 
important 
business decisions 
that should be 
considered as with 
“the chicken or the 
egg”
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Obligations 
of DCs When 
Agreeing to 
Accept and 

Treat 
Medicare 

Part B 
Patients

Obligations 
of DCs 
When 

Agreeing to 
Accept and 

Treat 
Medicare 

Part C 
Patients

The 
Primary 
Issues:  

Key to All 
Finances

Charge 
Correctly

Collect 
According 

to Your 
Policies

Bill 
Correctly

First, Charge 
Correctly

This Photo by Unknown Author is licensed under CC BY-SA

Charge 
Correctly

Collect 
According 

to Your 
Policies

Bill 
Correctly
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The 
Regulations

Avoid Dual Fee 
Schedules

Charging insurance companies more than 
cash patients

• False Claims Act and Inducement 
Violations

• May violate provider agreements
 

This Photo by Unknown Author is licensed under CC BY

False Claims Act 
Violations

• Establishes liability when 
any person or entity 
improperly receives 
payment from or avoids 
payment to 
the Feds

• Prohibits “knowingly 
presenting or causing to 
be presented, a false 
claim for payment or 
approval”

• “Hello” waived 
deductible 
or copayment!

No Inducement 
Violations

• Per the OIG: “incentives that are nominal in value 
are NOT prohibited by [inducement law]”

• No more than $15 per item or $75 in the aggregate, 
annually

• Even one free or improperly discounted 
examination, x-ray, or therapy puts you at risk

53

Improper Time of Service Discounts

 

Discount should be based 
on bookkeeping savings

▪ May or may not 
be defined

▪ Often indefensible 
or unreasonable

▪ May not be 
permissible for 
federally insured 
patients
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Avoid 
Anti-
Kickback 
Violations

A person that offers or transfers to a Medicare 
or Medicaid beneficiary any remuneration 
that the person knows or should know is 
likely to influence the beneficiary’s selection 
of a particular provider, practitioner, or 
supplier of Medicare or Medicaid payable 
items or services may be liable for civil money 
penalties (CMPs) of up to $10,000 for each 
wrongful act.  

The statute defines “remuneration” to 
include, without limitation, waivers of 
copayments and deductible amounts (or parts 
thereof) and transfer of items or services free 
of charge or for other than fair market value. 

56

Treating and Billing 
Family Members

• Know the definitions of 
Immediate Relative

• Care is free and it’s not an 
inducement

A Typical Chiropractic 
Fee System

Actual Fees: $21,275.49
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Evaluate 
Actual Fees 
Annually 
and Base 
Them on 
Your Costs

Who Pays Actual 
Fees?

•What you bill 
is what you 
expect to 
collect

•Personal Injury 
Claims

•Cash Patients

•Out-of-
Network 
Patients

Personal Injury Patients—Depending on Your State

Is It 
Though?

• What you charge may 
not be what you collect

• PIP Fee Schedule

• No-Fault Fee 
Schedule

• Contracted Rates

• Inappropriate 
reductions

• Silent PPOs

• Attorney requests 
for adjustments

Cash Patients May Pay Actual Fee

• You should be charging your 
actual fee, but…

• 5-15% discount guidance from 
the Feds

• Three states have rules on the 
books for TOS allowances

• Your fee is your fee is your fee

• Using a DMP like 
ChiroHealthUSA takes cash 
paying patients out of the 
actual fee range
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Out of Network 
Patients-OOPS-
No Surprises!!

• If you represent full fee to 
the insurer, the patient 
must pay full fee

• What you bill is what you 
expect to collect, outside 
of any 
agreements/contracts

• Charge correctly, bill 
correctly, collect according 
to your office policy

Know Your Cost to 
Deliver Services for 

Maximum Profitability

Standard Business 
Statistics

• A core number 
for the business 
is Cost to Deliver 
a Visit (CDV)

• Compared with 
“Collected per 
Visit” allows for 
knowledge of 
profitability

• As a practice 
grows, CDV 
usually comes 
down

Why Is It Important?

• Vital when 
setting fees

• Important when 
considering 
insurance 
contracted rates

• Imperative when 
getting a loan

• Crucial to your 
business plan

New Practices 
May Struggle

• It’s hard to know 
what you don’t know

• A new practice can 
only estimate

• Business plans must 
project costs 

• A practice can grow a 
lot without significant 
increase in costs to 
deliver treatment

Periodic Check Ups 
Necessary

• Costs should be 
evaluated semi-
annually, at 
minimum

• Easy to do 
annually for prior 
fiscal or calendar 
year after taxes 
are completed
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Determine What is Included 
in Costs

Mature Practices 
Can Dive Deeper

• Break down NP visits 
from Established

• Break down rehab 
visits that use 
additional personnel

• Split out 
maintenance visits 
and determine cost 
of that vs. active 
treatment

Simple Math to Calculate CDV

6-Month

Do the Math – Is It Worth It?

 Cost Per Patient Visit 
Total Monthly Expenses 
(fixed and variable)

   ÷  Total Patient Visits 
during the month 

    = Your Cost Per 
Patient Visit

TIP:  Use a 3-month 
average as these are 
variable

Example:  

Total Monthly Expenses: $18,500

Total Patient Visits:            440

$42.05
(Cost per 

visit)

 

 Revenue Per Patient Visit

 Total Collections 

                ÷

  #  of patient visits = 
            Revenue Per Patient Visit

 Tip:  Use a 3-month average

Example:

Total Monthly Collections:  $29,000

Total Patient Visits:                440

Do the Math – Is It Worth It?

= $65.91

 (Income 

per visit)    

Do the Math – Is It Worth It?

 Profit Per Visit

Income per visit minus cost per visit

Example:

$65.91 - $42.05 = $23.86 (profit per visit)

Total Monthly 

Expenses

Total Patient Visits 

Total Monthly 

Collections

Total Patient Visits

Profit per Visit
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Other Important 
Statistics

• Knowledge of this number 
allows for knowledge of 
profit per visit

• Find collected visit average 
number

• Subtract cost from 
collected to get profit per 
visit

Keep Up on These Important 
Business Numbers

Not a 
Violation!
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Initial Visit

Exam: $120

X-Rays: $130

CMT: $65
97014: $35

Total:  $350

Routine Visit

CMT $65

97110: $50

97014: $35
97012: $35

Total:  $185

Initial Visit

Exam: $95

X-Rays: $75

CMT: $35
97014: $15

Total:  $220

Routine Visit

CMT $35

97110: $30

97014: $15
97012: $15

Total:  $95

98940: $25.15

98941: $34.86

98942: $42.75

100% Poverty: 75% Discount

125% Poverty: 50% Discount

150% Poverty: 25% Discount

Medicare 
Part B 
Fee 
Schedule
• Found on your 

contractor’s 
website

• May change 
annually

• Applies ONLY to 
the three spinal 
CMT codes in 
Active Treatment

• Doesn’t apply to 
Medicare Part C 
aka Medicare 
Advantage

Medicaid Fee 
Schedule

• Medicaid fees are 
regulated federally 
but applied state to 
state

• Found on the State 
Medicaid website

• Chiropractic may or 
may not be 
covered

• Medicaid must 
process Dually 
Eligible QMB 
patients

Veteran’s 
Administration (VA)

• VA providers have a set fee 
schedule as with Medicare

• VA must refer to the 
chiropractor

• The services referred come 
with a specific fee schedule

Worker’s Compensation 
(WC) Fee Schedule

• Most states have a 
regulated WC fee schedule

• Federal WC has its own fee 
schedule and coverage

• Fees are found on the state 
WC website

Personal 
Injury (PI) 

Fee 
Schedule

•  PI fees are not regulated

• At fault vs. no-fault

• Personal Injury Protection 
(PIP) may be based on 
Medicare

• No-Fault often has a regulated 
fees

• Tort states, med-pay, etc. are 
usually not regulated
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Understand the Patient 
Type, then the Fees

• Visit the KMC 
University Library 
courses on “What Is..” 
each payer type along 
with how to verify

• Practice Finances

• Apply the appropriate 
fee schedule in your 
system when seeing 
these types of patients

Initial Visit

Exam: $120

X-Rays: $130

CMT: $65
97014: $35

Total:  $350

Routine Visit

CMT $65

97110: $50

97014: $35
97012: $35

Total:  $185

Initial Visit

Exam: $95

X-Rays: $75

CMT: $35
97014: $15

Total:  $220

Routine Visit

CMT $35

97110: $30

97014: $15
97012: $15

Total:  $95

98940: $25.15

98941: $34.86

98942: $42.75

100% Poverty: 75% Discount

125% Poverty: 50% Discount

150% Poverty: 25% Discount

YOU get to decide 
what’s right for 
you and your 

practice!

• A famous person once 
said, “Your fee is your 
fee is your fee!”

• Whether you join 
discount networks is a 
personal and business 
decision

• There is much to 
understand and 
consider when making 
these important 
business decision

Example of Discount-Allowed Fee Example of Capitated Discount
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One of the 
Most 

Important 
Tools for 

Your 
Practice

Medicare’s Co-Pay or 
Deductible 

Waivers for Hardship

• The waiver is not 
offered as part of any 
advertisement or 
solicitation 

• Waivers are not 
routinely offered to 
patients 

• The waiver occurs 
after determining, in 
good faith, that the 
individual is in financial 
need 

• The waiver occurs 
after reasonable 
collection 
efforts have failed 
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Initial Visit

Exam: $120

X-Rays: $130

CMT: $65
97014: $35

Total:  $350

Routine Visit

CMT $65

97110: $50

97014: $35
97012: $35

Total:  $185

Initial Visit

Exam: $95

X-Rays: $75

CMT: $35
97014: $15

Total:  $220

Routine Visit

CMT $35

97110: $30

97014: $15
97012: $15

Total:  $95

98940: $25.15

98941: $34.86

98942: $42.75

100% Poverty: 75% Discount

125% Poverty: 50% Discount

150% Poverty: 25% Discount Professional 
Courtesy

What About 
Professional 
Courtesy?

• To whom do you offer courtesy fees?

• Staff? Family?

• Other DCs? Clergy? Military?

• What about when insurance is involved?

• Is it in writing? 

Define Your Policy 

Define Your Policy

103 104
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Initial Visit

Exam: $120

X-Rays: $130

CMT: $65
97014: $35

Total:  $350

Routine Visit

CMT $65

97110: $50

97014: $35
97012: $35

Total:  $185

Initial Visit

Capped Fee: $150

Or 20% Discount

Routine Visit

Capped Fee: $65

Or 20% Discount

Modalities: $10

Procedures: $20

100% Poverty:  75% Discount

125% Poverty:  50% Discount

150% Poverty:  25% Discount

Re-Exams: $25

Each Film: $15

Non-Par 
Doesn’t 
Mean Wild 
West!

Charges: 
Statutorily 
Excluded 
Services-Part B

• Medicare 
patients must be 
charged your 
ACTUAL fee for 
the services they 
pay for out-of-
pocket

• If they qualify for 
a discount due to 
another program 
available in your 
office, they can 
be charged that 
fee
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Medicare 
Advantage: 
Part C

• Dependent upon your participation

• Don’t risk becoming a deemed 
provider

• You set your policy and fee for this 
IF you are not involved with any plans

• Treat the patient like a cash patient

Four Possible Fee 
Structures Pass 
Muster-Excluded 
Services

1) Charge your actual fee

2) Charge a reasonable time of service discounted fee (5-15%)

3) Use a network-based, legally discounted fee of choice

4) Allow for a legal hardship/indigence fee the patient qualifies for

For Excluded Services 

Collect 
According to 
Your Policies

Charge 
Correctly

Collect 
According to 
Your Policies

Bill Correctly

Active Episodes of Care

Collecting at 
Time of 
Service

• It’s OK to collect co-pay or known deductible at TOS 
if participating

• Collect full limiting fee for Part B if Non-Par

• If service is denied, you must refund to patient OR 
you must appeal

• Medicare IVR/portals can let you know if deductible 
is met for the year

• Always based on allowable amount if participating

Medicare 
Part C-In 
Flux!

This Photo by Unknown Author is licensed under CC BY-SA
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What Makes a Payment 
Plan Compliant?

• Use of proper fees to calculate 
patient responsibility

• Appropriate estimate of medically 
necessary care to be paid by 3rd party

• Automatic payments from credit card 
handled properly

• No discounts given on 3rd party 
reimbursable portion of care

• KMC University prefers the Cash 
Practice System®

Medicare 
Payment Plans

• Once you have charged and billed correctly, 
you may collect according to your written 
policy

• OK to allow patients to pay their portion on 
a monthly payment plan

• OK to incentivize excluded services 
5-15% if prepaid…but this is discouraged

Payment Plans = 
Opportunities

• Patients on payment plans: 

• stay under care longer

• tend  to get all the care they need, including rehab 
and other items

• are more likely to have family under care

Maintenance

• Wellness
o Prevent disease

o Promote health

o Prolong/enhance the 
quality of life

• Supportive
o Maintain or prevent 

deterioration of a 
chronic condition

Three Choices for 
Fees in 
Maintenance Care

• Charge allowable fee or 
limiting fee

• Charge your actual fee

• Charge a discounted fee for 
maintenance if the patient 
qualifies and you offer this 
to ALL types of patients

• Codify this in your 
compliance policy

Option One: Payer Allowable or 
Limiting Fee

Continue to charge the allowable or limiting fee 
in maintenance careContinue

Charge that fee when billing for active treatment Charge

Set policy that says THIS is your fee for all phases 
of care: acute, chronic, or maintenanceSet

121 122

123 124

125 126



www.KMCUniversity.com

(855) 832-6562 22

Option Two: Charge Actual Fee 
for Maintenance Care

Medicare Claims Processing Manual: Chapter 30; Section 50.7.3A

Collect Actual Fee 
for Maintenance 

CMT

• As the manual states, it’s OK to 
begin charging ACTUAL fee during 
maintenance with signed ABN

• Requires carefully worded FROF and 
discharge discussion of fees

• We recommend Par providers BILL 
actual fee

• Non-Par Providers must bill Limiting 
Fee

Option Three: 
Publish a 

Maintenance 
Fee Schedule 

Anyone Can Access

• The safest, and cleanest way to 
do this is to join a DMPO network 
like ChiroHealthUSA

• Within that fee schedule, post a 
fee for maintenance CMT, 
regardless of levels

• Anyone that is a member can 
access that fee schedule

The Pitfalls What does 
Medicare usually 
cover? 

• CMT 98940, 98941, 98942 

127 128
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The intent of the ABN.. When is CMT 
not covered? 

• ‘maintain or prevent deterioration’ 

• ‘becomes supportive rather than corrective’

• ‘result in some functional improvement’ 

The rule 
says..

• ABN communicates financial 
liability to the patient when 
Medicare may not pay because 
the COVERED service is not 
medically necessary

Maintenance 
defined… 

A Provider must understand the difference between 
clinically appropriate and medically necessary –

because whether or not an ABN should be in play is 
ALWAYS a provider decision

Initiating 
an 

ABN

•When an otherwise 
covered service is no 
longer considered 
medically necessary as 
defined by CMS 

• To communicate 
financial responsibility 
to the patient for 
possible non-payment 
on otherwise covered 
services  

What is NEVER 
covered by 
Medicare? 

• Evaluation and Management E/M 
services

• X-ray imaging

• Therapy services

• Extraspinal CMT

• Orders for services outside of spinal 
CMT

Statutorily 
Excluded 
Services 

133 134
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Know the Difference Between 
Mandatory and Voluntary

139

Clarification of the Expectations
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What is a 
QMB? 

‘The Qualified Medicare 
Beneficiary (QMB) program is a 
Medicare Savings Program that 
helps qualified individuals meet 
some of the out-of-pocket costs 
associated with Medicare 
coverage’

It is a BILLING PROTECTION for 
Patients 

Notifier(Practice)

Covered Services
Codes

Understand the Options
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Attention Non-Par Providers!

151

ABN for 
Voluntary 
Use

Patient Friendly Medicare Education

• Patient Friendly 
Language

• Looks 
“Medicare 
Official”

• Starts the 
process on the 
right foot

CMT Codes-Spine and Extremities

• 98940 – 1-2 Regions

• 98941 – 3-4 Regions

• 98942 –    5 Regions

• 98943 - Extremities

• 98940-98943 – the basic 
building blocks and best 
descriptions of the DC’s 
work

• Most comprehensive 
physician code to describe 
chiropractic services

151 152
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Extremity 
Adjusting – 
98943
• Regions

• Head

• Upper extremities 
(shoulder to 
fingers)

• Lower extremities 
(hip to toes)

• Anterior ribs

• Abdomen

• May be billed once per 
visit

• Can be billed along 
with spinal CMT code

Limitations 
and 
Conundrums 
with CMT

158

CMT with Muscle 
Work

• May be mutually 
exclusive 
procedures

• 97140 billable 
only in separate 
body region

• 97124 may be 
billable along 
with CMT 
depending on 
edits

159

CMT with 
Evaluation 
and 
Management

160

Payer Policy 
vs. AMA

• Both CMT and E/M may not be paid on 
the same day

• Check payer policy/contractual obligation

• In the absence of policy, appeal, appeal, 
appeal!

Experimental, Investigational, and Unproven CMT Techniques

157 158
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163 164

So?  I’m a Full 
Spine Adjuster!

• Medical necessity definition 
dictates that you must 
prioritize each area of 
complaint

• Every visit:

• S + O (P + ART) for every 
region treated

• 2 DX codes for each 
region

• Treatment plan for 
each/short and long term 
goals

Coding and 
Documentation 

Must Match

2017 ChiroCare/Fulcrum 168

CMT Policy

Always Best to Understand the 
Policy

163 164
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VA Description-
Follows Optum

• Federal Plans mirror one 
another

• Most group health plans 
follow suit

The $64,000 
Question
• Is the subluxation you found 

creating a secondary, 
neuromusculoskeletal 
condition?

• Or is it a subluxation that 
simply needs to be corrected?

• Is there a lack of function?

170

This Means Causally 
Related in All Areas 
to be Treated

• The complaint drives the 
examination, which drives the 
diagnosis and assessment, 
which drives the treatment 
plan

• No complaint, no covered 
adjustment

• Compensatory areas may be 
addressed for the patient and 
documented as such-correlate 
to examination findings

Let’s Try One

172

Example #1: The patient, a truck driver, presents to the office with low 

back pain after driving from Miami to Philadelphia. Although the patient 

has experienced this type of pain in the past, he had been symptom-free and 

managing quite well for at least the past 3 years. He denies any other 

complaints. Past medical history does not reveal any medical conditions or 

other injuries. Upon exam, the doctor notices the patient has anterior head 

carriage and rounded shoulders. There are spinal restrictions in the cervical, 

thoracic, and lumbar spine and the doctor believes they must all be related 

to poor posture and long periods of driving. The doctor wants to treat all 3 

regions.

Moral of the Story: 

Always Check Medical 
Review Policy Before You 
Jump in the Sandbox with 
a Third-Party Payer!

CMT and CPT Coding is Exactly the Same In and Out of Medicare

169 170
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Fee for Time 
Compensation

(formerly known as 
Locum Tenens)

•Less than 60 days

•The substitute doesn’t 
own a practice

•Regular physician 
unavailable and not 
part of a group

•Contracted provider

98940 Q6

Reciprocal Billing 
Arrangements

(formerly known as Locum 
Tenens)

• Doctor goes on vacation

• Has an arrangement with 
another doctor to “cover”

• The other doc will go on vacation 
later and they trade

• Regular doctor charges for 
service on usual billing-Q5

98940 Q5

Suggested CMT Code 
Usage

• Non-Medicare Active 
Treatment  
adjustments-98940-
98942

• Medicare Active 
Treatment 
adjustments- 98940-
AT to 98942-AT

• Non-Medicare 
Maintenance 
adjustments: S8990

• Medicare 
Maintenance 
adjustments: 98940-
GA to 98942-GA

Primary DX Must Be Subluxation/Segmental Dysfunction

175 176
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Self-Auditing Is Part 
of Compliance

• Medicare expects self-
auditing

• Required element of your 
compliance program

• Coding audit to review ratio 
of CMT codes and others

• ICD-10 audit to review 
coding “patterns”

• Identify red flags and 
weaknesses in coding

Physical Medicine Speed Round

Supervised Modalities

• 97010-97028 DO NOT require 
one-on-one contact by the 
provider

• Billed only once per 
encounter

• Are not time based for billing 
purposes

• Expected 2-12 visits

• However documentation 
should include the time spent 
on the modality

97010 Hot/Cold Packs

•Application of hot packs, 
ex. hydrocollator packs 
or moist towels
•Application of Ice packs 

or cryotherapy 
•Often a non-covered 

service
•Does NOT include 

applying BioFreeze or 
any other type of topical 
analgesic
•Never charge a Medicare 

patient

97012 Mechanical Traction

• Force used to create 
tension of soft tissue or to 
separate joints
•Untimed & billed only 

once a visit
• Intersegmental or Roller 

tables meet criteria, BUT 
check with 3rd party payer 
guidelines
• Flexion Distraction 

technique is a CMT & 
should be coded as an 
adjustment
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S9090 Decompression

S9090 -  Vertebral Axial 
Decompression, per 
session

Differs from traction:
•  Angle(s)
•Computer assistance
•Muscle guarding 

consideration
• Intent

97014 
Electrical 

Stimulation 
(EMS)

• Application of Electric stimulation to a specific area 
for nerve or muscle disorders

• Billed only once per visit

• Some payers allow 2-4 visits

• Sometimes you must use G0283 instead of 97014 
for unattended EMS

Presently United Health Care & Medicare are the 
only carriers that require G0283

Constant Attendance Modalities

•97032-97039 require 
direct one-on-one 
patient contact by 
provider

•Expected 6-12 visits 

•These are timed based 
codes for billing

•Documentation should 
include total time spent 

97032 Attended Electrical Stimulation

•Application of a 
modality to one or 
more areas; electrical 
stimulation [manual] 
each 15 minutes
•Most often combo 
unit
•You can’t just move 
the pads and call it 
attended!

97035 Ultrasound

•Ultrasound, each 
15 mins. One or 
more areas
•Great for 

adhesive scars, 
spasm, soft 
tissue
•Passive phase of 

care
• Include location, 

time, settings in 
documentation

Laser Therapy

• Low-level laser therapy is a 
non-invasive light-source 
treatment that has no heat, 
sound or vibration

• By reducing the duration of 
inflammation and enhancing 
specific repair and healing 
processes, laser therapy has 
been proven to provide pain 
relief, reduce damage due to 
the injury and loss of 
function

Coding is either 97039 or S8948
Both are billed in 15 min. 
increments 

• Indications for laser therapy to promote healing
– Inflammation
– Pain
– Edema
– Muscle strains
– Ligament sprains
– Nerve injuries/irritations
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Therapeutic 
Procedures 
(97110-97546) 
• Therapeutic 

Procedures are time-
based codes for billing 
purposes

• The patient is ACTIVE 
in the encounter 

• Requires direct one-
on-one patient contact 

• Documentation 
should include both 
the total time spent 
and the time spent 
doing each 
activity/exercise.

• Codes are billed per 
15 min increments

97110 Therapeutic Exercise

•Therapeutic Exercise, 
each 15 mins. One or 
more areas
• Incorporates one:
• Strength
• Endurance
• Range of motion
• Flexibility

•Must show functional 
deficit in the above 
during examination

97112 Neuromuscular Re-education 
(NMRE)

•Neuromuscular 
reeducation of movement, 
balance, coordination, 
kinesthetic sense, posture, 
and proprioception
•Proprioceptive 
Neuromuscular 
Facilitation (PNF), 
Feldenkreis, Bobath, BAP'S 
Boards, and 
desensitization techniques 
•Most likely indicated for 
neurological conditions

97530 
Therapeutic 
Activities

• Dynamic activities to 
improve functional 
performance, direct 
(one-on-one) with the 
patient (15 minutes)

• Incorporates two or 
more:

• Strength

• Endurance

• Range of motion

• Flexibility

• Must show functional 
deficit in the above 
during examination

97124 Massage

•Passive procedure used 
for restorative effect

•Used for effleurage, 
petrissage, and/or 
tapotement, stroking, 
compression, and/or 
percussion

•Considered separate and 
distinct from CMT

97140 Manual Therapy

• Includes soft tissue and joint 
mobilization, manual traction, 
trigger point therapies, passive 
range of motion, and 
myofascial release.

•With CMT - must be in a 
separate body region

•May require a -59 or X?  
modifier
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Is This 97140 or 97124? When To Use 97140
•To effect changes in soft 

tissues, articular structures, 
and neural or vascular 
systems
•To address a loss of joint 

motion, strength, or 
mobility
•Must be part of an active 

treatment plan directed at a 
specific outcome
•Daily routine visit 

documentation should 
include progress toward 
those stated goals

When to Use 97124

•Used to improve 
muscle function, 
stiffness, edema, 
muscle spasms or 
reduced joint motion
•When treatment is 
friction based, 
relaxation type 
massage that is less 
specific than 97140

Muscle 
Therapies

• The National Correct 
Coding Initiative is a 
CMS program that 
prevents improper 
payment for 
procedures that 
should not be 
submitted together 

• Use the -59 modifier 
to indicate that  - YES, 
these services were 
both performed today 
AND – they should 
BOTH be paid today

-59

97140

98940

59 97124

98940

59

Payer Specific
!
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Some Carriers Want….

- X{EPSU} Modifiers

• -XE Separate 
Encounter, A Service 
That Is Distinct Because 
It Occurred During A 
Separate Encounter 

• -XS Separate Structure, 
A Service That Is 
Distinct Because It Was 
Performed On A 
Separate 
Organ/Structure

• -XP Separate 
Practitioner, A Service 
That Is Distinct Because 
It Was Performed By A 
Different Practitioner 

• -XU Unusual Non-
Overlapping Service, 
The Use Of A Service 
That Is Distinct Because 
It Does Not Overlap 
Usual Components Of 
The Main Service

97140

98940

XS
Timed Coding 

Rules

The Intersection of 15 Minutes 
and 8 Minutes

AMA/CPT Says “Each 15 Minutes”

Medicare’s “8-Minute 
Rule” Meets “15 Minute 

Rule”

• For time-based codes, you must 
provide direct treatment for at 
least eight minutes in order to 
receive reimbursement from 
Medicare

• CMS and CPT have clarified that 
any timed based service, 
provided on its own, is not 
billable if performed for less 
than 8 minutes
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Timed Treatment Codes

•For a single timed code 
being billed in a visit:
• Less than 8 min = 0
•8 up to 23 min = 1
•23 up to 38 min = 2
•38 up to 53 min = 3
•53 up to 68 min – 4
•And so on 

• For multiple timed codes 
provided in the same 
session, add up the total 
minutes of skilled, one-
on-one, time based 
therapy and divide that 
total by 15
• If eight or more minutes 

are left over, you can bill 
for one more unit
• If seven or fewer minutes 

remain, you cannot bill an 
additional unit

6 Minutes of 
Therapeutic Exercise

• Document the chart to include 
the exercise performed and 
note it was 6 minutes of time 
spent

• Patient was unable to go beyond 
6 minutes due to pain 

21 Minutes of Therapeutic Exercise

•Abdominal hollowing 
exercises = 12 minutes

•Cervical range of motion 
exercises = 9 minutes

•5 minutes of rest in 
between exercises

28 Minutes of 
Therapeutic 
Exercise

• Lumbar Isometric Exercises = 
13 minutes

• Lumbar stretching= 9 
minutes

• Lumbar strengthening 
exercises = 6 minutes

• Total time = 28 minutes = 2 
billable units

• Note the chart with all 
services performed and time 
spent on each along with 
total time

26 Minutes of NMR & 25 Minutes of 
Therapeutic Exercises

•26 minutes of various 
proprioceptive 
strengthening exercises
•13 minutes of lumbar 
stabilization exercises
•12 minutes of lumbar 
stretching exercises
•Total time = 51 minutes 
= 3 billable units
•Documentation 
includes all services 
and time spent

51 divided by 15 = 3 
with 6 left over

Did not make it to a 
fourth unit

10 Minutes of TherEx; 
5 Minutes of 
Ultrasound and 5 
Minutes of Manual 
Therapy

• 10 + 5 + 5 = 20 
total minutes = 1 
billable unit

• US and MT are 
each less than TE

• Bill where most 
time was spent

• Total time didn’t 
reach 23 minutes
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Let’s Talk No 
Surprises Act

The No Surprises Act Complexity

Independent Dispute Resolution (IDR) Process

Requires Good Faith Estimates

Advance Explanation of Benefits

Patient Provider Dispute Resolution

Transparency & Balance Billing Protections

What About 
Good Faith 
Estimates?

Good Faith Estimate

“Health care providers and 
health care facilities are required 
under PHS Act section 2799B-6 
to furnish a notification of the 
good faith estimate of expected 
charges to an uninsured (or self-
pay) individual who schedules 
an item or service…”

Providers are 
defined as..

" physicians or other health 
care providers acting within 
the scope of their state 
licenses"

Self-Pay 
Patients

Uninsured

Does not plan to use 
their insurance benefits to pay 
for the services provided by 
the physician—OON!
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Who Also Gets One?

“…to an individual who has 
not yet scheduled an item or 
service, but requests a good 
faith estimate”

Initial Visit
GFE 

Customization 

New Patient Visit  Customization with a Range 

Second Step 
of the 
GFE Process 

Treatment Plan from the DC Maintenance Plan 
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Proclaim 
with 

Authority!

You Don’t Have to KNOW 
All the Answers…

• Follow Official 
Coding Rules and 
Guidelines

• Have current 
coding resources 
available

• Rely on a 
certified coding 
specialist when 
you have 
questions, not 
your buddy!

• Ongoing training 
is essential and 
your obligation!

NEED HELP? 

WWW.KMCUNIVERSITY.COM

Foundations 
of the Billing 
& Collection 

Process 

Part 2 
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The KMC 
University 

Reimbursement 
Process 

A Recap of Part 1 

Foundations of the Reimbursement Process

The New Patient Phone Call 
is a foundational piece of 

data gathering

Staff members must be 
trained to identify insurance 

cards properly- the Plan 
type does matter (POS, PPO, 

HMO, ASO, PFFS)

Verification is not the same 
as an eligibility check

Insurance Verification is 
necessary not just for better 

reimbursement; it can 
reduce compliance related 

risk

The Medical Review Policy 
(MRP) is a critical 

component to successful 
billing 

Team members must 
implement a Good Faith 

Estimate process based on 
the No Surprises Act 

Payer Portal registration is 
the (not so new) 

communication tool for 
successful billing 

Doctor 
Insurance Company

Patient &  
Doctor 
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The Patient’s 
Insurance 
Card

• Identify Type of Plan

• Provider’s Network 
Status

• Confirm address for 
claim submission 

• Confirm patient is 
eligible and active

• Fill out a Verification 
Form for the 
Verification Process 

Payer Relationships 

Provider 
Resources 

• Policies & Guidelines

• Forms & Guides

• Credentialing

• Claim Submission

• Provider Appeals 

Coverage Details 

What is Not 
Covered? 

Medical 
Necessity 
Requirements 
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Payer Specific Modifier Guidance 

One Stop 
Shopping 
Resources 

Payer Collaboration Sites 

One stop log in to access a variety of payer portals 

MANAGED CARE
UHC Prior Authorization Resources

Enter Procedure Code 
and Plan Type with the 
Prior Authorization Tool 
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VA Optum 
Regions 

Follow the 
Rules Keep an Eye Out 

for Medicaid Cards 
Look for words : Community Plan; 
Community Health;  Home State 
Health;  Department of Social Services 

Find Your 
State 

Medicaid 
Status 

Locate
QMB Status
for the Dual Eligible Patient 

Local MAC

The Medicare Advantage Payer Portal

Medicaid Payer Portal

Remittance Advice (Medicare) 
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Library 
Member 

Resources 

Resources 

Stay in the 
Know 

Data 
Gathering 
Leads to 
Data Entry 

Data Collection 

Copy/Scan 
Insurance 
Card & ID 

Intake Forms 
Verification 

Form

Outcome 
Assessment 

Forms 

Consent 
Forms

Other 
Compliance & 
Policy Forms 
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Electronic 
Health

Encounter Form- Routing Slip 
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Your Reimbursement System Evaluation 

Loss Revenue 

Part 2

This Photo by Unknown Author is licensed under CC BY-SA

Workshop 
Setting 

•Workbook

•Support Tools

•References

The Language of 
Practice Finances 

• Know the terms and definitions

• Policy and Procedures

• Staff Training

• Keep in mind the ‘definitions’ of 
specific payers 
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Meet Your 
Patients 

•Minnie Medders

•Henry Humes

•Kathleen Blue

•Sam Simple 

Scenarios 

Medicare – Initial Exam Office Visit 

Medicare Advantage- Routine Office Visit 

Commercial Insurance –Re-exam Office Visit 

Self-Pay 

Minnie Medders’ Data Gathering 

Traditional Part B Medicare 

Eligibility Check completed

• Medicare Primary Status (MSP)

• QMB Status

• Not a Medicare Advantage Plan 

Located MAC Portal and confirmed the following:

Located the Local Coverage Article for this beneficiary

Demographics MAC 
Portal 

• Eligibility Look Up Tool

277 278

279 280

281 282



www.KMCUniversity.com

(855) 832-6562 48

Findings • No Medicare Secondary Payer (does not apply)

• No QMB status listed- Effective Date not listed 

Finding the 
Coverage 
Documents 

•LCDs

•Medical Policy Articles

Let’s Find Michigan 
J8 WPS

Document 
FIRST then 

Code
The Compliant 

Way 

Minnie Medders’ Initial Exam Office Visit 
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POLL 

•Do you know the rules for reporting diagnosis codes 
on the claim form? 

Diagnosis 
Hierarchy 

• Position 1: Neurological/Injury: Examples of 
neurological diagnoses include Radiculitis and Sciatic 
Neuritis.

• Position 2: Structural/Subluxation: Examples of 
structural diagnoses for the spine include Degenerative 
Joint Disease, Spondylolisthesis, Scoliosis, etc.

• Position 3: Functional: Examples include Restricted 
Range of Motion, Deconditioning Syndrome, and muscle 
wasting.

• Position 4: Soft Tissue/Extraspinal/Other: 
Fibromyalgia, myofascitis, and myalgia are excellent 
diagnoses to support manual therapy. Examples of 
extraspinal diagnoses include Frozen Shoulder, Carpal 
Tunnel Syndrome, Headache or Pain Syndromes.

• Position 5: Complicating Factors: Examples include 
obesity, high blood pressure, diabetes, cancer, and other 
forms of co-morbidities.

• Position 6: External cause, Activity, and Location 
Codes: Examples are related to mechanisms of injury, 
like slips, trips, falls and accidents, and activity codes 
show what the patient was doing when injured. These 
are not required, but helpful, and if reported are only 
reported on the first claim.

MEDICARE 

The preferred order is the 
same but use the required 

coupling of the primary 
segmental dysfunction 
diagnosis first, and the 

secondary 
neuromusculoskeletal 

diagnosis listed second in 
the pair. Then move on to 

the next condition and 
repeat that coupling for 

the next condition. 

Exercise Your 
Coding 

Muscles! 

Exercise 1a
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Time to Complete 

Answer 

(M99.03) Segmental and somatic 
dysfunction of lumbar region

(M54.41) Lumbago w/ sciatica, RT 
side 

(M99.05) Segmental and Somatic 
dysfunction of pelvic region 

(M51.37) Other intervertebral disc 
degeneration, lumbosacral region

(M62.830) Muscle spasm of back 

Exercise 1b- Locate the 
Compensatory 
Subluxation/Dysfunction 
Diagnosis 

These are the spinal or extra-spinal regions where the 
patient does not report any pain or functional deficit, but 
where subluxations are found by the doctor during the 
examination process. Although the doctor feels they must 
be treated to help stabilize the patient’s primary 
subluxations, they are NOT billable because they are not 
associated with a complaint. Compensatory subluxations 
must also be evaluated and documented. 

Time to Complete 

Answer 
Compensatory Diagnosis found on exam: 

(M99.01) Segmental and somatic dysfunction 
of cervical region

The 
Charge 
Entry 

Process 

Creating an individual account for the patient; 

assigning an account number

Entering demographics

Assigning the account to a specific insurance 

payer or designating self-pay

Entering ICD-10 diagnosis codes (pointing the 

codes to the related procedure)

Entering the procedure performed (CPT codes 

assigned by the provider)

Applying modifiers to the CPT codes based on 

documentation & CPT requirements

Assigning the relevant charges or fee schedules 

to these procedures
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Exercise 2
Procedure Code 

Time to Complete 

Answer 
99204-25-GY 
98940-AT
97035-GY-GP

Exercise -3 The Diagnosis 
Order 

Time to Complete 

Answer 
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Exercise 4- Diagnosis 
Pointing 

Time to Complete 

Answer 

MAC 
Reporting 
Requirements 

•Point to the Primary 
Diagnosis only 

Support 
Tool 
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Mapping Charge Entry Data 

Invest In Your Charge Entry Process

Train
Charge Entry staff NEED to know the outcome of each entry 
point 

Update
Update data fields quarterly based on payer & coding 
changes

Map Track data from software field to claim field 

Customize Each field should be clearly defined in your software
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Audit Skills 

Exercise 5 – What is Wrong With This Claim? 

Time to Complete 
Answer 

•Missing information in Box 14 and utilizing box 15

•Diagnosis pointer is pointing to all the diagnoses

•Modifier AT & GA appended to the same procedure

•Not enough diagnosis codes to support the 98941

•Onset date from box 15 is 2 months past when the 
service was rendered

Exercise 6 – What is Wrong With This Claim? 
Time to Complete 
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Answer 

•Procedure code 99204 is missing required modifiers 

•All services are pointing to more than one diagnosis 
code 

•G0283 has duplicate modifiers appended

•Payer does not require a Qualifier in Box 14
Quiz

Time to Complete 

Answer 

1. b

2. d

3. c

4. b

5. c

 

Welcome Back to the 
Heads-Up Section

This Photo by Unknown Author is licensed under CC BY-NC

Coding 
Direction by 
Local MACs 

• Some include ICD-10 
Group Codes

• All have a revision 
history 
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Minnie’s 
Clean 
Claim 

Meet 
Henry 
Humes 

Henry Humes 
Data 

Gathering 

• Medicare Advantage 

• Plan Type PFFS

• Routine Office Visit  

Medicare Advantage Payer 
Requirements for Providers 

The Out of Network Doctor 

You must identify all your out of network plans

Do not assume you can treat the patient like all your 
other self-pay or uninsured patients without 
reviewing the payer’s requirements

Pay close attention to PFFS 
plans

“If you treat a PFFS plan beneficiary and 
submit bills for their services, you are 
considered a “deemed provider” and 
automatically become part of the network 
while treating that patient. That makes you 
subject to all fee restrictions and appeals 
processes associated with that plan for that 
date of service.” 
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Checking the Local MAC Check the Medical 
Review Policy & 
Resources 

Terms & 
Conditions

Henry’s 
Clean 
Claim 
Form 
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