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A Look Back at Telehealth

2020: COVID-19 PHE; 
Medicare expands 
telehealth access

2006: Twitter; 
MDLive

1983: First 
mobile phones 
sold by AT&T

1990: Development of 
www internet protocol 

(http)

1994: Amazon

1969: First moon 
landing; Internet 
created; ATM’s

1974: Post-it 
Notes & 

Liposuction

2003: LinkedIn, 
Skype, Robotic 

surgery

1970’s 1980’s 1990’s 2000’s 2020’s2010’s1920’s

1972: Word 
processing 
developed

1981: MS-DOS and 
IBM-PC invented

1985: Windows 
program invented 

by Microsoft

1998: Google 
search

1997: First health plan 
covering telehealth 

services

1999: Medicare initial 
and limited coverage 

of telehealth

2009: Uber

Sources: Open Minds.  “Telehealth- Be Careful What You Wish For….” https://openminds.com/market-intelligence/executive-briefings/telehealth-be-careful-what-you-wish-for/ ; National Telehealth 
Resource Center https://telehealthresourcecenter.org/wp-content/uploads/2021/11/History_of_Telehealth.pdf; The Timeline of Digital Health: Medical Futurist https://cdn.medicalfuturist.com/wp-
content/uploads/2021/03/Digital_Health_Timeline.png ;  Health Design: Virtual Care: A Guidance Brief https://www.healthdesign.org/insights-solutions/virtual-care-guidance-brief

1924: Radio 
News Magazine 
depicts future 
of healthcare

1959: University 
Nebraska transmits 
neurological exams 

with telehealth

1948: First 
radiological images 

are sent via telephone

1993: American 
Telemedicine 

Association is founded

2010: CMS determines 
meaningful use 

determination for EHRs

1961: NASA dives into 
telehealth research 
and development

1906: First ECG 
transmission

2009: ARRA gives $25 
billion for advancements 
in digital healthcare: goal 
of universal connectivity

2016: HRSA distributes 
$16 million to expand 

rural access to healthcare 
via telehealth

2013: 52% of hospitals 
use telehealth in some 

form; 10% more  
beginning to implement

1996: HIPAA

2007: Launch of first 
iPhone and the App store

Presenter Notes
Presentation Notes
500 B.C.: Fires and light signals were used by Greek and Romans to spread messages of plagues
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Expiration of COVID-19 PHE: 
Regulatory Changes

Presenter Notes
Presentation Notes
Not focusing on the changes that occurred within the PHE, rather the unraveling of and its impacts. 



January 30, 2023:
Announcement of intent to end the 
COVID-19 Public Health Emergency

May 11, 2023:
COVID-19 Public Health Emergency 

officially ends

December 23, 2022:
Consolidated Appropriations Act 

of 2023
Extends Medicare authority for 
RHC to provide telehealth with 

flexibilities within PHE and 
receive payment for distant site 

telehealth services thru 12/31/24 
(regardless of PHE). 

November 1, 2022:
2023 CMS Final Physician Fee 

Schedule Released (takes effect 
January 1, 2023)

Extends current eligible telehealth 
codes 151 days post PHE

Adds 54 codes to Category 3 list 
(expires 12/31/23 or 151 days post 

PHE). 
Permanent mental health services 

carve out for RHCs.

March 2022:
Consolidated 

Appropriations Act of 
2022

Extended temporary 
telehealth flexibilities 151 

days post PHE

December 31, 2023: 
Flexibility allowing RHCs to 
utilize interactive audio and 
video technology to meet 
direct supervision will end

December 31, 2024: 
Several temporary provisions specific to 
RHCs will sunset:
 Medicare payment for distant site 

telehealth services- non-behavioral 
health in the RHC

 All other temporary telehealth 
provisions:
 Geographic (incl. patient’s home)
 Eligible providers
 Services

We are 
here

Presenter Notes
Presentation Notes
CAA of 2022- Extended telehealth  flexibilities (geographic location, services, payment of eligible telehealth services) for 151 days after the end of the PHE2023 CMS Final Physician Fee Schedule- Postponing the effective date of the telemental health six-month rule until 151 days after the public health emergency (PHE) ends; Extending coverage of the temporary telehealth codes until 151 days after the PHE ends; Adding 54 codes to the Category 3 telehealth list and modifying their expiration to the later of the end of 2023 or 151 days after the PHE ends.CAA of 2023: Extends Medicare authority for RHC to provide telehealth with flexibilities within PHE and receive payment for distant site telehealth services thru 12/31/24 (regardless of PHE). Security Act (CARES Act). Section 3704 of the CARES Act authorized RHCs and FQHCs to provide distant site telehealth services to Medicare patients during the COVID-19 PHE. Section 4113 of the Consolidated Appropriations Act, 2023, extended this authority through December 31, 2024.May 12 2023: HIPAA compliant platform is needed (6 month transition to enforcement)Virtual communications- G0071 limited to established patients for online digital E/M services; (CPT 99421-99423) no longer availableDistant Site provider for tele-behavioral health services permanently covered. Rural Emergency Hospitals (REHs) are eligible originating sites for telehealth



Consolidated 
Appropriations 

Act of 2023

• Changed end date of temporary waivers to December 31, 2024
• Waivers include:

• Location- suspends geographic requirement; allows home 
to be an eligible site

• Allows some providers to continue to be reimbursed for 
telehealth delivered services including PT, OT, audiologists

• Allows FQHCs and RHCs to continue to provide services via 
telehealth (distant site)

• Allows audio-only to be used to provide some services
• Delays implementation of permanent policy regarding 

mental health services & telehealth (the prior in-person 
visit requirement) to January 1, 2025

• Requires a study on telehealth that will look at the data 
gathered from services provided in the 2022-2024 period. 
Interim report due October 1, 2024; final report due April 
1, 2026

• Extension of safe harbor for absence of a deductible for 
telehealth

Presenter Notes
Presentation Notes
On Dec. 23, 2022, Congress approved a year-end omnibus legislative package, the Consolidated Appropriations Act, 2023 (CAA 2023), which includes 12 fiscal year 2023 appropriation bills and several other provisions, including significant health policy changes.The health care provisions in this omnibus package extend key Medicare telehealth flexibilities and the temporary telehealth safe harbor for High Deductible Health Plan's first-dollar coverage — a type of health insurance policy that covers certain medical expenses before the deductible is met. In other words, the insurance company pays for some health care services without requiring the policyholder to pay anything out-of-pocket. These covered services may include preventive care, such as annual check-ups, flu shots, and mammograms. The temporary telehealth safe harbor for High Deductible Health Plan's first-dollar coverage allows HDHPs to cover telehealth and other remote care services without requiring patients to meet their deductible first.Historically, Medicare has covered telehealth services in cases where patients were geographically distant from approved providers. However, the coronavirus pandemic prompted the U.S. Secretary of the Department of Health and Human Services to waive certain restrictions regarding coverage and payment for telehealth services during the COVID-19 Public Health Emergency. This, in turn, increased access to care for Medicare beneficiaries while reducing the risk of exposure to COVID-19.The previous Consolidated Appropriations Act, 2022 (CAA 2022), which passed in March 2022, extended these flexibilities for 151 days after the end of the PHE. However, stakeholders remained concerned about the potential termination of these flexibilities when the PHE ended and the instability it would cause for patients and providers. The CAA 2023 has addressed these concerns and officially untied the flexibilities from the existence of the PHE. This omnibus bill continues the Medicare telehealth flexibilities for two more calendar years, regardless of the status of the PHE, through Dec. 31, 2024.



2022 Final 
Physician Fee 

Schedule

• Will allow some of the temporarily eligible telehealth 
services made available during COVID-19 to remain eligible 
for reimbursement until 12/31/2023 (“Category 3”)

• For permanent policy, audio-only may be used to provide 
mental and behavioral health services if certain conditions 
met

• Redefined “mental health visit” for FQHC/RHCs to include 
the use of live video and audio-only 

• Does NOT mean FQHCs/RHCs are telehealth providers 
or providing services via telehealth. 

• Special billing instructions post-PHE…. More on this 
later



Changes: 
Temporary, Permanent & Delayed



Temporary Changes- Overview

• Temporary Medicare changes through December 31, 2024

• RHCs can serve as a distant site provider for non-behavioral/mental telehealth services
• Some can be delivered using audio-only communication platforms

• Removing geographic and site requirements for the patient location at the time of telehealth service
• There are no geographic restrictions for originating site for non-behavioral/mental telehealth services

• Medicare patients can receive telehealth services in their home

• Mental and Behavioral Health services: An in-person visit within six months of an initial behavioral/mental telehealth service, and 
annually thereafter, is NOT required

• Telehealth services can be provided by all eligible Medicare providers
• Includes physical and occupational therapists, speech language therapists

• Current expanded list of telehealth services are allowed
• Including some services to continue to be provided by audio-only 

Presenter Notes
Presentation Notes
Not an exhaustive listCMS focus



Temporary Changes- Distant Site Definitions

• Ends Dec. 31, 2024

• Definitions:
• the term “distant site” includes a RHC that furnishes a telehealth service to an eligible telehealth 

individual; and
• the term “telehealth services” includes a RHC service that is furnished using telehealth to the extent 

that payment codes corresponding to eligible services

• The Secretary shall pay for telehealth services that are furnished via a telecommunications system by a 
RHC to an eligible telehealth individual 

• Geographic restrictions are waived- patient’s home is eligible
• The RHC providing the telehealth service cannot be at the same location as the beneficiary

Presenter Notes
Presentation Notes
In addition, during the PHE a patient’s home has been allowed as an originating site — meaning the patient may be physically located at home while receiving RHC covered telehealth services. After December 31, 2024, patients’ homes will not be eligible originating sites, and most RHCs may serve as the originating site for telehealth services only when located in a rural health professional shortage area or a county that is not included in a metropolitan statistical area. One exception allows the patient’s home to be an originating site for patients receiving treatment for substance use disorders and related conditions.



Temporary Changes- Distant Site Services

• Ends Dec. 31, 2024

• Payment for Medicare Telehealth Services: Medicare telehealth services generally require an interactive audio and video 
telecommunications system that permits real-time communication between the practitioner and the patient.

• Some telehealth services can be furnished using audio-only technology.
• RHCs with this capability could provide and be paid for telehealth services furnished to Medicare patients located at any site, 

including the patient’s home, through December 31, 2024. 

• Telehealth services could be furnished by any health care practitioner working for the RHC within their scope of practice.
• Practitioners could furnish telehealth services from any distant site location, including their home, during the time that they are 

working for the RHC 
• Practitioners can provide any telehealth service that is included on the list of Medicare telehealth services under the current 

Physician Fee Schedule.

• Beginning on or after January 1, 2022, RHCs can report and receive payment for mental health visits furnished via real-time 
telecommunication technology in the same way in-person visits are reported and reimbursed, including audio-only visits when the 
beneficiary is not capable of or does not consent to, the use of video technology. 

• Payment under HCPCS code G2025 will no longer apply to mental health visits furnished via telehealth. This payment policy for
mental health visits was made permanent for RHCs in the CY 2022 PFS final rule.

Presenter Notes
Presentation Notes
Security Act (CARES Act). Section 3704 of the CARES Act authorized RHCs to provide distant site telehealth services to Medicare patients during the COVID-19 PHE. Section 4113 of the Consolidated Appropriations Act, 2023, extended this authority through December 31, 2024.



Temporary Changes- Distant Site Reimbursement

• Ends December 31, 2024

• The statutory language authorizing RHCs as distant site telehealth providers requires that we develop payment 
rates similar to the national average payment rates for comparable telehealth services under the PFS.

• Starting July 1, 2020, RHCs should submit G2025 and you may append modifier 95, but it isn’t required.

• Medicare-covered mental health services furnished incident to an RHC visit are included in the payment for a 
medically necessary mental health visit when an RHC practitioner furnishes a mental health visit. 

• Group mental health services do not meet the criteria for a one-one-one, face-to-face encounter in an RHC.

• For dates of service through December 31, 2024, you can provide any Medicare-approved telehealth services 
under the PFS.

Presenter Notes
Presentation Notes
During the PHE, FQHCs have been allowed to serve as distant site providers furnishing telehealth services through interactive real-time audio and video technology, and in some instances, through audio-only technology. The Centers for Medicare & Medicaid Services (CMS) has been required to develop special payment rates for these telehealth services for the period in which they are authorized. Health care practitioners furnishing distant site telehealth services have been able to do so from any location, including their home, during the time in which they are working for the RHC. Covered services have included all telehealth services included on the list of Medicare telehealth services under the Physician Fee Schedule. In contrast, once the PHE flexibilities lapse (including the flexibilities extended through the CAA), RHCs may not serve as distant practitioners for telehealth services, with the exception of mental health services.



Temporary Changes

• Ends December 31, 2023
• Category 3 Services

• Link here
• 2024 Proposed PFS includes:

• Deep Brain Stimulation – 95970, 95983, 95984
• Therapy Codes – 97110, 97112, 97116, 97161- 97164, 

97530, 97750, 97763, 90901
• Hospital Care, Emergency Department and Hospital –

99221-99223, 99234-99236, 99238- 99239, 99281-99283
• Cardiovascular and Pulmonary Rehab – 93797 and 94626 

• Additionally, CMS will add through 2024 the following:
• Health and Well Being Services – 0591T, 0592T & 0593T

• Virtual Presence for Direct Supervision
• Flexibility allowing interactive audio and video 

telecommunications technology to meet direct 
supervision requirements will end

Presenter Notes
Presentation Notes
CMS created a new category of codes designed for adding new Medicare-covered telehealth services, but on a temporary basis. Codes added this way would remain covered through the end of the year in which the PHE expires. For example, if the PHE expires in May 2023, these codes will remain Medicare-covered telehealth services until December 31, 2023. The reason for this unique approach is because CMS believes these codes have promise to be added on a permanent basis, but require additional data, real-world use experience, and feedback from stakeholders before CMS can make a final determination. The Category 3 codes demonstrate CMS’ openness to innovation and experimentation as it continues to expand coverage of virtual care services in the Medicare program. In short, Category 3 services are those likely to provide clinical benefit when furnished via telehealth, but for which there is not yet sufficient clinical evidence to evaluate making them permanent under existing Category 1 or Category 2 criteria. December 31, 2023, the flexibility allowing FQHCs to utilize interactive audio and video telecommunications technology to meet direct supervision requirements will end.

https://www.foley.com/-/media/files/insights/publications/2022/11/table-12.pdf?la=en&rev=4cfec903b29c44d490c456c4cf095961


A Reminder…. 
Traditional Telehealth Permanency

• ESRD, Substance use, Stroke as carve-outs to the 
geographic rule

Presenter Notes
Presentation Notes
Will we revert back to just this model, which is already permanent?  Traditional telehealth-Medicare will reimburse for telehealth services only when a beneficiary visits an originating site authorized by CMS. Must be within:A county outside of a Metropolitan Statistical Area (MSA)A rural Health Professional Shortage Area (HPSA) in a rural census tract(To be eligible for certification as an RHC, a clinic must be located in a non-urbanized area, as determined by the U.S. Census Bureau, and in an area designated or certified within the previous 4 years by the Secretary, Health and Human Services (HHS), in any one of the four types of shortage area designations that are accepted for RHC certification).Eligible Originating SitesPhysician or practitioner officeHospital or Critical Access Hospital (CAH)Rural Health ClinicFederally qualified health center (FQHC)Hospital-based or CAH-based renal dialysis center (including satellite locations)Skilled Nursing Facility (SNF) or Community Mental Health Centers (CMHC)Renal Dialysis Facility and the homes of beneficiaries with End-Stage Renal Disease (ESRD) on home dialysisMobile Stroke UnitProviders: PhysiciansNurse Practitioners (NPs)Physician Assistants (PAs)Nurse Midwifes (CNMs)Clinical Nurse Specialists (CNSs)Certified Registered Nurse Anesthetists (CRNAs)Clinical Psychologists (CPs) who bill independentlyClinical Social Workers (CSWs)Registered Dietitians (RDs)Nutritional Professionals



Permanent Changes- Mental Health Services

• A mental health visit is a medically-necessary face-to-face encounter between an RHC patient and an RHC practitioner during which 
time one or more RHC mental health services are rendered. 

• Effective January 1, 2022, a mental health visit is a face-to-face encounter, or an encounter furnished using interactive, real-time, 
audio and video telecommunications technology OR

• Audio-only interactions in cases where the patient is not capable of, or does not consent to, the use of video technology for the
purposes of diagnosis, evaluation or treatment of a mental health disorder.

• RHCs can serve as a distant site provider for behavioral/mental telehealth services.
• Can be delivered using audio-only communication platforms

• There are no geographic restrictions for originating site for behavioral/mental telehealth services.
• Medicare patients can receive telehealth services for behavioral/mental health care in their home

• RHCs will be paid for mental health visits furnished via telecommunications technology at the same rate they are paid for in-person 
mental health visits (that is, the AIR rate).

Presenter Notes
Presentation Notes
Remember to add the 50% rule of an RHC when considering what to code these visits as. Mental health is better reimbursement rate, otherwise is the G2025.  Must be 50% primary care in RHC, so careful to use the mental health visit as it related to overall percentage.  Splitting hair scenario?  NARHC is looking to change this.



Delayed Changes- Mental Health Services

• Delayed to take effect on Jan 1, 2025

• The CAA, 2023 extends the telehealth policies of the CAA, 2022 through December 31, 2024. Therefore, the in-
person visit requirements for mental health telehealth services and mental health visits furnished by RHCs begin 
on January 1, 2025. 

• the patient must have an in-person mental health visit six months before the telecommunications visit; and
• there generally must be an in-person mental health visit at least every twelve months during active 

treatment*

• RHCs are instructed to append modifier 95 in instances where the mental health visit was furnished using audio-
video communication technology 

• Append modifier 93 in cases where the service was furnished using audio-only communication

Presenter Notes
Presentation Notes
Section 4113 of the Consolidated Appropriations Act (CAA), 2023, delayed the in-person visit requirements under Medicare for mental health visits that RHCs provide via telecommunications technology. For RHCs, won’t require in-person visits until January 1, 2025.After December 31, 2024, mental health services may still be furnished through telehealth by clinical psychologists, clinical social workers, or other practitioners providing mental health services to patients located at their homes, subject to the following conditions:1. There must be an in-person mental health service furnished within 6 months prior to the furnishing of the mental health service furnished via telecommunications and 2. an in-person mental health service (without the use of telecommunications technology) must be provided at least every 12 months while the beneficiary is receiving services furnished via telecommunications technology for diagnosis, evaluation, or treatment of mental health disorders, unless, for a particular 12-month period, the physician or practitioner and patient agree that the risks and burdens outweigh the benefits associated with furnishing the in-person item or service, and the practitioner documents the reasons for this decision in the patient’s medical record.**CMS will allow for limited exceptions to the requirement for an in-person visit every 12 months based on patient circumstances in which the risks and burdens of an in-person visit may outweigh the benefit. These include, but aren’t limited to, when:An in-person visit is likely to cause disruption in service delivery or has the potential to worsen the patient’s conditionThe patient getting services is in partial or full remission and only needs maintenance level careThe clinician’s professional judgment says that the patient is clinically stable and that an in-person visit has the risk of worsening the patient’s condition, creating undue hardship on self or familyThe patient is at risk of withdrawing from care that’s been effective in managing the illnessWith proper documentation, the in-person visit requirement isn’t applicable for that 12-month period. You must document the circumstance in the patient’s medical record.



Current Trends & Themes



Virtual Communications

•RHCs receive payment for communication technology-based services or remote evaluation services when an RHC practitioner provides at least 5 minutes of communications-based technology 
or remote evaluation services to a patient who has been seen in the RHC within the previous year.

•Must be patient initiated
•Co-insurance and deductibles apply
•Consent should be obtained  before or at time of service

Medicare waives the RHC face-to-face requirements when an RHC furnishes communication technology-based services (may include audio-
only/telephone) to an RHC patient. 

•G0071 can only be used for G2012, G2010, 99421-99423
•CPT 99421-99423 no longer available

Virtual communications reverts back to being limited to established patients only post COVID-19 PHE

•5 minutes or more of medical discussion (including audio only) or remote evaluation for a condition not related to a RHC service within the previous 7 days which does not lead to an RHC visit 
within the next 24 hours. 
•Remote evaluation of a picture- G2010
•Brief communication with patient (5 min)- G2012

•G0071 (Bill on UB-04)
•No modifier 
•Rev Code 0521

Virtual Check-ins (est. January 2019)

•Online digital evaluation and management services are non-face-to-face, patient-initiated, digital communications using a secure patient portal. The online digital evaluation and management 
codes are:
•CPT code 99421 (5-10 minutes over a 7-day period) 
•CPT code 99422 (11-20 minutes over a 7-day period)
•CPT code 99423 (21 minutes or more over a 7-day period)

•G0071 (Bill on UB-04)
•No modifier
•Rev Code 0521

Digital E-visits (est. January 2020)

Presenter Notes
Presentation Notes
Communication technology-based and remote evaluation services are billable by RHCs and FQHCs only when the discussion requires the skill level of an RHC or FQHC practitioner. RHC and FQHC practitioners are physicians, nurse practitioners, physician assistants, certified nurse midwives, clinical psychologists, and clinical social workers. If the discussion could be conducted by a nurse, health educator, or other clinical personnel, it would not be billable as a virtual communication service. 



Remote Patient Monitoring

• RPM services are not separately billable because they are already included in the RHC AIR payment.

• RHCs can get reimbursement for general care management services, including those listed below which can include RPM 
elements:

• Chronic Care Management (CCM)
• Principal Care Management (PCM)
• Chronic Pain Management (CPM)
• and general Behavioral Health Integration services (BHI)

• Consent
• Cost-sharing may apply
• Only one practitioner/facility can furnish and be paid a month
• Patient can end at any time

Presenter Notes
Presentation Notes
Effective January 1, 2022, RHCs may bill for care management and TCM services and other care management services (outside of the RHC AIR), for the same beneficiary during the same time period. Coinsurance and deductibles are applied as applicable to RHC claims.A separately billable initiating visit with an RHC primary care practitioner (physician, NP, PA, or CNM) is required before care management services can be furnished. This visit can be an E/M, AWV, or IPPE visit, and must occur no more than one-year prior to commencing care management services. Care management services do not need to have been discussed during the initiating visit, and the same initiating visit can be used for general care mgmt. services as long as it occurs with an RHC or FQHC primary care practitioner within one year of commencement of care management services. Beneficiary consent to receive care management services must be obtained either by or under the direct supervision of the RHC primary care practitioner, may be written or verbal and must be documented in the patient’s medical record before any general care mgmt. services are furnished. The medical record should document that the beneficiary has been informed about the availability of care management services, has given permission to consult with relevant specialists as needed, and has been informed of all of the following: • There may be cost-sharing (e.g. deductible and coinsurance in RHCs) for both in-person and non-face-to-face services that are provided; • Only one practitioner/facility can furnish and be paid for these services during a calendar month; and • They can stop care management services at any time, effective at the end of the calendar month. Beneficiary consent remains in effect unless the beneficiary opts out of receiving care management services. If the beneficiary chooses to resume care management services after opting out, beneficiary consent is required before care management services can resume. If the beneficiary has not opted out of care management services but there has been a period where no care management services were furnished, a new beneficiary consent is not required.



Future State Insights



External Headwinds
• Consumers Needs, Wants are Shifting

• Industry Changes
• Staffing, Inflation
• Technology Changes and Upgrades
• Connectivity- Fight for Enhanced Broadband

• https://www.fcc.gov/broadbandbenefit

• COVID-19 PHE Expiration & Stabilization
• Extensions are Hard to Operationalize……

• Providers
• Services
• Locations, etc. 

• Plan Ahead

• Reimbursement & Regulatory
• Prescribing of Controlled Substances via Telehealth
• State Vs. Federal

https://www.fcc.gov/broadbandbenefit


FCC- Affordable 
Connectivity Program
 An FCC benefit program that helps ensure that 

households can afford the broadband they 
need for work, school, healthcare, and more.

 The benefit provides a discount of up to 
$30/month toward internet service for eligible 
households (up to $75/month for households 
on qualifying Tribal lands). Eligible households 
can also receive a one-time discount of up to 
$100 to purchase a laptop, desktop, computer, 
or tablet from participating providers if they 
contribute more than $10 and less than $50 
toward the purchase price. 

Presenter Notes
Presentation Notes
Limited to one monthly service discount and one device discount per household. The Affordable Connectivity Program replaced the Emergency Broadband Benefit on 12/31/21- transition period ends 3/1/2022



2023 Proposed Physician Fee Schedule

• Originating Site Facility Fee: $29.92 in 2024

• Telephone Evaluation and Management Services
• CPT codes 99441-99443 will remain actively priced through 2024 and are considered telehealth services
• CPT codes 98966-98968 are not considered telehealth services but CMS proposes to assign them an active payment status 

for 2024 “to align with telehealth-related flexibilities that were extended via the CAA, 2023”

• Telehealth Injection Training for Insulin-Dependent
• Propose to allow one hour of in-person training (for initial or follow-up) that is required for insulin-dependent 

beneficiaries to take place via telehealth

• Through 2024, CMS is proposing to pay practitioners the non-facility rate for services delivered when a patient is at home (billed 
with place of service (POS) code 10)

• New process for approving and organizing eligible telehealth codes going forward, designating two categories for either 
“permanent” or “provisional” codes

• Category 1 – The service was similar to a service already approved and on the permanent Telehealth Services List
• Category 2 – Sufficient evidence to show patient outcomes similar to what would be seen in-person has been provided
• Category 3- Acted as a temporary holding place for some of the temporary services approved during the pandemic but not 

enough evidence to justify a move to the permanent list
• To the permanent list, CMS proposes adding:

• GXXX5 – Administration of a standardized evidence-based social determinants of health risk assessment tool (5-15 
minutes) if the code is finalized.

• Comments due by September 11, 2023



Questions & Discussion



Resources

• National Rural Health Association
• HHS Telehealth
• Rural Health Information Hub
• Rural Development Innovation Center
• Center for Connected Health Policy

• Fee-for-service Medicaid telehealth policy section on CCHP’s Policy Finder.
• FQHC telehealth billing questions email box: FQHCquestions@cchpca.org

• National Consortium Telehealth Resource Center(s) 
• Telehealth Technical Assessment Resource Center
• Federation of State Medical Boards
• American Telehealth Association
• Montana Telehealth Alliance
• Wyoming Telehealth Consortium

https://www.ruralhealth.us/
http://telehealth.hhs.gov/
https://www.ruralhealthinfo.org/
https://www.rd.usda.gov/about-rd/offices/rural-development-innovation-center
https://www.cchpca.org/
https://www.cchpca.org/all-telehealth-policies/
mailto:FQHCquestions@cchpca.org
https://telehealthresourcecenter.org/
https://telehealthtechnology.org/
https://www.fsmb.org/grpol_telemedicine.html
https://www.americantelemed.org/
http://www.montanatelehealth.org/
http://www.wyomingtelehealth.org/consortium/
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