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This presentation is presented with the understanding that the information contained does not constitute legal, 
accounting or other professional advice. It is not intended to be responsive to any individual situation or concerns, 
as the contents of this presentation are intended for general information purposes only. Viewers are urged not to 
act upon the information contained in this presentation without first consulting competent legal, accounting or 

other professional advice regarding implications of a particular factual situation. Questions and additional 
information can be submitted to your Eide Bailly representative, or to the presenter of this session. 

Disclaimer
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Denials



5

DENIALS
• Why are denials a hot topic? 

• Rising healthcare costs make 
denials a financial risk.

• Denial rates are increasing.

• Impact cash flow, patient 
satisfaction, and administrative 
burden.
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• Financial Implica�ons:
• Revenue Loss: Direct impact on the organiza�on’s 

revenue stream.

• Increased Opera�onal Costs: Addi�onal resources 
required for rework and appeals.

• Impact on Pa�ent Care: Poten�al reduc�on in 
resources available for pa�ent care.

• Importance of Proac�ve Denial Management:
• Mi�ga�ng Financial Risks: Proac�ve measures 

reduce the risks associated with denials.

• Op�mizing Revenue Streams: Focusing on 
preven�on and resolu�on for op�mal revenue 
genera�on.

The Cost of Denials

DENIALS AFFECT THE BOTTOM LINE!
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• Coding Errors: Examples 
include incorrect codes 
leading to claim 
rejec�ons.

• Lack of Medical Necessity: 
Denials due to insufficient 
documenta�on of medical 
necessity.

• Timely Filing Issues: 
Claims rejected for not 
mee�ng �mely filing 
requirements.

• Incomplete 
Documentation: 
Insufficient medical 
records leading to claim 
denials.

• Billing Errors: Errors in 
billing informa�on causing 
claim rejec�on.

• Eligibility Issues: Denials 
arising from pa�ent 
eligibility-related 
discrepancies.

• Revenue Leakage: 
Unresolved denials result 
in revenue leakage.

• Operational Inefficiency: 
Denials disrupt 
opera�onal efficiency and 
workflow.

• Patient Care Impact: Can 
affect the quality of 
pa�ent care due to 
financial constraints.

Understanding Denials
Common Types of denials: Common Types of denials: Impact on revenue integrity:
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Level of Care – Inpa�ent downgrade to Observa�on or even Outpa�ent

Medicare and Medicare Advantage:

• Two Midnight Presump�on
• The provider documen�ng an es�mated need for the two midnights plus a plan that will take the two midnights.

• “Under the 2-midnight presump�on, inpa�ent hospital claims with lengths of stay greater than 2 midnights a�er formal admission 
following the order will be presumed generally appropriate for Part A payment and will not be the focus of medical review efforts 
absent evidence of systema�c gaming, abuse or delays in the provision of care.

• Two Midnight Benchmark
• The provider documen�ng the need for a second medically appropriate midnight a�er the first midnight as an outpa�ent with the 

plan of care for the second midnight.

• “The decision to admit the beneficiary should be based on the cumula�ve �me spent at the hospital beginning with the ini�al 
outpa�ent service. In other words, if the physician makes the decision to admit a�er the pt arrived at the hospital and began 
receiving services, he or she should consider the �me already spent receiving those services in es�ma�ng the pt’s total expected 
LOS.

Commercials:

• May use InterQual or MCG

Clinical Denials
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Medical Necessity

• Covered Diagnosis Code

• Lack of documenta�on detailing care and interven�ons prior to surgical/interven�onal procedures

• Noridian will consider total hip replacement surgery medically necessary in the following circumstances. 
Advanced joint disease demonstrated by:
• Radiographic supported evidence or when conven�onal radiography is not adequate, magne�c resonance imaging (MRI) and/or 

computed tomography (CT) (in situa�ons when MRI is non-diagnos�c or not able to be performed) supported evidence 
(subchondral cysts, subchondral sclerosis, periar�cular osteophytes, joint subluxa�on, severe joint space narrowing, avascular 
necrosis); AND

• Pain that cannot be adequately controlled despite op�mal conserva�ve treatment or func�onal disability from injury due to trauma 
or arthri�s of the joint; AND

• If appropriate, history of unsuccessful conserva�ve therapy (non-surgical medical management) that is clearly addressed in the pre-
procedure medical record. (If conserva�ve therapy is not appropriate, the medical record must clearly document the ra�onale for 
why such approach is not reasonable). Non-surgical medical management is usually but not always implemented prior to 
scheduling total joint surgery. Non-surgical treatment as clinically appropriate for the pa�ent’s current episode of care typically 
includes one or more of the following: an�-inflammatory medica�ons or analgesics, or flexibility and muscle strengthening 
exercises, or supervised physical therapy [Ac�vi�es of daily living (ADLs) diminished despite comple�ng a plan of care], or assis�ve 
device use, or weight reduc�on as appropriate, or therapeu�c injec�ons into the hip as appropriate.

Clinical Denials
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Medical Necessity

• Commercial Payors have their own policies:

• BC MT – Blue Cross and Blue Shield of Montana (BCBSMT) has incorporated Carelon (formerly AIM 
Specialty Health) Medical Benefits Management clinical appropriateness guideline review criteria 
into its medical policies. Carelon is contracted with BCBSMT to provide prior authoriza�on and 
medical necessity review of tests and services for members enrolled in certain plans as of Jan. 1, 
2021. To access the most current Carelon Medical Benefits Management clinical appropriateness 
guidelines, go to: Carelon Medical Benefits Management at 
<htps://www.guidelines.carelonmedicalbenefitsmanagement.com>. (All rights reserved.)

• United Health Care – United Healthcare has several policies including policy for “Facet Joint and 
Medial Branch Block Injec�ons for Spinal Pain”.

Clinical Denials
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• Coding
• Unspecified codes

• Codes come from provider notes which list diagnoses with ICD 10 codes. Providers o�en include mul�ple 
codes for one condi�on for which only one should be reported as it is all inclusive.

• NCCI Edits
• Bundling of services. Determining if a modifier is appropriate or if services should not be reported 

together. In some circumstances no modifier is allowed.

• Medically Unlikely Edits (MUE). Determine if appropriate clinically and if Medicare adjudica�on indicator 
will allow an appeal. To overturn MUE edits, requires an appeal.

Coding and NCCI Edits
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• Pharmacy 
• Pharmacy mul�plier is not accurate 

• The dosage for pharmacy items with HCPCS codes must correspond with the HCPCS code descrip�on to 
ensure appropriate billing. The descrip�on in the chargemaster should reflect the value of the HCPCS J 
code assigned. This is an area Pharmacy, Chargemaster coordinator, Nursing, and Coding all need to be 
involved. 

• Monitoring how informa�on flows between the pharmacy system, medica�on administra�on record 
(MAR), chargemaster, and final claim are cri�cal to assure the correct J code and units are reported on 
the claim. 

• Within the EMR is a Quan�ty field (Cerner QCF – Quan�ty Conversion Factor EPIC Charge 
Unit Mul�plier).  This is the field that needs to contain the conversion factor for the 
dispensed drug to the J code unit. 

Pharmacy Units Incorrect 
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• Timely Filing Issues
• Submi�ng claims past the payer’s deadline.

• Misunderstanding payer-specific deadlines.

• Avoid denial by
• Track submission deadlines for all payers.

• Implement an automated claims management system.

• Appeal denied claims promptly if within the allowable �meframe.

Timely Filing
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Create a denials management workgroup.

Communication.

Training and education.

Standardize appeals process.

Identify root cause.

Track, trend, and reporting denials.

Steps for Management and Prevention
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Root Cause
• Understanding why claims are 

denied helps in preventing similar 
issues in the future. (Common 
reasons include missing 
information, coding errors, or 
eligibility problems.)

• Action Steps:
• Categorize denials (e.g., coding 

errors, missing documentation, 
authorization issues).

• Analyze denial trends by payer, type, 
or department.

• Investigate high-frequency denials.
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• Keeping staff informed about payer 
policies, coding standards, and 
documenta�on requirements is key 
to reducing errors.

• Action Steps: 
• Conduct regular training sessions on 

updated payer rules, ICD/CPT codes, and 
common denial reasons.

• Provide refresher courses to billing and 
coding staff to minimize preventable 
errors.

• Encourage cross-func�onal training to 
improve collabora�on between 
departments involved in the claims 
process.

Training and Education
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• Open communica�on can help resolve issues 
quicker and even prevent future denials.

• Action Steps:
• Set up regular mee�ngs with payers to address 

denial trends and discuss ways to streamline 
processes.

• Maintain open communica�on with providers to 
ensure documenta�on accuracy and completeness.

• Create a feedback loop with clinical staff to 
improve the quality of submited claims, especially 
in areas like coding and medical necessity 
documenta�on.

Communication
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• Denial Management is an essen�al part of revenue cycle management. By using it, 
healthcare providers can inves�gate every unpaid claim, spot trends, and appeal the 
rejec�on of a claim. Through this process, healthcare providers can improve their 
processes to avoid payment issues for future claims. 

• Suggested responsibili�es of the Denials Management Workgroup: 
• Iden�fy denial trends .

• Note opportuni�es for process improvement .

• Locate poten�al root causes or root cause deficiencies .

• Recommend tasks to eliminate and/or prevent future denials.

• Determine a method to monitor and sustain improvements.

• Meet consistently; monthly and quarterly.

Denial Management Workgroup  
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Updates from 2026 
Final Rule 
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Practice Expense Methodology 
Changes

• CMS updated how indirect practice 
expenses are calculated, shifting resources 
towards non facility settings. They state the 
change is designed to better reflect current 
practice patterns.

• Reduction in indirect practice expense 
RVUs for facility-based services.

• Facility-based payments decrease by 7%; 
non-facility-based increase by 4%.

• Significant impact to procedures performed by 
providers in hospital

• Provider based clinic professional services 
payment significantly cut 
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• Part A deduc�ble and co-insurance:
• Hospital: The deduc�ble is increasing from $1,676 to $1,736 (1st 60 days); daily co-insurance paid a�er 60 

days increasing from $419/day to $434/day in a benefit period and from $838/day to $868/day for 
life�me reserve days.

• SNF: daily co-insurance for days 21-100 increasing from $209.50/day to $217/day.

• Part B:
• Standard monthly premium paid by all Medicare beneficiaries increasing from $185 to $202.90. 

• CMS: Would have been $11 more per month absent changes to skin subs�tute coverage.

• Income-related monthly adjustment amounts for Part B premium also increasing by 10%.

• Annual deduc�ble also increasing by 10%, from $259/year to $283/year.

• Likely to see increases in Medicare supplemental insurance rate.

Medicare Out of Pockets Costs Increase in 2026
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• CMS finalized its proposal to phase out the IPO list beginning in CY 2026 with a three-year 
transi�onal period:
• In 2026, 285 codes will be removed from the IPO list, most of which are musculoskeletal procedures.

• CMS has indicated they will exempt procedures that are removed from the IPO list from 
certain medical review ac�vi�es related to the “two midnights” policy: 
• CMS will allow IP admission for procedures on the IPO list.

• CMS will allow IP admission for procedure which have been removed from the IPO list if they meet 
applicable inpa�ent criteria.

• The why – CMS indicated will enable physicians to use their clinical judgement as to the 
most appropriate se�ng to receive care.

• Services not on the IPO list can s�ll be performed in the outpa�ent se�ng.

• The concern – is outpa�ent payment comparable to inpa�ent payment.

Inpatient Only List 
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• This includes the programs we referred to:
• Meaningful Use

• EHR Incen�ve Programs

• Established by the HITECH Act 2009.

• Incen�ves to encourage healthcare providers to adopt and demonstrate meaningful use of 
electronic health records. 

• In 2018 name was changed to promo�ng interoperability to emphasize exchange of health 
informa�on between health care en��es and pa�ents. 

• Moved from an incen�ve program to a penalty program. 
• For the PPS hospitals, those that fail to report are subject to a 75% reduc�on in market basket update.

• For the CAH’s, their reimbursement is reduced from 101% to 100% of reasonable cost. 

• This is the one program that impacts reimbursement to the CAHs.

Promoting Interoperability Program 
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• TEAM is a new mandatory payment model that will bundle payment to acute care 
hospitals for five types of surgical episodes. There is a five year episodic payment model 
beginning 1-1-26 through 12-31-30. 
• Coronary Artery Bypass Gra�s

• Lower Extremity Joint Replacements

• Major Bowel Procedures

• Surgical Hip/Femur Fracture Treatment

• Spinal Fusion 

• It applies to inpa�ent PPS hospitals in 188 core-based sta�s�cal areas. 
• TEAM expands upon previous episode-based payment models like the Comprehensive 

Care for Joint Replacement (CJR) and the Bundled Payments for Care Improvement 
Advanced (BPCI-A) models. 

TEAM – Transforming Episode Accountability Model
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• The hospitals that have been selected will be responsible for the cost and quality of care 
furnished star�ng with surgery through 30 days a�er beneficiary leaves the hospital. 

• CMS has calculated a standardized spending (target) by episode using the MS-DRGs 
assigned, and the CPT codes assigned. 
• This episode payment model includes Part A costs (hospital and swing bed) and all professional services 

(surgeon, anesthesiologist or CRNA).

• If total spending for all services is below the target price and quality standards are met, the 
hospital/providers in the sharing arrangement may receive a reconcilia�on payment. 

• If total spending for all services is above the target price, the hospital/providers may owe a 
repayment to CMS. 

• There is a phase in approach to this upside and downside of payment. Quality composite 
scores also factor into this model and payment. 

TEAM – Transforming Episode Accountability Model
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• Under TEAM, CMS will allow beneficiaries to receive SNF services without mee�ng the 3-day 
Inpa�ent requirement, facilita�ng payment of claims for SNF services delivered to beneficiaries at 
eligible sites. 
• This will be effec�ve for episodes star�ng on or a�er January 1, 2026.

• The beneficiary must have been discharged from the TEAM par�cipant hospital for one of the 
TEAM episode MS-DRGs or HCPCS codes. The SNF stay must be within 30 days a�er the beneficiary 
is discharged from the hospital or hospital outpa�ent department. 

• The beneficiary must meet the following eligibility criteria for TEAM upon admission for a hospital 
inpa�ent stay or hospital outpa�ent procedure: 
• Are enrolled in Medicare Parts A and B

• Are not eligible for Medicare on the basis of having end-stage renal disease

• Are not enrolled in any managed care plan (for example, Medicare Advantage, healthcare prepayment plans, or 
cost-based health maintenance organiza�ons)

TEAM – Transforming Episode Accountability Model
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• The beneficiary must meet the following eligibility criteria for TEAM upon admission for a 
hospital inpa�ent stay or hospital outpa�ent procedure (con�nued):
• The waiver applies only if the SNF is qualified to admit beneficiaries under TEAM.

• CMS determines the qualified SNFs for each calendar quarter based on a review of the most recent rolling 12 
months of overall star ra�ngs on the Five-Star Quality Ra�ng System for SNFs on the Nursing Home Compare 
website. Qualified SNFs are rated an overall of 3 stars or beter for at least 7 of the 12 months. 

• CMS will post a list of qualified SNFs on the TEAM website. 
htps://www.cms.gov/priori�es/innova�on/innova�on-models/team-model

• Providers furnishing SNF services under swing bed agreements will not be subject to the star ra�ngs requirement.

• The SNF must include the appropriate demonstra�on code (A9) in the Treatment Authoriza�on field on claims 
that qualify for the waiver under TEAM. The waiver, and more specifically the SNF 3-day Rule waiver, will also 
apply to swing bed providers (Type of Bill 18X), including Cri�cal Access Hospital (CAH) swing beds. 

TEAM – Transforming Episode Accountability Model
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• One interes�ng add on to this TEAM is a requirement for a primary care referral by hospital 
discharge planning. 

• If a pa�ent has a primary care provider already iden�fied, the referral is made to that 
provider.

• If a pa�ent does not have a primary care provider – the provider  must s�ll make a referral 
to a primary care provider, basing on pa�ent preference.
• TEAM hospital will draw pa�ents from many communi�es and will need contacts to make the referrals. 

TEAM – Transforming Episode Accountability Model
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TEAM Hospitals in MT, ID, OR, WA
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Excerpt of TEAM Qualified SNF & CAH List 
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Updates from 2026 
Final Rule on Skin 

Substitutes  
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• CMS has seen significant growth in spending under Medicare Part B for skin subs�tutes in NON-Facility se�ng.

• Prior to 2026, skin subs�tute paid under Average Sales Price (ASP) based methodology. Final Rule- Single rate-
approximately $127.14 per square cm. - Weighted Average.
• Apply to all designated HCPCS supply codes paid across physician offices and OP departments in PPS facili�es.

• Each skin subs�tute product has a unique billing code and payment limita�ons.

• CY 2026-payment will be incident-to supplies when u�lized as part of covered applica�on procedure paid under 
MPFS in non-facility se�ng or under the OPPS in HOPD se�ng.

• Re-categoriza�on to promote consistency. Grouping and paying based on product characteris�cs, more aligned 
with FDA status, to incen�vize compe��on to create “more innova�ve products”, while also resul�ng in savings to 
Medicare Trust Fund.
• Es�mated savings of 9.4 billion.

• Three categories applicable:

• Pre Market approved (PMA)

• 510K cleared or De Novo.

• 361 HCT/Ps (Human Cell, Tissue, Cellular/Tissue Based.

Skin Substitutes
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• CY 2014 OPPS/ASC final rule packaged skin subs�tute products furnished in the hospital 
outpa�ent se�ng into their associated applica�on procedures as part of a broader policy 
to package all drugs and biologicals that func�on as supplies when used in a surgical 
procedure. 

• As part of the policy to package skin subs�tutes, we also finalized a methodology that 
divides the skin subs�tutes into a high-cost group and a low-cost group, to ensure 
adequate resource homogeneity among Ambulatory Payment Classifica�on (APC) 
assignments for the skin subs�tute applica�on procedure.

• Prior to 2026 PPS hospitals reported a procedure based on the type of skin subs�tute:
• 1527X – high cost skin gra�s - $1829 - $3660

• C5271 – low cost skin gra�s - $ 612 -  $1829

Skin Substitutes Payment Prior in OPPS ASC
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• CMS will unpackage skin subs�tutes and pay for them separately as incident-to supplies to align 
with the final payment policy change in the Medicare PFS. 

• CMS will treat skin subs�tute products (excluding those licensed under Sec�on 351 of the Public 
Health Service Act) as “incident-to supplies” when used as part of a covered applica�on procedure 
in the physician office or hospital outpa�ent department. 

• CMS will categorize products into three groupings. All skin subs�tutes will be assigned new 
payment status indicator “S1” and assigned to one of three new APCs based on their Food and 
Drug Administra�on (FDA) regulatory category:
• APC 6000 (PMA skin subs�tute products).

• AAPC 6002 (361 HCT/P skin subs�tute products).

• PC 6001 (510(k) skin subs�tute products) (which includes 510(k) and De Novo).

• For CY 2026, will apply a single na�onal payment rate of $127.14 per cm² for all three of them: 
• This was a 1.5% increase over the proposed rate. 

• Expected to reduce spending by around $19 billion in CY 2026.

Skin Substitutes 2026 OPPS Rule
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• 2026 – Example of Change to APC payment based on unbundling gra� material:

• For 2026 separate payment for the gra� material:
• For CY 2026, will apply a single na�onal payment rate of $127.28 per cm.

Skin Substitutes
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• Consolidated Appropria�ons Act of 2021 referred to skin gra� products as ‘‘drugs and 
biologicals,’’ signaling that the Congress considers them as such for payment purposes. 
• Commenters stated that for decades CMS has appropriately classified and paid for CTPs/skin subs�tutes 

as drugs or biologicals under sec�on 1847A of the Act. They state the proposal to abruptly reclassify them 
is an unexplained reversal of this longstanding policy and is therefore ‘‘arbitrary and capricious.’

• The Consolidated Appropria�ons Act, 2021, Public Law 116–260, division CC, sec�on 
401(c), amended sec�on 1847A(f)(A) to state that, manufacturers of drugs or biologicals 
including items, services, supplies, and products that are payable under Medicare Part B as 
a drug or biological, that have not entered into a Na�onal Medicaid Drug Rebate 
Agreement are required to report ASP (and WAC) data to CMS. 
• Under this policy, as finalized, skin subs�tute products (other than those approved via BLA under sec�on 

351 of the PHS Act) will no longer be paid as biologicals and will no longer be required to report ASP to 
us.

Skin Substitutes
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• We clarify that skin subs�tute products that are not regulated as biological products under 
sec�on 351 of the PHS Act and that are paid as incident to supplies are not subject to the 
Medicare discarded drug policy.

• This change impacts how skin gra� subs�tutes are reported:
• Revenue code 278

Vs.

• Revenue code 636

Skin Substitutes
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• Repor�ng of wound care with skin subs�tutes:
• Procedure code will be reported for the skin gra�ing:

• O�en in the code range of 15271-15278. 

• Professional service reported by MD, NP, PA. 

• Procedure reported for the technical and professional service when done in outpa�ent hospital.

• Revenue code for technical dependent on where done: Poten�al revenue codes include 360, 361 (Opera�ng Room) 761 
(Treatment Room or Special Procedure room for wound care).

• Charges reported for the skin gra�ing material:
• O�en assigned a Q code from the HCPCS book.

• Before purchasing a skin gra� material, check the gra� is a covered gra�. There are gra�s which are non covered which 
results in neither the gra�ing material or the procedure to be covered by insurance. 

• Billing reference manuals will list both revenue code 278 or 636 reportable for Q codes for skin gra� material.

• New updated in 2026 need to incorporate – some gra�s under 278 and some under 636.

• Units, units, units! Most errors occur here. Many of the products are per sq cm and units should be reported accordingly.

Skin Substitutes 
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Wound Care
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• Wound care is under scru�ny from Medicare and other payors due to the large increase in 
payments occurring for this service. 

• Risks occur in organiza�ons for a variety of reasons:
• Lack of documenta�on:

• Documenta�on of ini�al size of wound with documenta�on of healing process at each encounter.

• Medical necessity for frequency of wound care.

• Specific site of wound(s).

• Diagnoses:
• Unspecified or nonspecific diagnoses.

• Diagnoses inconsistent from one treatment to the next.

• Not capturing cause – i.e., Diabetes, Peripheral Vascular Disease.

• Disorganized medical record:
• Unable to follow progression of treatment of wound(s).

• Mul�ple pages of medical records with litle documenta�on specific to the treatment of the wound.

Wound Care 
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• Skin subs�tute applica�on requires aten�on to documenta�on of the procedure performed and the type 
and amount of product applied.

• Considera�ons for documenta�on of skin subs�tutes:
• Specific name and type of skin subs�tute product.

• The specific anatomical loca�on of the wound.

• The size of the wound treated.

• The amount (size) of skin subs�tute product applied, and the amount (size) wasted.
• If there is wastage, the units and charge should be on a separate charge line with the JW modifier.

• Reason for the wastage (including the reason for using a package size larger than was necessary for the size of the ulcer, if applicable).

• Clinical ra�onale for selec�ng the specific product applied (i.e., non-healing wound, type of wound, depth, other comorbid 
condi�ons the pa�ent has).

• When performing mul�ple gra�ing procedures over a period of �me, documenta�on needs to reflect the response to 
treatment.

• Manufacturer’s serial/lot/batch or other unit iden�fica�on number of gra�s/CTP material. When the manufacturer does not 
supply unit iden�fica�on, the record must document such.

Wound Care 
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Vaccine Updates for 
RHC 



43

COVERED:
1. Influenza
2. Pneumococcal/pneumonia
3. Hepa�s B
4. Tetanus/Tdap

• When provided due to injury/illness not for rou�ne booster

5. COVID administra�on
_____________________________________

• All other vaccines covered under Medicare Part D.
• Recommend ABN but not required as statutorily excluded from 

Medicare Part B coverage.
• Bill with GY modifier as non-covered.

• Modifier charge line is not rolled into a CG line

Medicare 
Part B 
Vaccine 
Coverage
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Covered under the RHC Program 
TRADITIONAL MEDICARE

1/1 – 6/30/25
• Report cost associated with vaccine & 

administration on Cost Report.

Effective 7/1/25 bill on TOB 0711.
• Traditional Medicare billed on the RHC 

claim with or without an E/M on the 
same date of service. 

INFLUENZA, PNEUMOCOCCAL 
COVID & HEP B VACCINES

44



45

Telehealth 
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• With recent legisla�on, CMS updated coverage of telehealth services and allows the 
following through December 31, 2027. 
• Extension allows for telehealth services to be provided with no geographic restric�ons and allows for 

services to be provided in pa�ents home. 

• Extended range of prac��oners (physical therapist, occupa�onal therapist, speech language pathologist, 
and audiologist) can provide Medicare telehealth services.

• Beneficiaries may con�nue to receive audio only telehealth services in their homes.

• RHCs and FQHCs con�nue to bill for non-behavioral telehealth services by repor�ng HCPCS code G2025.

• In person visit requirements (6- and 12-month requirements) con�nue to be waived. 

• Commercial coverage for telehealth is now permanent for many commercial plans. 
• Recommend reviewing each plan's coverage policies for specific details regarding telehealth benefits. 

Medicare and Telehealth
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• CMS finalizing policies:
• Non-behavioral health visits furnished via telecommunica�on technology that allow RHCs and FQHCs to 

bill for RHC and FQHC services furnished using telecommunica�on technology by repor�ng HCPCS code 
G2025 on the claim, including services furnished using audio-only communica�ons technology through 
December 31, 2026.

Telehealth RHC/FQHC
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• In both OPPS and PFS rule, CMS finalized to permanently adopt a defini�on of direct 
supervision that would allow “immediate availability” of a supervising prac��oner using 
audio/video real-�me communica�ons technology (excluding audio-only) for all services 
described as incident-to a physician’s professional services, except for select global surgery 
codes. 

• This allows direct supervision of most cardiac rehabilita�on, intensive cardiac 
rehabilita�on, pulmonary rehabilita�on services, and diagnos�c services to be available via 
audio/video real-�me communica�ons technology (excluding audio-only). 

• This flexibility allows providers to use their clinical judgment to determine the mode of 
supervision on a case-by-case basis.

Virtual Direct Supervision 
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Teaching Physician Requirements Related to Telehealth 2026

• CMS made permanent its policy permi�ng teaching physicians to use real-�me two-way 
audio video to sa�sfy the presence requirement for resident furnished telehealth services. 
Rather than requiring the resident and the teaching physician to be in the same loca�on 
during a telehealth visit, these services can be delivered via a three-way audio video 
conference. 
• While Medicare covers some audio only telehealth services, reimbursement for such services when 

furnished by a resident requires audio plus visual. 

Teaching Physician 
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Enrollment
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Transmittal 13041
Change Request 13900

issued: January 10, 2025
https://www.cms.gov/files/document/

r13041otn.pdf

https://www.cms.gov/files/document/r13041otn.pdf
https://www.cms.gov/files/document/r13041otn.pdf
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SUBJECT: Edi�ng for Duplicate Processing for Prac��oner Professional Services and Cri�cal Access 
Hospital (CAH) Professional Services

I. SUMMARY OF CHANGES: The purpose of this Change Request (CR) is to prevent duplicate billing 
of professional claims from CAHs and professional physicians that were iden�fied in Office of 
Inspector General (OIG) Report: Duplicate Medicare Professional Fee Billing by Both the Cri�cal 
Access Hospital (CAH) and Health Care Prac��oner to Medicare Part B (A-06-21-05003).

EFFECTIVE DATE: July 1, 2025

*Unless otherwise specified, the effective date is the date of service.

IMPLEMENTATION DATE: July 7, 2025

Method II Billing
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Editing for Duplicate Processing of Practitioner Professional Services and CAH Professional 
Services

• Prevent duplicate billing of professional services from CAHS under Method II op�on of 
billing on UB-04 and Medicare Part B billing on the CMS-1500 form. 

• Effec�ve date: July 1, 2025 (original implementa�on date: July 7, 2025). This was moved to 
January 1, 2026, for implementa�on. 

• Edit will detect:
• CMS-1500 submited by prac��oner that has reassigned their billing rights to CAH based on place of 

service repor�ng and loca�on of services at CAH. 

• UB-04 submited for professional services without a reassignment to the CAH. 

Purpose
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Will apply only to Revenue Codes for Professional Services (096X, 096X or 098X):

• The Atending NPI is not associated with the CAH Method II on the new PECOS reassigned benefits screen OR the Line Level 
Date of Service on the claim does not fall within the Effec�ve and Term dates of reassignment to the CAH Method II for the 
“Atending Physician”.
• Denial Codes with Group Code CO (Contractual Obliga�on):

• CARC 16 – Claim/service lacks informa�on or has submission/billing errors need to adjudicate.

• RARC N253 – Missing/incomplete/invalid atending provider primary iden�fier.

• MSN 9.4 – This item or service was denied because informa�on required to make payment was incorrect.

• The Rendering NPI (at line level) is not associated with the CAH Method II on the new PECOS reassigned benefits screen OR the 
Line Level Date of Service on the claim does not fall within the Effec�ve and Term dates of reassignment to the CAH Method II 
for the “Rendering Physician”.
• Denial Codes with Group Code CO (Contractual Obliga�on):

• CARC 16 – Claim/service lacks informa�on or has submission/billing errors need to adjudicate.

• RARC N290 – Missing/incomplete/invalid rendering provider primary iden�fier.

• MSN 9.4 – This item or service was denied because informa�on required to make payment was incorrect.

*CARC – Claim Adjustment Reason Code     *RARC – Remitance Advice Remark Code     *MSN – Medicare Summary No�ce

New Edits – CAH Claims UB-04
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Updated Medicare 
Beneficiary Notices 



56

• Both Medicare beneficiaries and providers have certain rights and protec�ons related to financial liability and appeals under the Fee-for-
Service (FFS) Medicare and the Medicare Advantage (MA) Programs. 

• These financial liability and appeal rights and protec�ons are communicated to beneficiaries through no�ces given by providers. 

• No�ces included are:

• MOON (Medicare Outpa�ent Observa�on No�ce) no�ce - updated and expires February 28, 2029. Providers have un�l April 20,2026 to transi�on to 
the new form. 

• Advanced Beneficiary No�ce (ABN)

• Important Message to Medicare (IMM) – expired December 31, 2025. No new form published with new OMB number 

• Detailed No�ce of Discharge (DND) – expired Dember 31, 2025. No new form published with new OMB number 

• All of these forms men�oned have expired. The MOON was just updated the week of February 23, 2026, and providers have sixty days to implement 
the new form. As of the 23rd the ABN, IMM, and DND were not updated. 

Recommenda�ons

• Update to the new MOON form. 

• Con�nue to check for Medicare updates for other forms. Typically have 60 days to implement new forms. 

• Need the OMB number on the document – 

• htps://www.cms.gov/medicare/forms-no�ces/beneficiary-no�ces-ini�a�ve

Updates to Medicare Beneficiary Notices

https://www.cms.gov/medicare/forms-notices/beneficiary-notices-initiative
https://www.cms.gov/medicare/forms-notices/beneficiary-notices-initiative
https://www.cms.gov/medicare/forms-notices/beneficiary-notices-initiative
https://www.cms.gov/medicare/forms-notices/beneficiary-notices-initiative
https://www.cms.gov/medicare/forms-notices/beneficiary-notices-initiative
https://www.cms.gov/medicare/forms-notices/beneficiary-notices-initiative
https://www.cms.gov/medicare/forms-notices/beneficiary-notices-initiative


This presentation is presented with the understanding that the information contained does not constitute legal, accounting or other professional advice. It is not intended 
to be responsive to any individual situation or concerns, as the contents of this presentation are intended for general information purposes only. Viewers are urged not to 
act upon the information contained in this presentation without first consulting competent legal, accounting or other professional advice regarding implications of a 
particular factual situation. Questions and additional information can be submitted to your Eide Bailly representative, or to the presenter of this session. 
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Questions?
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eidebailly.com

Thank you
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Joy Krush, Director
jkrush@eidebailly.com | 701.239.8571
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