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FQHC PPS Rate and GAFs  

Q1.  What is the PPS rate for my FQHC?  

A1.  There is one national PPS rate for all FQHCs.  The FQHC PPS rate from October 1, 2014, through 

December 31, 2015, is $158.85.  The rate from January 1, 2016, through December 31, 2016, is $160.60.  

Q2.  How often will the rate change?  

A2.  The rate will be updated annually to reflect inflation, starting January 1, 2016.  

Q3.  Is the PPS rate the actual amount that my FQHC will receive per visit?  

A3.  Not necessarily.  The PPS rate is a base rate for all FQHCs.  Each FQHC’s rate is adjusted based on the 

location of where the services are furnished.  FQHCs will be paid based on the lesser of the adjusted PPS 

rate or their charges.  

Q4.  What is the FQHC GAF?  

A4.  The FQHC GAF (Geographic Adjustment Factor) is used to adjust the base FQHC PPS rate to reflect 

the variation in practice costs in different areas.  It is an adaptation of the Geographic Practice Cost 

Index (GPCI) used for the Physician Fee Schedule.  

Q5.  What is the FQHC GAF for my FQHC?  

A5.  The list of FQHC GAFs is on the CMS FQHC Center website.  The FQHC GAF is determined based on 

the location of where the service is furnished.     

Q6.  How often will the GAFs change?  

A6.  The FQHC GAFs will be updated whenever the GPCI is updated, which is at least annually and 

occasionally more frequently.  

https://www.cms.gov/Center/Provider-Type/Federally-Qualified-Health-Centers-FQHC-Center.html
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Q7.  What if the FQHC GAF changes after I submitted my claim?  

A7.  Your claim should reflect the FQHC GAF that was in effect when the service was furnished.  

Q8.  Is the FQHC GAF applied to our charges?  

A8.  No.  The FQHC GAF is only applied to the base PPS rate.   

Q9.  Is the FQHC GAF based on a calendar year or fiscal year?  

A9.  The FQHC GAF is based on the calendar year.  

Q10.  How do I calculate my adjusted PPS rate?  

A10.  Multiply the base PPS rate times the FQHC GAF for the location where the service was furnished.  

Q11.  How does sequestration affect our PPS rate?  Do we still face a 2% reduction?  

A11.  Sequestration is still in effect and there is a 2 percent reduction to the Medicare payment (after 

adjustments for coinsurance).    

  

New Patient, IPPE, and AWV Adjustments  

Q1.  Are there any other adjustments to the rate besides the geographic adjustment?  

A1.  Yes.  The adjusted FQHC PPS rate is increased by 34.16 percent when a patient is new to the FQHC, 

or an Initial Preventive Physical Exam (IPPE) or Annual Wellness Visit (AWV) is furnished.  Only one 

adjustment per day can be applied.  

Q2.  Does the new patient, IPPE, and AWV adjustment vary by region?  

A2.  No.  The 34.16 percent increase is the same for all FQHCs.  

Q3.  Is this adjustment done before or after the base rate is adjusted by the FQHC GAF?  

A3.  The new patient, IPPE, and AWV adjustment is applied to the PPS rate after the PPS rate is 

multiplied by the FQHC GAF.   

Q4.  When does the 34.16 percent increase for IPPE, AWV, and new patients begin?  

A4.  The new patient, IPPE, and AWV adjustment begins when a FQHC transitions to the FQHC PPS.  

Q5.  If a patient was seen in another FQHC that is not affiliated with my FQHC, and then came to my 

FQHC 6 month later, would they be considered a new patient?  

A5.  Yes, because they would be new to your FQHC.  

Q6.  If my FQHC hires a new physician, and patients from the physician’s previous private practice group 

follow the physician to our FQHC, are these patients considered “new patients”?  

A6.  Yes, because they are new to your FQHC.  
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Q7.  If a patient received a service at the FQHC within the prior three years that is not covered by 

Medicare (such as routine dental care), and then came to the FQHC for a service that is covered by 

Medicare, would the person be considered a “new patient” for purposes of the adjustment?  

A7.  Yes.  If the patient has not received any Medicare-covered services within the last 3 years, he/she 

would be considered a new Medicare patient.  

Q8.  If a patient was seen in the hospital that we are affiliated with and then came to the FQHC for 

follow-up, would they be a new patient?  

A8.  Yes.  FQHCs are not authorized to furnish hospital services (inpatient or outpatient), so if the patient 

has not been seen in your FQHC within the past 3 years, he/she would be a new patient.  

Q9.  If a FQHC is part of a county health department, and a patient visits one of the health department 

clinics that are not part of the FQHC and then visits one of the health department clinics that is part of 

the FQHC, would that individual be considered a “new patient” for purposes of the Medicare FQHC PPS 

adjustment?  

A9.  Yes.  Only patients that have been seen in the parts of the health department that are part of the 

FQHC organization would be considered FQHC patients.  Any services received at a non-FQHC site within 

the health department would not be considered FQHC services.   

Q10.  If a FQHC is part of a larger corporate entity that includes a community mental health agency 

(CMHA), and no FQHC billing of the Medicare and Medicaid programs occurs at the CMHA site, would a 

patient be considered a new patient if they were seen at the CMHA site within the last 3 years and then 

went to the FQHC?  

A10.  Yes.  As long as the CMHA is completely separate organization from the FQHC, the patient would 

be new to the FQHC, regardless of whether the CMHA is part of the larger corporate entity that owns 

the FQHC or not.  

Q11.  If a physician group practice gets HRSA funding as a “new start” or receives “look-alike” status, 

would all the patients be considered new patients, even though they were seen by the same 

practitioners in the same building within the last 3 years?  

A11.  Yes.  The physician practice group is not a FQHC until it receives its designation from HRSA as a 
health center and its Medicare site certification for the specific permanent sites that are part of the 
HRSA scope of project.  Once the physician’s practice group has met these conditions, it is considered a  
FQHC and a patient seen for the first time in the FQHC would be considered a new patient.  
 
Q12.  If a patient was seen in the FQHC and then goes to another FQHC that is part of the same 

organization as the first FQHC, would they be considered a new patient in the second FQHC?  Does it 

make a difference if it is the main facility or another location?  Does it make a difference if the locations 

bill different Medicare Administrative Contractors (MACs)?  

A12.  No.  If a patient was seen in any location of the FQHC by any provider within the last 3 years, 

regardless of which MAC is billed, he/she would not be considered a new patient.  

Q13.  If an established patient sees a specialist in the FQHC for the first time, will the FQHC get the new 

patient adjustment?  
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A14.  No.  The new patient adjustment is only for Medicare patients that have not received any 

Medicare services from any practitioner in the FQHC organization within the last 3 years.  

Q15.  If a patient received only mental health services in the FQHC and then came in for primary care or 

preventive services, would they be considered a new patient?  

A15.  No.  If the patient has received any Medicare-covered services at the FQHC from any practitioner 

in the FQHC, the patient is not new to the FQHC.    

  

Per-diem Payment Exceptions  

Q1.  Are there any situations where a FQHC can bill for more than one visit per day for the same patient?  

A1.  Yes, there are two exceptions.  The first exception is when a patient is seen in the FQHC for a 

medical visit, leaves the FQHC, and subsequently suffers an illness or injury that requires additional 

diagnosis or treatment on the same day.  An example would be if a patient sees a FQHC practitioner in 

the morning for a medical condition and later in the day has a fall and returns to the FQHC for treatment 

of their injury.  

Q2.  Can the FQHC bill for two visits if one visit is medical and the other is mental health?  

A2.  Yes, this is the second exception.  A FQHC can bill for two visits when a patient has a FQHC visit with 

a mental health practitioner (clinical psychologist or licensed clinical social worker) on the same day as a 

medical visit with a physician, nurse practitioner (NP), or physician assistant (PA).  

Q3.  If a patient has a medical visit with a physician, NP, or PA, and then sees a clinical psychologist for a 
medication adjustment on the same day, can both a medical and mental health visit be billed?   
 
A3.  No.  Effective January 1, 2015, medication management does not qualify as a stand-alone visit in a 

FQHC.  When medication management is furnished on the same date of service as a qualifying medical 

visit, the charges would go on the claim.  If there is no qualifying visit associated with medication 

management, no claim is submitted and no payment is made. 

Q4.  If a medical visit, a mental health visit, and a subsequent illness/injury visit are reported on the 

same day, can we bill for 3 visits?  

A4.  Yes, although we would not expect that to be a common occurrence.  

Q5.  If a Diabetes Self-Management Training (DSMT) or /Medical Nutrition Therapy (MNT) visit occurs on 

the same day as a mental health visit, can two visits be billed?  

A5.  Yes, because DSMT/MNT is considered a medical visit and a FQHC can bill for 2 visits when a medical 

and mental health visit occur on the same day.  

Q6.  If a DSMT/MNT visit is furnished on the same day as another medical visit, can two visits be billed?  

A6.  No.  If DSMT/MNT is furnished on the same day as another medical visit, only one visit can be billed.  

Q7.  If an IPPE or AWV occurs on the same day as another medical visit, can two visits be billed?  
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A7.  No.  However, the FQHC would receive an adjustment to their payment when an IPPE or AWV is 

furnished.  

  

FQHC PPS Payment Codes  

Q1.  What are FQHC G codes?  

A1.  FQHC G codes (G0466 through G0470), are specific payment codes used for payment under the 

FQHC PPS.  They represent a bundle of services that the individual FQHC typically furnishes to a 

Medicare patient.  See FQHC PPS Specific Payment Codes.  

Q2.  What services are included in each of the codes?  

A2.  Each FQHC determines which services to include in each G code, based on the services typically 

furnished by that FQHC to a Medicare patient.  

Q3.  Do we have to submit documentation to justify the services we are including?  

A3.  No.  We expect that the services will reflect a typical bundle of services that your FQHC provides to 

Medicare patients.  

Q4.  How do I set my FQHC G code amounts?  

A4.  Once you have determined the typical bundle of services that your FQHC furnishes to Medicare 

patients during an encounter, total your normal charges for those services.  The sum of the charges for 

the services included in the bundle of services is your G code amount.  

Q5.  Can I change the FQHC G code amount for each patient or visit?  

A5.  No.  You can only change the total amount of your FQHC G code whenever you change the bundle 

of services that are included in that G code, or whenever you change the charges for the services 

included in your the bundle.     

Q6.  Do the charges in the G code have to be the same for each patient?  

A6.  Yes.  The charges associated with a specific G code must be uniform for all patients.  Also, the 

charges for all individual services included under the G code must be the same charges that are charged 

to all non-Medicare patients for those services.    

Q7.  Does the FQHC G code amount have to equal the charges on the claim?  

A7.  No.  It is possible that the charges would equal the FQHC G code, but the FQHC G code reflects the 

typical bundle of services furnished to your Medicare patients, which may be different from the services 

furnished to the patient on that particular day.  

Q8.  Do we have to submit the list of services included in our FQHC G codes and their associated 

charges?  

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS/Downloads/FQHC-PPS-Specific-Payment-Codes.pdf


6 
 

A8.  No.  A list of the services included in the bundle of services and their associated charges should be 

maintained by the FQHC and only provided upon request.  If the bundle of services changes, or the 

charges for the services included in the bundle changes, this information, along with the dates of the 

changes, should be part of the FQHC’s recordkeeping.  

Q9.  Is there a penalty if my FQHC G code amount is higher than my adjusted PPS rate?  

A9.  No.  Your payment will be the lesser of your adjusted PPS rate or FQHC G code.  

Q10.  Do I need to use the FQHC G codes for non-Medicare patients?  

A10.  Other payers will determine what information is required for their payment systems.  

Q11.  What G code does the FQHC report with HCPCS code 99490 for chronic care management services?  

A11.  Effective January 1, 2016 HCPCS code 99490 is paid based on the Physician Fee Schedule national 

average non-facility payment rate when CPT code 99490 is billed alone or with other payable services on 

a FQHC claim.  When reporting this service as a stand-alone billable visit, a G code is not required.  

Q12.  What G code does the FQHC report with the telehealth originating site facility fee (HCPCS code 

Q3014)?   

A12.  The telehealth originating site facility fee does not require a G code.  

  

Preventive Services  

Q1.  Can DSMT/MNT still be billed as a separate a billable visit if they are the only services provided to a 

patient on a specific day?  

A1.  Yes.  However, if DSMT/MNT is furnished on the same day as another medical visit, only one visit 

will be paid.  

Q2.  Can a pharmacist bill for DSMT/MNT?  

A2.  In FQHCs, only certified DSMT practitioners can bill for DSMT, and only qualified nutritional 

professionals can bill for MNT.  If a pharmacist also happens to be a certified DSMT practitioner or a 
qualified nutritional professional, he/she could bill for a visit.  

Q3.  Should I submit a claim if influenza and pneumococcal vaccines were the only services provided?  

A3.  No.  If influenza and pneumococcal vaccines were the only services provided, there is no claim and 

these services are reported only on the cost report.  If they were provided as part of an encounter, they 

should be reported on both the claim and the cost report.   

Q4.  Is a pap smear (Q0091) or a pelvic screening (G0101) a stand-alone billable visit if no other services 

are furnished on the same day?  

A4.  Yes.  Please see FQHC Specific Payment Codes for a full list of services that qualify to be billed as a 

visit.  

  

http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS/Downloads/FQHC-PPS-Specific-Payment-Codes.pdf
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS/Downloads/FQHC-PPS-Specific-Payment-Codes.pdf
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Billing and Claims Processing  

Q1.  Should I bill medical and mental health services on one claim if they occurred on the same day?  

A1.  Yes.  All services furnished on the same day must be reported on one claim.  

Q2.  If I have to bill medical and mental health encounters on the same claim, which NPI do I put in form 

locator 76 (attending provider) on the UB-04?  

A2.  The National Billing Uniform Committee (NUBC) definition for attending NPI is: ‘The attending 

provider is the individual who has overall responsibility for the patient’s medical care and treatment 

reported in this claim’.  The person who has overall responsibility will vary depending on which services 

are furnished on that day.  

Q3.  If a patient is seen at one site of a FQHC organization for a medical visit and is seen at different site 

of the same FQHC organization on the same day but at a different time of day or with a different 

provider, should both visits be reported on the same claim?  

A3.  Yes.  All visits that occur within the FQHC organization on the same day to the same patient should 

be on the same claim, even if they occurred at different sites.  

Q4.  Do I have to report the FQHC G codes on Medicare MSP claims?  

A4.  Yes, the FQHC G codes and qualifying visit codes must be reported on all FQHC claims.  

Q5.  Should the FQHC report the G codes on both primary and secondary claims?  

A5.  Yes, the G codes should be reported on both primary and secondary claims.  The G codes are part of 

the HCPCS code set and as a Health Insurance Portability and Accountability Act (HIPPA) standard; all 

payers must accept these codes.  However, payers may choose to pay based on other services reported 

on the claim.   

Q6.  How will crossover claims be handled?  

A6.  There is no change to the crossover process.  If Medicare is secondary, we would process 

Medicare’s allowed amount and subtract the primary payment amount from the MSP covered amount 

in the MSP module.  

Q7.  Does the FQHC G code have to be the first line on the claim?  

A7.  No.  The Medicare claims processing system will sort the lines as long as there is both a FQHC G 

code and a qualifying visit code.  

Q8.  How do I bill for procedures if no other service is furnished?  

A8.  Except for certain preventive services, procedures are not separately billable.  If the procedure is 

furnished on the same date of service as a qualifying visit, the charges for the procedure would go on the 

claim with the payment code and qualifying visit code, and the FQHC would be paid the lesser of the 

total charges or the adjusted PPS rate.  If there is no qualifying visit associated with the procedure, no 

claim is submitted and no payment is made.  
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Q9.  If there is no qualifying visit associated with the procedure, can we give the patient an Advanced 

Beneficiary Notice (ABN) and bill them for the full amount?  

A9.  Yes, an ABN can be given in this situation.  

Q10.  How is the Medicare Advantage (MA) wrap-around payment made?  

A10.  FQHCs that have a written contract with a MA organization that furnishes care to beneficiaries 

covered by the MA plan are paid by the MA organization at the rate that is specified in their contract.  If 

the MA contract rate is less than the Medicare PPS rate, Medicare will pay the FQHC the difference, less 

any cost sharing amounts owed by the beneficiary.  The supplemental payment is only paid if the 

contracted rate is less than the adjusted PPS rate.   

Q11.  Are G codes required for the MA wrap around payment?  

A11.  Yes.  The specific payment codes that correspond to the appropriate PPS rates and the detailed 

HCPCS coding required for all FQHC PPS claims, including MA payments.  

Q12.  What should we do if we think that we have been paid incorrectly or have questions about MSP 

payment?  

A12.  Contact your MAC if you have any questions regarding your payment.  

Q13.  Are we required to perform an evaluation and management (E&M) service with HCPCS codes 

90833, 90836 or 90838?  

A13.  Yes, an E&M must be furnished on the same day with these codes because the codes are for both 

psychotherapy and an E/M visit.  

Q14.  Are HCPCS codes 90833, 90836 or 90838 stand-alone mental health visits if no other services are 

furnished on the same day?  

A14.  No, effective April 1, 2015 HCPCS codes 90833, 90836 and 90838 are no longer qualify as stand-

alone mental health services in a FQHC.  

 

 

 

 

 

 

 

1 The FAQs in this document do not necessarily apply to grandfathered tribal FQHCs. 
 

                                                           


