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(MPFS) Final Rule, Telehealth Originating Site Facility Fee Payment Amount and Telehealth Services
List, CT Modifier Reduction List, and Preventive Services List
I. SUMMARY OF CHANGES: This Change Request (CR) provides a summary of the policies in the CY
2013 Medicare Physician Fee Schedule (MPFS) Final Rule and announces the Telehealth Originating Site
Facility Fee payment amount. The attached Recurring Update Notification applies to Publication 100-04,
Chapter 12, section 190.5, Chapter 13, section 20.2.4, and Chapter 18, section 240.
EFFECTIVE DATE: January 1, 2019
*Unless otherwise specified, the effective date is the date of service.
IMPLEMENTATION DATE: January 7, 2019
Disclaimer for manual changes only: The revision date and transmittal number apply only to red
italicized material. Any other material was previously published and remains unchanged. However, if this
revision contains a table of contents, you will receive the new/revised information only, and not the entire
table of contents.
II. CHANGES IN MANUAL INSTRUCTIONS: (N/A if manual is not updated)
R=REVISED, N=NEW, D=DELETED-Only One Per Row.
R/N/D

CHAPTER / SECTION / SUBSECTION / TITLE

N/A

N/A

III. FUNDING:
For Medicare Administrative Contractors (MACs):
The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined
in your contract. CMS does not construe this as a change to the MAC Statement of Work. The contractor is
not obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically
authorized by the Contracting Officer. If the contractor considers anything provided, as described above, to
be outside the current scope of work, the contractor shall withhold performance on the part(s) in question
and immediately notify the Contracting Officer, in writing or by e-mail, and request formal directions
regarding continued performance requirements.
IV. ATTACHMENTS:
Recurring Update Notification

Attachment - Recurring Update Notification
Pub. 100-04

Transmittal: 4176

Date: November 30, 2018

Change Request: 11063

SUBJECT: Summary of Policies in the Calendar Year (CY) 2019 Medicare Physician Fee Schedule
(MPFS) Final Rule, Telehealth Originating Site Facility Fee Payment Amount and Telehealth Services
List, CT Modifier Reduction List, and Preventive Services List
EFFECTIVE DATE: January 1, 2019
*Unless otherwise specified, the effective date is the date of service.
IMPLEMENTATION DATE: January 7, 2019
I.

GENERAL INFORMATION

A. Background: The purpose of this Change Request is to provide a summary of the policies in the CY
2019 Medicare Physician Fee Schedule (MPFS). Section 1848(b)(1) of the Social Security Act (the Act)
requires the Secretary to establish by regulation a fee schedule of payment amounts for physicians’ services
for the subsequent year. The Centers for Medicare & Medicaid Services (CMS) final rule that updates
payment policies and Medicare payment rates for services furnished by physicians and Nonphysician
Practitioners (NPPs) that are paid under the MPFS in CY 2019 went on display on November 1, 2018. The
final rule also addresses public comments on Medicare payment policies proposed earlier this year.
B. Policy: This Change Request provides a summary of the payment polices under the MPFS and makes
other policy changes related to Medicare Part B payment. These changes are applicable to services furnished
in CY 2019.
Regulation number CMS-1693-F, Medicare Program: Revisions to Payment Policies under the Physician
Fee Schedule and Other Revisions to Part B for CY 2019, went on display November 1, 2018. This Change
Request provides a summary of the payment polices under the MPFS and makes other policy changes
related to Medicare Part B payment. These changes are applicable to services furnished in CY 2019.
Streamlining Evaluation and Management (E/M) Payment and Reducing Clinician Burden
For CY 2019 and CY 2020, CMS will continue the current coding and payment structure for E/M
office/outpatient visits and practitioners should continue to use either the 1995 or 1997 E/M documentation
guidelines to document E/M office/outpatient visits billed to Medicare. For CY 2019 and beyond, CMS is
finalizing the following policies:
•
•

•

Elimination of the requirement to document the medical necessity of a home visit in lieu of an office
visit;
For established patient office/outpatient visits, when relevant information is already contained in the
medical record, practitioners may choose to focus their documentation on what has changed since the
last visit, or on pertinent items that have not changed, and need not re-record the defined list of
required elements if there is evidence that the practitioner reviewed the previous information and
updated it as needed. Practitioners should still review prior data, update as necessary, and indicate in
the medical record that they have done so;
We are clarifying that for E/M office/outpatient visits, for new and established patients for visits,
practitioners need not re-enter in the medical record information on the patient’s chief complaint and
history that has already been entered by ancillary staff or the beneficiary. The practitioner may
simply indicate in the medical record that he or she reviewed and verified this information; and

Removal of potentially duplicative requirements for notations in medical records that may have previously
been included in the medical records by residents or other members of the medical team for E/M visits

furnished by teaching physicians.
Beginning in CY 2021, CMS will further reduce burden with the implementation of payment, coding, and
other documentation changes. Payment for E/M office/outpatient visits will be simplified and payment
would vary primarily based on attributes that do not require separate, complex documentation. Specifically
for CY 2021, CMS is finalizing the following policies:
•

•
•

•
•

•

Reduction in the payment variation for E/M office/outpatient visit levels by paying a single rate for
E/M office/outpatient visit levels 2 through 4 for established and new patients while maintaining the
payment rate for E/M office/outpatient visit level 5 in order to better account for the care and needs
of complex patients;
Permitting practitioners to choose to document E/M office/outpatient level 2 through 5 visits using
medical decision-making or time instead of applying the current 1995 or 1997 E/M documentation
guidelines, or alternatively practitioners could continue using the current framework;
Beginning in CY 2021, for E/M office/outpatient levels 2 through 5 visits, we will allow for
flexibility in how visit levels are documented— specifically a choice to use the current framework,
Medical Decision Making (MDM), or time. For E/M office/outpatient level 2 through 4 visits, when
using MDM or current framework to document the visit, we will also apply a minimum supporting
documentation standard associated with level 2 visits.For these cases, Medicare would require
information to support a level 2 E/M office/outpatient visit code for history, exam and/or medical
decision-making;
When time is used to document, practitioners will document the medical necessity of the visit and
that the billing practitioner personally spent the required amount of time face-to-face with the
beneficiary;
Implementation of add-on codes that describe the additional resources inherent in visits for primary
care and particular kinds of non-procedural specialized medical care, though they would not be
restricted by physician specialty.These codes would only be reportable with E/M office/outpatient
level 2 through 4 visits, and their use generally would not impose new per-visit documentation
requirements; and
Adoption of a new “extended visit” add-on code for use only with E/M office/outpatient level 2
through 4 visits to account for the additional resources required when practitioners need to spend
extended time with the patient.

CMS believes these policies will allow practitioners greater flexibility to exercise clinical judgment in
documentation, so they can focus on what is clinically relevant and medically necessary for the beneficiary.
CMS intends to engage in further discussions with the public to potentially further refine the policies for CY
2021.
After consideration of concerns raised by commenters in response to the proposed rule, CMS is not
finalizing aspects of the proposal that would have: (1) reduced payment when E/M office/outpatient visits
are furnished on the same day as procedures, (2) established separate coding and payment for podiatric E/M
visits, or (3) standardized the allocation of practice expense Relative Value Unit (RVUs) for the codes that
describe these services.
Modernizing Medicare Physician Payment by Recognizing Communication Technology-Based
Services
CMS is finalizing our proposals to pay separately for two newly defined physicians’ services furnished
using communication technology:
•
•

Brief communication technology-based service, e.g. virtual check-in (Healthcare Common
Procedure Coding System (HCPCS) code G2012) and
Remote evaluation of recorded video and/or images submitted by an established patient (HCPCS
code G2010)

CMS is also finalizing policies to pay separately for new coding describing chronic care remote physiologic
monitoring (Current Procedural TerminologyCPT codes 99453, 99454, and 99457) and interprofessional
internet consultation (CPT codes 99451, 99452, 99446, 99447, 99448, and 99449).
Expanding the Use of Telehealth Services for the Treatment of Opioid Use Disorder and Other
Substance Use Disorders
Through an interim final rule with comment period, CMS is implementing a provision from the Substance
Use-Disorder Prevention that Promotes Opioid Recovery and Treatment (SUPPORT) for Patients and
Communities Act that removes the originating site geographic requirements and adds the home of an
individual as a permissible originating site for telehealth services furnished for purposes of treatment of a
substance use disorder or a co-occurring mental health disorder for services furnished on or after July 1,
2019.
Providing Practice Flexibility for Radiologist Assistants
CMS is revising the physician supervision requirements so that diagnostic tests performed by a Radiologist
Assistant (RA) that meets certain requirements, that would otherwise require a personal level of physician
supervision as specified in our regulations, may be furnished under a direct level of physician supervision to
the extent permitted by state law and state scope of practice regulations.
Discontinue Functional Status Reporting Requirements for Outpatient Therapy
CMS is finalizing our proposal to discontinue the functional status reporting requirements for services
furnished on or after January 1, 2019.
Outpatient Physical Therapy and Occupational Therapy Services Furnished by Therapy Assistants
The Bipartisan Budget Act of 2018 requires payment for services furnished in whole or in part by a therapy
assistant at 85 percent of the applicable Part B payment amount for the service effective January 1, 2022. In
order to implement this payment reduction, the law requires us to establish a new modifier by January 1,
2019 and CMS details our plans to accomplish this in the final rule.
CMS is finalizing our proposal to establish two new modifiers – one for Physical Therapy Assistants (PTA)
and another for Occupational Therapy Assistants (OTA) – when services are furnished in whole, or in part
by a PTA or OTA. However, CMS is finalizing the new modifiers as “payment” rather than as “therapy”
modifiers, based on comments from stakeholders. These will be used alongside of the current PT and OT
modifiers, instead of replacing them, which retains the use of the three existing therapy modifiers to report
all PT, OT, and Speech Language Pathology services, that have been used since 1998 to track outpatient
therapy services that were subject to the therapy caps. CMS is also finalizing a de minimis standard under
which a service is furnished in whole or in part by a PTA or OTA when more than 10 percent of the service
is furnished by the PTA or OTA, instead of the proposed definition that applied when a PTA or OTA
furnished any minute of a therapeutic service. The new therapy modifiers for services furnished by PTAs
and OTAs are not required on claims until January 1, 2020.
Practice Expense (PE): Market-Based Supply and Equipment Pricing Update
CMS is finalizing the proposal to adopt updated direct PE input prices for supplies and equipment. While
CMS is adopting most of the prices for supplies and equipment as recommended by the contractor and
included in the proposed rule, in the case of particular items, CMS is finalizing refinements to the proposed
prices based on feedback from commenters. CMS is also finalizing our proposal to phase-in use of these
new prices over a 4-year period beginning in CY 2019 to ensure a smooth transition.

Payment Rates for Non-excepted Off-campus Provider-Based Hospital Departments Paid Under the
PFS
Section 603 of the Bipartisan Budget Act of 2015 requires that certain items and services furnished by
certain off-campus hospital outpatient provider-based departments are no longer paid under the Hospital
Outpatient Prospective Payment System (OPPS) and are instead paid under the applicable payment system.
In CY 2017, CMS finalized the PFS as the applicable payment system for most of these items and services.
Since CY 2017, payment for these items and services furnished in non-excepted off-campus provider-based
departments has been made under the PFS using a PFS Relativity Adjuster based on a percentage of the
OPPS payment rate. The PFS Relativity Adjuster in CY 2018 is 40 percent, meaning that non-excepted
items and services are paid 40 percent of the amount that would have been paid for those services under the
OPPS. CMS is finalizing that the PFS Relativity Adjuster remain at 40 percent for CY 2019. CMS believes
that this PFS Relatively Adjuster encourages fairer competition between hospitals and physician practices by
promoting greater payment alignment between outpatient care settings.
Medicare Telehealth Services
For CY 2019, CMS is finalizing our proposals to add the following codes to the list of telehealth services:
•

HCPCS codes G0513 and G0514 (Prolonged preventive service(s))

CMS is also finalizing policies to implement the requirements of the Bipartisan Budget Act of 2018 for
telehealth services related to beneficiaries with End-Stage Renal Disease (ESRD) receiving home dialysis
and beneficiaries with acute stroke effective January 1, 2019. CMS is finalizing the addition of renal dialysis
facilities and the homes of ESRD beneficiaries receiving home dialysis as originating sites, and to not apply
originating site geographic requirements for hospital-based or critical access hospital-based renal dialysis
centers, renal dialysis facilities, and beneficiary homes, for purposes of furnishing the home dialysis
monthly ESRD-related clinical assessments. CMS is also finalizing policies to add mobile stroke units as
originating sites and not to apply originating site type or geographic requirements for telehealth services
furnished for purposes of diagnosis, evaluation, or treatment of symptoms of an acute stroke.
Telehealth origination site facility fee payment amount update
Section 1834(m)(2)(B) of the Act establishes the payment amount for the Medicare telehealth originating
site facility fee for telehealth services provided from October 1, 2001, through December 31, 2002, at $20.
For telehealth services provided on or after January 1 of each subsequent calendar year, the telehealth
originating site facility fee is increased by the percentage increase in the Medicare Economic Index (MEI) as
defined in section 1842(i)(3) of the Act. The MEI increase for 2019 is 1.5 percent. Therefore, for CY 2019,
the payment amount for HCPCS code Q3014 (Telehealth originating site facility fee) is 80 percent of the
lesser of the actual charge, or $26.15. (The beneficiary is responsible for any unmet deductible amount and
Medicare coinsurance.)
II.
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11063.1

Contractors shall be aware of the policies published in
the Medicare Physician Fee Schedule Final Rule
(Regulation number CMS-1693-F, Medicare Program;
Revisions to Payment Policies Under the Physician
Fee Schedule and Other Revisions to Part B for CY
2019), which are summarized with this change request
and apply those policies as appropriate.

11063.2

Effective for dates of service January 1, 2019 and
after, Medicare contractors shall continue to pay for
the Medicare telehealth originating site facility fee as
80 percent of, the lesser of the actual charge or $26.15,
as described by HCPCS code Q3014 "Telehealth
facility fee."

X X X

11063.3

Contractors shall use the list of telehealth services
found on the CMS website at
http://www.cms.gov/Medicare/Medicare-GeneralInformation/Telehealth/index.html.

X X

11063.4

Contractors shall continue to use the codes identified
in CR 9250 for the CT modifier reduction.

X

11063.5

Contractors shall use the prolonged preventive
services G0513 and G0514 as an add-on to the
covered preventive services located on the CMS
website at https://www.cms.gov/Medicare/MedicareFee-for-ServicePayment/PhysicianFeeSched/Medicare-PFSPreventive-Services.html.

X

III.

Other

PROVIDER EDUCATION TABLE
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11063.6

MLN Article: CMS will make available an MLN Matters provider education
article that will be marketed through the MLN Connects weekly newsletter
shortly after the CR is released. MACs shall follow IOM Pub. No. 100-09
Chapter 6, Section 50.2.4.1, instructions for distributing MLN Connects

X
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information to providers, posting the article or a direct link to the article on
your website, and including the article or a direct link to the article in your
bulletin or newsletter. You may supplement MLN Matters articles with
localized information benefiting your provider community in billing and
administering the Medicare program correctly. Subscribe to the “MLN
Matters” listserv to get article release notifications, or review them in the
MLN Connects weekly newsletter.
IV.

SUPPORTING INFORMATION

Section A: Recommendations and supporting information associated with listed requirements: N/A
"Should" denotes a recommendation.
X-Ref
Requirement
Number

Recommendations or other supporting information:

Section B: All other recommendations and supporting information: N/A
V. CONTACTS
Pre-Implementation Contact(s): Kathleen Kersell, 410 786-2033 or Kathleen.Kersell@cms.hhs.gov , Gail
Addis, 410 786-4522 or Gail.Addis@cms.hhs.gov
Post-Implementation Contact(s): Contact your Contracting Officer's Representative (COR).
VI. FUNDING
Section A: For Medicare Administrative Contractors (MACs):
The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined
in your contract. CMS does not construe this as a change to the MAC Statement of Work. The contractor is
not obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically
authorized by the Contracting Officer. If the contractor considers anything provided, as described above, to
be outside the current scope of work, the contractor shall withhold performance on the part(s) in question
and immediately notify the Contracting Officer, in writing or by e-mail, and request formal directions
regarding continued performance requirements.
ATTACHMENTS: 0

C
E
D
I

