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WHAT CA’S NEED TO 
KNOW ABOUT MEDICARE

Janine McIntyre, CMOM

Senior Account Manager: Gold Star Medical Business Services

www.goldstarmedical.net 866-942-5655 info@goldstarmedical.net

GOLD STAR MEDICAL PROVIDES FORMS AS A COURTESY TO THEIR CLIENTS AND THOSE WHO 
REQUEST THEM, TO ASSIST WITH UNDERSTANDING COMMON DOCUMENTATION PROCEDURES, 
PRACTICE EFFICIENCY, MARKETING AND GOAL SETTING.  THESE DOCUMENTS ARE NOT 
EXCLUSIVE AND MAY NOT BE ALL OF THE DOCUMENTATION YOU NEED TO SUBSTANTIATE THE 
NEED FOR MEDICAL NECESSITY OF A PATIENT ENCOUNTER, AND/OR SUBSEQUENT INSURANCE 
CLAIM.   OTHER FORMS MAY OR MAY NOT SATISFY LEGAL REQUIREMENTS FOR YOUR MEDICAL 
PROFESSION, STATE BOARD, OR FEDERAL LAW. YOU, THE DOCTOR, SHOULD INQUIRE WITH THE 
APPLICABLE INSURANCE CARRIERS, BILLING AGENCIES, YOUR STATE LICENSING BOARD, YOUR 
MALPRACTICE CARRIER OR A LICENSED HEALTH CARE ATTORNEY IN YOUR STATE, TO DETERMINE 
IF ANY FORMS PROVIDED BY GOLD STAR MEDICAL MEET THE LEGAL REQUIREMENTS FOR SUCH 
DOCUMENTS.  GOLD STAR MEDICAL DOES NOT PROVIDE THESE FORMS AS A SUBSTITUTE FOR 
LEGAL OR CLINICAL ADVICE.  

PLEASE USE THESE DOCUMENTS AS ILLUSTRATIVE OF THE COMPONENTS OF PRACTICE, 
MARKETING AND DOCUMENTATION FORMS AND NOT AS A REPLACEMENT FOR YOUR CLINICAL 
EXPERTISE OR DECISION MAKING.  THESE FORMS ARE NOT INTENDED TO REPLACE OR DIRECT 
YOUR CLINICAL EXPERTISE OR DECISION MAKING AS YOU PROVIDE CARE TO YOUR PATIENTS.  

FORMS/VISUAL AID DISCLAIMER
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THE CENTERS FOR MEDICARE AND MEDICAID SERVICES (CMS) PROVIDES HEALTH COVERAGE 
TO MORE THAN 100 MILLION PEOPLE THROUGH MEDICARE, MEDICAID, THE CHILDREN'S 

HEALTH INSURANCE PROGRAM, AND THE HEALTH INSURANCE MARKETPLACE.
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Represents 18.66% of the US Population as of the 2020 Census  (329.5 Million)
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HOW MANY MEDICARE PATIENTS ARE IN 
MY STATE?

https://data.cms.gov/summary-statistics-on-beneficiary-enrollment
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THE ‘PARTS’ OF 
MEDICARE
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WHAT ARE THE PARTS OF MEDICARE?

Part A is automatic upon reaching eligibility for Medicare

Paid for by 40 quarters of employee contributions, no monthly premium 

If contribution requirement not met, Part A is available by paying a monthly premium

WHAT ARE THE PARTS OF MEDICARE?

 Part B is automatic upon reaching eligibility for Medicare

 Requires additional monthly premium.  

 Requires patient to opt out or REPLACE coverage
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WHAT ARE THE PARTS OF MEDICARE?

WHAT ARE THE PARTS OF MEDICARE?
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COMPARISON OF ORIGINAL MEDICARE AND 
MEDICARE ADVANTAGE

ORIGINAL MEDICARE MEDICARE ADVANTAGE

DIFFERENCE BETWEEN 
MEDICARE A/B AND MEDICARE 

ADVANTAGE

CHOICE OF HOSPITALS AND/OR 
HEALTH CARE PROVIDERS
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ONE KEY ELEMENT TO SUCCESSFUL PROCESSING OF MEDICARE
CLAIMS IS UNDERSTANDING HOW TO CORRECTLY PROFILE A 

MEDICARE PATIENT IN YOUR BILLING SOFTWARE

IF A PATIENT BRINGS YOU A BUNCH OF INSURANCE CARDS, HOW 
DO YOU KNOW WHICH IS PRIMARY OR SECONDARY?

IF YOU GET THIS WRONG IT COULD TAKE WEEKS OR MONTHS TO 
GET PAID!

COORDINATING 
BENEFITS
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PATIENTS ARE ISSUED 
THIS CARD WHEN THEY 
BECOME ELIGIBLE

This is a Medicare 
Supplemental Plan, 
aka Medigap

It is Supplemental to 
Medicare Part B 

Plan “Letter” 
Determines Level of 
Payment
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PLAN 
F

Supplemental Plans 
are designed to “gap” 
Medicare Coverage.  If 
Medicare pays 80%, 
the supplemental plan 
takes care of the 20% 
at the rate indicated by 
the medigap plan.  

Most Medigap plans 
do NOT pay for 
services that Medicare 
does not cover.

Most Supplemental 
plans are “crossover” 
plans, and billing is 
not necessary.  
Medicare B forwards 
the claim info to the 
Medigap plan directly

“TRUE” SECONDARY PLAN

• Some retirement and union plans provide true 
secondary policies. 

• These plans may provide expanded coverage 
such as payment for exams, x-rays and 
therapies

• If the insurance card is not clearly a Medigap 
plan, verify benefits

• These types of plans may also not crossover 
directly from Medicare.  Manual secondary 
billing may be necessary
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IDENTIFYING MEDICARE ADVANTAGE PLANS

IF A PATIENT HAS A MEDICARE ADVANTAGE 
PLAN, DO NOT ENTER THIS CARD IN THE BILLING 

SYSTEM- JUST KEEP A COPY ON FILE
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MEDICARE AS A SECONDARY PAYER

Instances where 
Medicare may be 

secondary
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WHEN A PATIENT BRINGS YOU THIS…

1 2

WHEN A PATIENT BRINGS YOU THIS…

1 2

Check Benefits, may be a true secondary

27

28



4/12/2022

15

WHEN A PATIENT BRINGS YOU THIS…

1 2

Dual Eligible Patient

WHEN A PATIENT BRINGS YOU THIS…

1

Medicare Advantage REPLACES Medicare B
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WHEN A PATIENT BRINGS YOU THIS…
STILL WORKING, 60 EMPLOYEES

12

WHEN A PATIENT BRINGS YOU THIS…
AUTO ACCIDENT
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WHEN A PATIENT BRINGS YOU THIS…

1

2

Dual Eligible MA Patient

HOW PROVIDER ENROLLMENT AFFECTS 
MEDICARE CLAIMS

• Medicare Part B – is your provider PAR or NON-PAR?

• Par – Bill Medicare for Covered services, collect cost share (if any) and $$ for non covered 
services

• Non-Par – Bill Medicare for Covered Services, collect full fee (up to limiting charge, more 
on this later) and $$ for non-covered services.  Non par providers usually do not accept 
assignment.  Make sure assignment box is marked “no”. (CMS 1500 form box 27)

• Medicare Advantage – Payment will be based on whether the provider is in or out of 
network with the Payer offering the Advantage plan.
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COMPARE PAR VS. NON PAR PROVIDERS

You must bill Medicare for covered services regardless of whether you are par or non-par

DEEMED PROVIDER UNDER MA PLANS

• When an enrollee in a private fee for service (PFFS) plan offered by a Medicare Advantage (MA) Organization obtains 
services from a provider, then for those services, that provider is classified into one of the following three mutually 
exclusive provider types:

• A provider is a direct-contracting provider if that provider has a direct contract (that is, a signed contract) with the MA 
Organization (meaning they are already contracted as an “in network” provider in that plan)

• A provider is a deemed-contracting provider if:

• The provider is aware in advance of furnishing services, that the person receiving the services is enrolled in a PFFS 
plan

• The provider has reasonable access to the plan's terms and conditions of payment; and the service provided is 
covered by the plan

• A provider is non-contracting provider if that provider does not have a direct contract and is not deemed
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DEEMED PROVIDER UNDER MA PLANS

• A provider is "aware in advance" of enrollment if notice of enrollment for this enrollee was obtained from:

• The enrollee (e.g., presentation of an enrollment card)

• CMS

• A Medicare intermediary

• A carrier

• The MA Organization itself

• A provider has "reasonable access" to the plan's terms and conditions of payment if the plan makes accessible 
its terms and conditions of payment through:

• Mail

• E-mail

• Fax

• Telephone

• A plan Web site

EXAMPLE OF DEEMING

• The following examples illustrate typical situations in which the provider becomes deemed contracting:

• An enrollee walks into a physician's office for the first time, advises the physician that he or she is a 

member of the PFFS plan and presents his or her plan enrollment card. 

• Since the provider had the opportunity to call the plan phone number on the enrollee card, the 

provider is considered deemed contracting as soon as s/he provides services, even though the  

provider did not actually check the terms and conditions of payments.

• Once the provider is “DEEMED” they must accept terms of payment and reimbursement.  So if 

there are no benefits, and the provider did not notify the patient in advance that they were out of 

network with their plan, the provider could not balance bill the patient for the non covered 

services.
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I DON’T TAKE MEDICARE

• Chiropractors cannot opt out of Medicare.

• Chiropractors must enroll as either a PARTICIPATING or 
NON PARTICIPATING provider

• Chiropractors who are not enrolled in Medicare may not 
accept Medicare patients 

• Chiropractors who are not enrolled in Medicare must refer 
patients out who “age in” to Medicare

CHIROPRACTIC 
COVERAGE 

WHAT DOES 
MEDICARE PAY 

FOR?
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MEDICARE COVERAGE OF CHIROPRACTIC
(NATIONAL POLICY)

MEDICARE COVERAGE OF CHIROPRACTIC

41

42



4/12/2022

22

MAINTENANCE THERAPY

CONDITIONS THAT WARRANT ACTIVE 
TREATMENT
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CONDITIONS THAT WARRANT ACTIVE 
TREATMENT

CODING AND BILLING
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CPT CODES THAT ARE COVERED

•98940- CMT 1-2 Regions

•98941- CMT 3-4 Regions

•98942- CMT 5 Regions

MEDICARE ALLOWABLES
(PARTICIPATING PROVIDER)

•98940- CMT 1-2 Regions $27.94

•98941- CMT 3-4 Regions $40.03

•98942- CMT 5 Regions $52.44

2022 Medicare Fee Schedule- Locality Virginia https://www.cms.gov/medicare/physician-fee-schedule/
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MEDICARE ALLOWABLES
(NON-PARTICIPATING PROVIDER 

LIMITING CHARGE)

•98940- CMT 1-2 Regions $30.53

•98941- CMT 3-4 Regions $43.73

•98942- CMT 5 Regions $57.29

2022 Medicare Fee Schedule- Locality Virginia https://www.cms.gov/medicare/physician-fee-schedule/

ABOUT THE NON-PAR LIMITING CHARGE

• Limiting Charge: Only applies when the provider 
chooses not to accept assignment. (Patient pays up 
front)

• The Limiting Charge is the maximum amount a 
nonparticipating provider may legally charge a 
beneficiary when filing an unassigned claim. 

https://medicarepaymentandreimbursement.com/
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PRIMARY DX CODES-SUBLUXATION
(SEGMENTAL AND SOMATIC DYSFUNCTION)

• M99.01- OF CERVICAL REGION

• M99.02- OF THORACIC REGION

• M99.03- OF LUMBAR REGION

• M99.04- OF SACRAL REGION

• M99.05- OF PELVIC REGION

THESE ARE THE ONLY CODES 
PERMITTED IN BOX 21A OF THE 
CMS 1500 CLAIM FORM
(Palmetto GBA)

MEDICARE CODES:  THESE 
CODES ARE NOT NORMALLY 
USED IN COMMERCIAL PAYER 
SCENARIOS

COMMON 
MODIFIERS 

USED IN 
CHIROPRACTIC

BILLING OF 
MEDICARE B

-AT: Appended to CMT code to indicate patient is 
undergoing ACUTE TREATMENT to correct a Subluxation

-GA:  Appended to CMT code to indicate that the patient is no 
longer under Active Treatment and they have signed an 
Advance Beneficiary Notice, choosing OPTION 1 (more 
on this later)

-GY:  Appended to all Statutorily NON COVERED services 
that may be be billed to Medicare

-GP: Appended to Physical Therapy codes 97xxx to indicate 
the patient is under a Physical Therapy Plan of Care
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THE –AT MODIFIER

WHO IS MY 
MEDICARE PART B 
ADMINISTRATIVE 

CONTRACTOR (MAC)?

• Palmetto GBA, Jurisdiction M 
(Most of Virginia)

• Novitas Solutions, Jurisdiction L 
(Part B for counties of Arlington 
and Fairfax in Virginia and the 
city of Alexandria in Virginia)
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LCD’S AND LCA’S

• LCD= LOCAL COVERAGE DETERMINATION
• Provides information on how to establish medical necessity, 

limitations and documentation requirements for initial and 
subsequent visits (Palmetto LCD is document L37387)

• LCA= LOCAL COVERAGE ARTICLE
• Provides Billing and Coding Guidance (Palmetto LCA is 

Document A56616)

LCD’S AND LCA’S

• LCD/LCA RULES
• Always use the LCD/LCA for your MAC (Medicare 

Administrative Contractor)

• Always use the most recent version
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FROM THE PALMETTO LCA

FROM THE PALMETTO LCA
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PALMETTO LCA

NOVITAS LCA
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CMS 1500 CLAIM FORM (VER. 2/12)

MOST CLAIMS FILED 
ELECTRONICALLY

“THE BOXES” OF A CMS 1500 CLAIM 
FORM ARE KNOWN AS LOOPS AND 
SEGMENTS IN 5010 ELECTRONIC 
CLAIMS TRANSACTIONS

MOST BILLERS AND INSURANCE 
COMPANIES STILL REFER TO THE 33 
“BOXES” OF A CMS 1500 CLAIM FORM 
WHEN DISCUSSING CLAIMS

THREE MAIN SECTIONS:
1-13  ABOUT THE PATIENT
14-24 ABOUT THE PROCEDURE
25-33  ABOUNT THE FINANCIALS
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BILLING NON-COVERED SERVICES

• EXAMS

• XRAY

• THERAPY

• ACUPUNCTURE

• MASSAGE

• DECOMPRESSION

• LASER

INCLUDES:
YOU ARE NOT REQUIRED TO BILL MEDICARE FOR NON 
COVERED SERVICES

SOME PATIENTS WITH TRUE SECONDARY PLANS MAY 
HAVE COVERAGE FOR CERTAIN PROCEDURES NOT 
COVERED UNDER MEDICARE B

IN THAT CASE, BILL MEDICARE B AND ADD –GY 
MODIFIER TO THE NON COVERED SERVICES.  CLAIM 
WILL DENY TO PATIENT RESPONSIBILITY AND 
SECONDARY CLAIM CAN BE BILLED
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BILLING MEDICARE ADVANTAGE PLANS

• Understand your contracts:  Are you IN or OUT of Network 
with the MA plan?

• ALWAYS verify coverage and benefits

• NOTIFY patient in advance if you are OON and there are no 
benefits

• Most MA Plans follow Medicare Guidelines, some have 
expanded coverage

• Some MA plans do not honor the AT modifier

THE LIFE OF A 
CLAIM

Starts off as Raw Data

Data Transferred to Claim Form

Claim Transmitted/Filed

Claim Received by Insurance Co.

Claim Processed

Claim Paid, Denied or Delayed

Claim Appealed (if not Paid)
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GARBAGE 
IN…GARBAGE 
OUT
• A key to successful claims is the 

accuracy of the data that will be 
submitted to the insurance 
company

• Accurate demographics

• Patient information

• Insurance information

• Provider information

• Accurate coding 

• CPT/HCPCS

• Modifiers

• Dx Codes

SCRUBBING THE 
CLAIMS

• FILING THE CLAIM

• PM Software runs a claims error check

• Fix any errors before sending out for 
processing.

• Once the claims are downloaded, they 
are either transmitted to a 
CLEARINGHOUSE for processing, 
directly to the carrier for processing, 
or printed on a paper CMS1500 form.

• MEDICARE claims are filed 
electronically
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THE CLEARINGHOUSE

Central 
Location for 

the download, 
sorting and 
sending of 
electronic 

claims. With a 
clearinghouse 

there is no 
need to send 

claims to each 
individual 

carrier

Clearinghouse 
will “SCRUB” 

claims for 
errors.  Report 

will be 
available,
billing rep 

must review 
and fix any 

claims 
rejected at the 
clearinghouse 

(Level 1)

Claims 
approved will 

be sent to 
carriers.  If 

carriers find 
errors they 
will reject 

claim back to 
clearinghouse 

(Level 2)

Clearinghouse 
can receive 

EOB’s (Remits) 
for printing 
and posting

Clearinghouse 
can receive 

835 remits for 
auto posting to 

PM system

Very 
important that 

reps visit 
clearinghouse 

for reports, 
etc.

Level 1 
Rejections are 

not 
considered to 

ever be 
“Billed”. 

Level 1 claims 
not fixed can 
be in danger 

of timely 
filing denials.

IMPORTANT!

A claim is not 
considered to be 
billed until it has 

been ACCEPTED by 
the payer

Unbilled claims are 
subject to timely 

filing rules (anywhere 
from 60 days to 1 year 
from date of service)
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MEDICARE 
TIMELY FILING

MEDICARE HAS 
TIMELY FILING 
RULES OF 1 YEAR 
FROM DATE OF 
SERVICE

“

”

14 BUSINESS DAYS FROM 
THE DATE IT IS ACCEPTED 
FOR ADJUDICATION

MEDICARE PROCESSING TIME –ELECTRONIC 
CLAIMS
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MEDICARE CLAIMS 
INVESTIGATIONS

MEDICARE PHONE CONTACT

PALMETTO GBA

NOVITAS SOLUTIONS
CUSTOMER SERVICE LINE:   Call 1-855-696-0705 (Toll Free)    8:00-4:30 est

CUSTOMER SERVICE LINE:   Call 877-235-8073 (Toll Free)    8:00-4:00 est
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MEDICARE PROVIDER PORTALS

PALMETTO GBA – E-SERVICES PORTAL

NOVITAS SOLUTIONS - NOVITASPHERE

75

76



4/12/2022

39

HOW CAN PALMETTO GBA E-SERVICES PORTAL 
AND

NOVITASPHERE HELP ME?

• ELIGIBILITY AND BENEFITS

• Does Patient have Medicare B or MA plan?

• Is MCR Secondary?

• Have they met their Part B Deductible?

• CLAIM STATUS

• FIND EOB’S

• REDETERMINATIONS – 1ST LEVEL OF APPEAL

• MEDICAL CLAIMS ATTACHMENTS
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REOPENINGS
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CORRECTIONS
(CLAIM REJECTED – BILLING SUBMISSION ERRORS)

RTP = RETURN TO PROVIDER

THROUGH YOUR MEDICARE 
PORTAL
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APPEALS 
FOR 

MEDICARE
ADVANTAGE 

CLAIMS

Set up Provider Portal Access 

Research Policy for 
Reopenings/Corrections and Appeals

Will be different than Medicare B 

Will be different based on each 
individual payer
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ABN’S

ABN’S (ADVANCE BENEFICIARY NOTICES) 
are used to inform patients that certain 
services and procedures may not be 
covered, and they may be financially liable.

ABN’s are used in all practice settings, with 
all types of insurance companies, including 
Medicare B, Medicare Advantage, and 
Commercial Payers.

Failure to Notify patients in advance that a 
service might not be covered could result in 
the provider having to write off the entire 
claim, if not paid

THE MEDICARE ABN
BACKGROUND

You must issue an ABN:
•When an item or service is not reasonable and necessary under Medicare 
Program standards, including care that is:

• Experimental and investigational or considered “research only”
• Not indicated for diagnosis or treatment in this case
• Not considered safe and effective
• More than the number of services Medicare allows in a specific period for 

the corresponding diagnosis

Excerpt from MLN: ICN MLN909183 July 2020
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Generally, CMS recognizes three events known as “ABN Triggering Events” 
where a supplier must furnish an ABN to a beneficiary prior to furnishing items 
or services. These three events are:

a) Initiation – At the beginning of a new patient encounter, start of a plan of 
care, or beginning of treatment, a supplier must issue an ABN to the 
beneficiary if the supplier knows or reasonably believes that Medicare is 
likely going to deny payment.

b) Reduction – A supplier must issue an ABN to a beneficiary if there is a 
reduction in the patient’s care plan and the patient would like to continue 
receiving care that is no longer considered medically reasonable or necessary.

c) Termination – A supplier must issue an ABN to a beneficiary if there is a 
discontinuation of certain items or services and the beneficiary would like to 
continue receiving care that is no longer medically reasonable and necessary.

CHANGES TO ABN RULES AS OF 10/14/21

• Beginning on October 14, 2021 (“Effective Date”), suppliers must use 
the updated and revised ABN guidelines found in Chapter 30, 
Section 50 of the Medicare Claims Processing Manual. A few of the 
key provisions that were revised include: 

• (i) the events that trigger the furnishing of an ABN, 
• (ii) general notice preparation requirements, 
• (iii) the furnishing of ABNs to dual eligible individuals, and (iv) the 

period of effectiveness.
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Prior to the July 14, 2021, revisions, ABNs were effective for up to one year.  
However, as of the Effective Date of revised provisions, a valid ABN will 
remain effective indefinitely so long as there is no change in:
•the patient’s plan of care;
•the beneficiary’s health status that would require a change in treatment for 
the non-covered condition; and/or
•there are changes to the Medicare coverage guidelines for the items or 
services in question.
If any of the above-mentioned criteria changes during the course of
treatment, the supplier must issue a new ABN to the beneficiary. If the 
beneficiary is receiving items or services that are repetitive or continuous 
in nature, the supplier may issue another ABN after the first year, but it will 
no longer be required to do so.

THE MEDICARE ABN AND 
CHIROPRACTIC

• ONLY MEDICARE PART B

• ONLY FOR SPINAL MANIPULATIONS

• OTHER SERVICES UNDER A VOLUNTARY ABN

• USE THE MOST CURRENT FORM

• ISSUE ABN WHEN YOU BELIEVE MEDICARE WILL STOP PAYING

• ISSUE NEW ABN IF THERE IS A NEW TX PLAN/NEW DX

• NO LONGER NECESSARY TO FILL OUT ANNUALLY (AS OF OCT 15TH

2021)
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EXAMPLE OF A 
CHIROPRACTIC ABN

REVIEW WITH 
PATIENT

DO NOT TELL THEM 
WHAT OPTION TO 

CHOOSE!

EXAMPLE OF A
VOLUNTARY 

CHIROPRACTIC ABN

NOTIFIES PATIENTS 
OF SERVICES THAT 
ARE NOT COVERED 

BY MEDICARE

INFORMATIONAL 
ONLY, PATIENT 

DOES NOT NEED TO 
CHOOSE ANY 

OPTIONS
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ABN’S FOR NON-PAR PROVIDERS AND DUAL 
ELIGIBLE PATIENTS (Medicare/Medicaid) ARE 
FILLED OUT SLIGHTLY DIFFERENTLY.  EXAMPLES 
AND GUIDELINES AVAILABLE ON REQUEST.  

SEND EMAIL TO INFO@GOLDSTARMEDICAL.NET

WHAT ABOUT MEDICARE 
ADVANTAGE PLANS?

• DOCUMENTATION REQUIREMENTS ARE THE SAME

• CODING REQUIREMENTS MAY BE DIFFERENT
• Some MA plans do not recognize AT mod.
• Some MA plans have expanded coverage

• MA plans do not recognize the Medicare ABN.  They 
may have one of their own, or use a generic ABN
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Sample Footer Text 20XX 97

CHECK WITH 
YOUR MA 

PAYERS TO SEE 
IF THEY HAVE A 

FORM, 
OTHERWISE USE 
A GENERIC ABN

If a payer specific ABN 
is not available, use a 
generic form. 

Can be used with MA 
and Commercial Payers 
for a variety of 
scenarios
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QUESTIONS? 

CONCERNS?

NEED HANDOUTS?

NEED FORMS?

NEED ADVICE?

NEED HELP?
BILLING SERVICES
TRAINING
CREDENTIALING
CONSULTING
COMPLIANCE

• Call Gold Star Medical Business Services  
for a Complimentary Consultation

• Phone:  208-818-4995

• Email:  CELDRIDGE@goldstarmedical.net

• Visit website: www.goldstarmedical.net

• Facebook:  
www.facebook.com/goldstarmedical

UVCA MEMBER BENEFIT

THANK YOU FOR YOUR ATTENDANCE!
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