
Leaders are born, but they can 

also be developed. Every man-

ager has their own way of moti-

vating employees. Some moti-

vate through fear while others 

lead through example. I have 

chosen to inspire my employees, 

and I have seen our company 

grow year after year since its 

inception in 1956. Inspiration 

comes through empowerment 

and ownership in one’s position. 

Managers need to understand 

what motivates their group. 

 

How do you motivate your 

staff? Are you an effective 

leader? Last month Sean M. 

Weiss wrote an article titled 

“Affecting Change in the Medi-

cal Practice” whereby he ad-

dressed different types of lead-

ership. Hopefully you were able 

to figure out the type of leader 

you are and, if necessary, are 

making adjustments to ensure 

you are effective. As Sean said 

in his article last month, an ef-

fective leader motivates, 

coaches, and helps their em-

ployees achieve even more than 

Seize the Moment 

 
Running a medical practice is 

no easy feat whether you are 

just starting out or you believe 

you are a seasoned veteran. 

What defines a successful or-

ganization? What makes one 

practice more appealing than 

the next? Why do some prac-

tices have physicians who care 

while others have physicians 

who are so detached from real-

ity? 

 

John D. Rockefeller said, 

“Good management consists in 

showing average people how to 

do the work of superior peo-

ple.” The majority of practices 

feel they are at a disadvantage 

because of the workers they 

have to choose from in their 

local community. Many times I 

hear “this is the best we can 

get, and we are lucky to have 

what we have.” That’s a cop-

out! A great manager motivates 

ordinary people to do the ex-

traordinary. 
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Let Us Show You How to Get 

Back to Being a Doctor 

what they believed they could. 

“Things are managed!” 

 

With all of the changes in health-

care continuing to come down the 

pike, now is the time to hone your 

skills and ensure your goals are in 

line so that your practice will 

thrive in trying times. 

 

This month’s articles should again 

provide you with the insight, 

analysis and guidance needed to 

propel your medical organization 

forward and help you seize the 

moment! 

 
  
Yours in Success, 
 

 

 

 

 

 

 

Paul King 
President 

DoctorsManagement, LLC  
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The “fiscal cliff” may have 

been averted for now; however, 

the new American Taxpayer 

Relief Act of 2012, passed last 

month, includes a new rule 

allowing CMS to collect over-

payments that are identified 

within five calendar years of 

being paid. A previous rule 

prohibited CMS from collecting 

an overpayment from a pro-

vider if the government deter-

mined the overpayment existed 

more than three calendar years 

after it was paid and the pro-

vider was “held harmless” for 

this money. 

The new rule only applies to 

non-fraudulent overpayments; a 

separate provision in the Af-

fordable Care Act (ACA) al-

lows regulators to go back as 

far as ten years to collect some 

overpayments. The proposed 

rules to implement this provi-

sion, which have been pub-

lished but not finalized, would 

apply the ten-year period to al-

legedly fraudulent overpayments. 

The proposed ten-year rule is 

currently limited to Medicare 

Part A and B providers and sup-

pliers. CMS will later apply 

regulations to others, including 

Medicaid, and Medicare and 

Medicaid managed care organi-

zations. 

CMS reminds all providers, how-

ever, that the 60-day repayment 

obligation is already law and that 

they face potential False Claims 

Act liability, Civil Monetary 

Penalties law liability, and exclu-

sion from federal health care 

programs for failure to report and 

return an overpayment within 60 

days of being identified. 

The extension of the three-year 

period to five years is certain to 

have a significant impact on 

providers who have  identified  

overpayments as a result of billing 

mistakes or improper coding. It will 

require providers to audit five years 

worth of billings and could result in 

a major increase in the amount of 

overpayments that must be repaid in 

the event overpayments are identi-

fied. 

It is unclear whether CMS will in-

crease the look-back period for its 

Recovery Audit Contractors (RACs) 

based on this change. CMS currently 

limits RAC audits to three years past 

the date of the initial determination. 

 

 

 

 

 

 

 

 

Kevin Townsend 
Director Revenue Cycle Management 

DoctorsManagement, LLC  

 

Medicare Look-Back Period for Overpayments Now 5 Years Not 3! 



There have been so many missteps by 

consultants, coders and practice manage-

ment experts surrounding Incident-To 

and Split/Shared Services it’s no wonder 

we still get so many calls about how these 

services really work. There is rarely a day 

that goes by that someone does not mis-

quote some aspect of this rule or sends an 

email from an “Industry Expert” that 

serves to only increase confusion and  

non-compliance. Why is there so much 

confusion surrounding something that is 

so simple? Because everyone wants to be 

an expert on it, voicing their own opinion, 

and this leads to chaos!  As someone who 

works closely with the Nurse Practitioner 

Association in New York as well as with 

thousands of NPs and PAs across the 

country, I thought I would do my best to 

clear things up! 
 

Incident-To is a term specific only to 

Medicare. Medicaid does not recognize 

the term nor do your private or commer-

cial payors. Most insurance companies 

will only credential Nurse Practitioners, 

which leaves PAs in limbo most of the 

time. How do you handle these services 

performed by a PA that cannot be creden-

tialed by an insurance company? You 

allow them to render the services under  

physician supervision and simply bill for 

them under the physician. The physician 

must participate in the encounter and sign 

off on all of the PA notes. This is one that 

you will not find a lot of guidance on 

from the payors so we base it on years of 

experience handling the issue.  
 

Now, let’s get back to Medicare; ask 

yourself: 
 

If an NPP (non-physician practitioner) 

sees the patient and the physician pro-

vides any face-to-face portion of that 

evaluation and management (E/M) ser-

vice, can the service be billed under the 

physician’s Medicare provider number? 
 

If you answered "yes" to that very broad 

question, then you are a victim of misin-

formation. Time to get it right! 
 

Here is how the split/shared policy is 

currently written in the Medicare carrier 

manual: 
 

Office/Clinic Setting  - In the office/clinic 

setting when the physician performs the 

E/M service the service must be reported 

using the physician's PIN. When an E/M 

service is a split/shared encounter be-

tween a physician and a non-physician  
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practitioner (NP, PA, CNS or CNM), the 

service is considered to have been per-

formed "incident to" if the requirements 

for "incident to" are met and the patient is 

an established patient. If "incident to" 

requirements are not met for the split/

shared E/M service, the service must be 

billed under the NPP's PIN, and payment 

will be made at the appropriate physician 

fee schedule payment.  
 

Hospital Inpatient/Outpatient/Emergency 

Department Setting - When a hospital 

inpatient/hospital outpatient or emergency 

department E/M is shared between a phy-

sician and an NPP from the same group 

practice and the physician provides any 

face-to-face portion of the E/M encounter 

with the patient, the service may be billed 

under either the physician's or the NPP's 

PIN number. However, if there was no  

face-to-face encounter between the patient 

and the physician (e.g., even if the physi-

cian participated in the service by only 

reviewing the patient's medical record) 

then the service may only be billed under 

the NPP's PIN. Payment will be made at 

the appropriate physician fee schedule rate 

based on the PIN entered on the claim. 
 

Examples of Shared Visits: 

If the NPP sees a hospital inpatient in 

the morning and the physician follows 

with a later face-to-face visit with the 

patient on the same day, the physician 

or the NPP may report the service. 

In an office setting the NPP performs 

a portion of an E/M encounter and 

the physician completes the E/M ser-

vice. If the "incident to" requirements 

are met, the physician reports the 

service. If the "incident to" require-

ments are not met, the service must be 

reported using the NPP's PIN. 
 

"Incident to" provisional billing inter-

twines with the split/shared rule , so let's 

reiterate the compliance aspects of 

"incident to." 
 

The same E/M documentation guidelines 

for physicians are also applicable to and 

expected of NPPs. The medical record 

should be complete and legible. 
 

Medical Record Documentation        

Requirements 

The documentation of each patient 

encounter should include: 

The reason for the encoun- 

 

         ter and relevant history,       

         physical examination find

         ings, and prior diagnostic 

         test results 

Current assessment, clinical 

impression or diagnosis  

Medical plan of care 

Date and legible identity of 

the person providing the 

service. 

If not documented, the rationale for the 

ordering of diagnostic and other ancil-

lary services should be easily inferred.  

Past and present diagnosis should be 

accessible to the treating and/or con-

sulting physician. 

Appropriate health risk factors should 

be identified.  

The patient’s progress, response to and 

changes in treatment, and revision of 

diagnosis should be documented.  

The Current Procedural Terminology 

(CPT) and International Classification 

of Diseases, 9th Revision, Clinical 

Modification codes reported on the 

health insurance claim form or billing 

statement should be supported in the 

documentation in the medical record. 
 

Medicare Carriers Manual: Incident -To 

Services that are commonly furnished in the 

office or clinic as- "Incident to" are not 

applicable in other sites of service. 

 

The carrier manual states “there must have 

been a direct, personal, professional service 

furnished by the physician to initiate the 

course of treatment of which the service 

being performed by the (NPP) is an inciden-

tal part, and there must be subsequent ser-

vices by the physician of a frequency that 

reflects his or her continuing active partici-

pation in and management of the course of 

treatment. In addition, the physician must 

be physically present in the same office suite 

and immediately available to render assis-

tance if that becomes necessary.” 
 

"Incident to" applies only to established 

patients (99211-99215). 

 

"Incident to" does not apply to established 

patients with NEW problems. 

 

 

 

 

 
 

 



NOTE: Can the NPP visit be for a new prob-

lem to the patient (e.g., The MD saw the patient 

as a new patient with HTN one month ago. The 

patient comes back to the office one week later 

with pneumonia.) Will this still qualify as inci-

dent to? The MD initiated the plan of care for 

HTN, but did not initiate the plan of care for 

treatment of pneumonia on this patient.)     

Answer: No, if the presenting problem is a new 

problem not previously evaluated by the physi-

cian, the NPP cannot bill incident-to, but 

should instead bill under his/her own PIN. The 

service will therefore be denied as “Payment 

adjusted as not furnished directly to the patient 

and/or not documented.”  
 

Keep in mind that a physician must be in the 

same office suite and immediately available. 

When you are unable to meet the requirements 

of "incident to,” you are required to bill using 

the NPP provider number - payment is based 

on 85% of the Medicare Fee Schedule amount. 

 

So, now that we have laid out the basics of 

“incident-to,” let's pull it all together with the 

compliance aspects for split/shared. 
 

The E/M codes that may be reported include 

physician office/outpatient visit (established 

patient only), initial hospital care visit, subse-

quent hospital visit, hospital emergency depart-

ment visit, prolonged services associated with 

these visit codes and hospital discharge day 

management. 
 

The incident-to and split/shared E/M visit does 

not apply to consultation visits (no longer pay-

able by Medicare), critical care, initial preven-

tive physical exam (IPPE) or any procedure 

codes. 
 

The incident-to and split/shared rule can be 

applied to the following CPT codes, and may 

be billed under the physician Medicare pro-

vider number so long as the physician has 

documented that a face-to-face encounter 

with the patient took place: 
 

99211-99215 - Office established patients 

where the "incident to" rule cannot be 

applied IF the patient has a new problem. 

99221-99223 - Inpatient admission his-

tory and physical 

99231-99233 - Daily hospital visits 

99238-99239 - Discharge day manage-

ment 

99217-99220 - Observation services 

99281-99285 - Emergency department 

services 

99354-99357 - Prolonged service - office 

and inpatient 
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If the physician provides a face-to-face 

service with the patient and documents a 

portion of the visit service, then the visit may 

be billed under the physician provider num-

ber. The combined documentation of the 

NPP and physician may be used as compli-

ance for the level of service billed. Both 

clinicians must document what they do sepa-

rately. In NO way may a shared encounter 

billed under the physician Medicare pro-

vider number be considered adequate if 

the physician only documents "reviewed 

the NPP notes and I concur." In addition, 

there is a strict requirement that the phy-

sician provide a face-to-face encounter 

with the patient, and the note MUST 

somehow reflect that the face-to-face en-

counter occurred.  
 

In the absence of these provisions being met,  

the service would need to be billed using the 

NPP provider number. 
 

The split/shared rule can be applied to the 

following CPT codes, BUT MAY NOT BE 

billed under the physician Medicare pro-

vider number even if the physician has 

documented that a face-to-face encounter 

with the patient took place: 
 

 99201-99205 - New patient office 

services 

99241-99245 - Office consults 

99291-99292 - Critical care services 
 

The combined documentation of the NPP 

and physician may be used as compliance for 

the level of service billed. 
 

To help you, our valued client/customer, I 

have included a policy on incident-to ser-

vices you can manipulate to fit the needs of 

your practice.  
 

Policy: “Incident-To” Services 
 

Policy 001 
 

Effective Date:  
 

Purpose: 
 

This policy provides guidance for ancillary 

staff members working and providing ser-

vices “Incident-To (split/ shared services)” a 

physician or qualified non-physician practi-

tioner at:   

 

Definition: 

"Incident to" services are those that are per-

formed by ancillary personnel under the 

supervision of a qualified Medicare provider.  

Furthermore, any person performing an 

"incident to" service must be a part-time, 

full-time, or leased employee of the organi-

zation or an employee of the legal entity 

that employs the supervising qualified 

Medicare provider. 
 

The incident-to rules permit a physician to 

bill for the services of non-physician mid-

level providers and auxiliary personnel as if 

the physician performed those services him/

herself. To be covered on an incident-to 

basis, the services and supplies must be: 
 

An integral, although incidental, part 

of the physician’s professional service. 

Commonly rendered without charge or 

included in the physician’s bill. 

Of a type that is commonly furnished 

in physician offices or clinics. 

Furnished by the physician or by aux-

iliary personnel under the physician’s 

direct supervision. 
 

Incident-to: The Physician’s Services 

Incident-to services must be integral though 

incidental to the physician’s services. The 

Centers for Medicare and Medicaid Ser-

vices (CMS) has interpreted this to mean 

that there must have been a physician’s 

service rendered to which the auxiliary 

personnel services are incidental.  
 

According to CMS, this does not mean that 

a physician’s service must precede every 

single incident-to service. There must have 

been a physician’s service that initiated the 

course of treatment during which incident-

to services will be rendered.  

 

Example:  

A new patient evaluation and manage-

ment visit could never be performed 

on an incident-to basis by auxiliary 

personnel. 

However, follow-up low-level visits 

after the new patient visit has been 

conducted could be performed on an 

incident-to basis by non-physician 

personnel. 
 

CMS has also interpreted the "incidental" 

requirement to mean that the physician 

must not only perform a service initiating 

a course of treatment, but also performs 

subsequent services of a frequency which 

reflect his or her active participation in 

and management of the course of treat-

ment. CMS has not, however, established 

any specific frequency of subsequent ser-

vices the physician must perform in order 

to meet this standard.  
 

It should be noted that some state Medicare  
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carriers have adopted local coverage 

determination policies on the incident-

to requirements and, in fact, some car-

riers do, in their local policies, pre-

scribe the frequency of subsequent 

services that must be provided by the 

treating physician. It is important, 

therefore, that physicians check with 

their Medicare carriers for local cover-

age determinations relating to the inci-

dent-to rules. 
 

Only in the Office Setting 

Incident-to rules only apply to services 

rendered in the physician office setting. 

The regulations expressly state that 

services and supplies must be furnished 

in a "non-institutional setting to non-

institutional patients" in order to be 

covered as incident-to.  
 

CMS has also provided guidance on 

this provision stating that where auxil-

iary personnel perform services outside 

of the office setting, such as in a pa-

tient’s home or an institution (other 

than a hospital or skilled nursing facil-

ity), their services may be covered 

under the incident-to rules only if there 

is direct supervision by the physician. 

The supervision requirements state 

that the physician be in the office 

suite where the services are being 

rendered; in a non-office setting, di-

rect supervision would require that 

the physician be in the immediate 

presence of the auxiliary personnel 

while the services are being rendered.  
 

Direct Physician Supervision 

To be covered as incident-to services, 

the services must be performed under 

the direct supervision of the physician. 

Direct supervision is defined as the 

physician’s presence in the office suite 

where the services are being rendered, 

at all times, while the services are be-

ing rendered. Additionally, the physi-

cian must be immediately available to 

assist if needed. 
 

The supervision must be provided at 

all times while the services are being 

rendered. Neither the regulations nor 

CMS’s Manual guidance allow for 

any flexibility in this rule! Lunch 

breaks, coffee breaks and even bath-

room breaks that take the physician out 

of the office suite or otherwise render 

the physician unavailable to immedi-

ately respond if needed could poten-

tially violate the rule. 

In a group practice setting, the incident-to 

rules do provide for some flexibility when 

it comes to the supervision requirement. 

Specifically, in a "physician-directed 

clinic" any physician in the clinic may 

serve as the supervising physician. Ac-

cording to the Medicare Benefit Policy 

Manual, a "physician-directed clinic” is 

one where (1) a physician (or a number of 

physicians) is present to perform medical 

rather than administrative services at all 

times while the clinic is open, (2) each 

patient is under the care of a clinic physi-

cian, and (3) the non-physician services are 

under medical supervision. 
 

The physician must be immediately avail-

able to assist at all times that the incident-

to services are being rendered. CMS has 

not provided clarification on the immediate 

availability requirement so, while physi-

cians may be tempted to apply their own 

definition of "immediate," the safest ap-

proach is to assume that "immediate" 

means without delay. In addition, even if 

the physician is in the office suite, office 

barriers could prevent his or her immediate 

access to the patient receiving the incident-

to services. So, locked doors, hallways or 

staircases within the office suite should be 

given consideration when determining 

where the supervising physician must be in 

order to be capable of immediately re-

sponding if needed. 
 

Who can perform incident-to services? 

The incident-to rules were originally de-

signed to permit physicians to bill for the 

services of office personnel such as techni-

cians, medical assistants and nurses. CMS 

has extended the incident-to rules to ser-

vices rendered by mid-level providers such 

as certified nurse midwives, clinical psy-

chologists, clinical social workers, physi-

cian assistants, nurse practitioners, and 

clinical nurse specialists. Even though 

these mid-level providers may obtain their 

own Medicare provider numbers and bill 

for services directly, the incident-to rules 

would enable a physician to bill for these 

services under the physician’s number.  
 

*Source: Medicare Benefits Policy Manual, 2011  

 

 

 

 

 

 

 

 

Co-authored by: 

John Bishop, Regan Tyler, & John Burns 

DoctorsManagement, LLC 
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Pro viders ’  Aud i t  Tip  o f  the  Month  Inc iden t  To  and  Sp l i t/Shared  Ser vices  cont.  

Have you audited your coder/biller/auditor? 
 

Providers routinely experience audits…auditors 

scrutinizing what they documented versus what 

they indicated for billing. But how often do you 

check how your charts are being coded or 

billed? 
 

As a provider you pass along the billing infor-

mation to your billing/coding staff, and  you 

trust that your staff will get the services paid in 

a non-fraudulent manner, but who is checking? 
 

A provider must routinely verify billing and 

coding. –24 and –59 modifiers are appended 

frequently by billers and coders to avoid claim 

denials, and to push claims through for pay-

ment, but were the modifiers properly applied? 

A provider should routinely check the bill-

ing...your name is at the bottom of the claim 

form so you are ultimately responsible. 
 

 

 

 

 

 

Shannon DeConda 

Partner, DoctorsManagement, LLC 

President of NAMAS 
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NAMAS will be visiting cities 

across the U.S. with their 

Certified Professional 

Medical Auditor (CPMA®) 

training. Visit       

www.namas-auditing.com 

for a full schedule of the 

classes and more 

information. 
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The Immigration Reform and Control Act of 

1986 mandates employers to verify the iden-

tity and employment authorization of employ-

ees hired after November 6, 1986. To comply 

with that legal requirement, the Employment 

Eligibility Verification (Form I-9) was created 

for employers to use for each new hire. Em-

ployers are further required to maintain a com-

pleted Form I-9 throughout an employee’s 

employment and thereafter either for three 

years after the date of hire or for one year after 

employment is terminated, whichever is later. 

An employer’s Form I-9s are subject to in-

spection by U.S. Immigration and Customs 

Enforcement, U.S. Office of Special Counsel 

and the U.S. Department of Labor to ensure 

compliance with various immigration, anti-

discrimination, and wage and hour laws. 
 

The Form I-9 has had several revisions since 

its inception. The latest version of Form I-9 

represents the most significant revision of the 

form since its last major revision in November 

1991. Previous versions no longer valid for 

use include those having the following revi-

sion dates: May 1987, November 1991, May 

2005, November 2007, June 2007, June 2008 

and February 2009. An employer’s use of an 

expired Form I-9 for completing the verifica-

tion process may result in fines in the event of 

an inspection. 
 

The Form I-9 with the revision date of 

“08/07/09” expired on August 30, 2012. The 

U.S. Citizenship and Immigration Services 

(USCIS) previously announced that employers 

could continue using this version of the Form  

I-9 after that expiration date until a replace-

ment Form I-9 became available.  
 

On March 8, 2013, USCIS made available on 

their website the much anticipated new Form  

I-9, reflecting a revision date of “03/08/13” on 

the lower left corner of the form. Although 

employers should begin using the newest form 

immediately, older forms with a revision date 

of “02/02/09” and “08/07/09” are acceptable 

through May 7, 2013. These will no longer be 

permitted after this 60-day grace period. 
 

The new Form I-9 contains several changes in 

an effort to make the verification process more 

user-friendly, including these key revisions: 

(1) Adding descriptive data fields, including 

the employee’s foreign passport information 

(if applicable) and telephone and email ad-

dresses; (2) Improving the Form’s instructions; 

(3) Revising the Form’s layout and expanding 

the Form to three pages (including the List of 

Acceptable Documents), plus an additional six 

pages of instructions. Consequently, a new 

hire will receive a nine-page document to re-

view and complete. 
 

Below is a section-by-section summary of the 

changes to the Form I-9.  

Re vised  Fo rm  I -9  Fina l l y Re leased  

Section 1: Employer Information and At-

testation  

Fields are added to list the employee’s 

email address and telephone number, 

which are optional; and 

For an employee who checks “An Alien 

Authorized to Work Until….” and who 

was issued an I-94 card, he or she will 

also need to list the foreign passport 

number and country of issuance. 
 

Section 2: Employer or Authorized Repre-

sentative Review and Verification 

Employers will need to list employee’s 

full name at the top of Page 2. 
List A now has room to list three docu-

ments, which is helpful to the employer 

because the prior form only had room 

for two documents and there are occa-

sions when three documents are re-

quired, e.g., J-1 visa holders or F-1 stu-

dents completing Optional Practical 

Training. 
Certification Box has numbers added to 

the items the HR representative must 

attest to when reviewing the documents 

and separates out the place where the 

employer is required to insert the em-

ployee’s first date of work for pay. 
The List of Acceptable Documents, List 

A, Number 5, has revised language but 

essentially includes the same informa-

tion regarding accepting foreign pass-

ports and I-94 cards. 
The List of Acceptable Documents, List 

C, Number 1, provides clarification that 

Social Security Cards containing restric-

tions, such as “Not Valid for Employ-

ment,” “Valid for Work Only with INS 

Authorization,” or “Valid for Work 

Only with DHS Authorization” are not 

acceptable as List C documents. 

The List of Acceptable Documents in-

cludes a reference to Section 2 of the 

Handbook for Employers regarding 

information about acceptable receipts. 
 

Section 3: Reverification & Rehires  

Provides clarification that List B identity      

documents do not require reverification; 

and 
Adds a field for the Employer represent-

tative to print his or her name. 
It is not required, nor recommended, that 

employers complete the new Form I-9 for 

current employees for whom there is already 

a properly completed Form I-9 on file, unless 

re-verification is necessary. 

Now is the time to ensure that all personnel 

responsible for completing the Form I-9 are 

trained on the new form. The Form I-9 and 

the “Handbook for Employers -- Guidance 

for Completing Form I-9” (M-274) is avail-

able at “I-9 Central” on the website of the 

U.S. Citizenship and Immigration Service 

(www.uscis.gov). 

 

 

 

 

Philip Dickey, MPH, PHR 

HR Services Director 

Partner, DoctorsManagement, LLC 
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Urgent Care practice—Fultondale, AL 

Gynecology practice—Vero Beach, FL 

Anesthesia practice—Vero Beach, FL 

Ophthalmology practice—Griffin, GA 

Urgent Care practice—Kosciuscko, MS 

ENT practice—Wilmington, OH 

Dermatology practice—Knoxville, TN 

Toxicology practice—Cookeville, TN 

Orthopaedic practice—Nacogdoches, TX 

Orthopaedics/Sports Medicine—Venice, FL 

Primary Care practice—Gainesville, FL 

New  Doctors Management  C l ients  

 

 

 

 

DoctorsManagement is 

pleased to announce that our 

Group Purchasing 

Organization can assist small 

and medium sized practices 

in saving thousands of 

dollars each month. There 

are no upfront costs or long-

term commitments.                         

Call Craig King at              

800-635-4040 ext 113. 


