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Highlights of the recent/current relief funding guidance

Understanding the various CMS waivers

Review updates to coding, billing and documentation practices

Overview of telehealth billing requirements

Provide a view of agency action to relieve certain financial pressures during the 
pandemic 

In response to the COVID-19 pandemic, the Department of Health and Human Services (HHS) has allocated financial
relief funding based on recent legislation, while Centers for Medicare and Medicaid Services (CMS) has implemented
waivers and regulatory flexibilities to attempt to address the impact on health care entities. This webinar will provide
an overview of the legislative and regulatory updates from current financial relief programs; highlight recent
modifications and waivers to Medicare, Medicaid, Children's Health Insurance Program (CHIP) and Health Insurance
Portability and Accountability Act (HIPAA) requirements; and provide an overview of changes to certain coding, billing
and documentation practices.

Introduction
C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S

Learning Objectives:



3 |  Copyright © 2020 Deloitte Development LLC. All rights reserved.

Earn CPE and CEU Credits

• All attendees will be placed on mute for the entire length of the call
• At any time during this call, please use the Q&A function in Zoom to ask questions

• Number of Credits: HFMA 1.0 / CPE 1.0
• Please note, in order to receive CPE Credits attendees must answer three polling 

questions as they are presented by the speakers

Zoom controls and functionality

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S
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Speakers

Kelly J. Sauders
Partner

Deloitte & Touche LLP

ksauders@deloitte.com

RELEVANT EXPERIENCE

Kelly is a partner with Deloitte & Touche LLP 
who has over 25 years of experience in the 
health care industry.  She specializes in 
providing regulatory compliance, risk and 
control-related services to her clients. Kelly’s 
experience has involved helping 
organizations comply with Federal 
regulations such as Medicare Conditions of 
Participation, new Medicare payment 
models/programs and other clinical, coding 
or billing matters. She has also served on 
several federal projects including a 
compliance project for CMS and the VA. 

Kelly is working with numerous providers 
currently to address COVID-19 financial relief 
opportunities.

Chris Anusbigian
Specialist Leader

Deloitte & Touche LLP

canusbigian@deloitte.com

RELEVANT EXPERIENCE

Chris is a specialist leader in health care 
provider regulatory compliance due diligence 
services at Deloitte & Touche LLP. Chris has 
over 30 years of experience working with 
health care and life sciences organizations 
including hospitals, academic medical 
centers, dialysis companies, clinical 
laboratories, physician practices, durable 
medical equipment companies, home health, 
hospice, skilled nursing facilities, health 
insurance companies, pharmaceutical 
manufacturers and medical device 
companies. She has in-depth knowledge of 
regulatory requirements, third-party payor 
billing rules and compliance programs. 

Lindsay Wisdom
Manager

Deloitte & Touche LLP

lwisdom@deloitte.com 

RELEVANT EXPERIENCE

Lindsay is a manager in the Regulatory & 
Compliance practice of Deloitte & Touche 
LLP. Lindsay’s focus is on assisting 
organizations in developing solutions and 
strategies to address a wide variety of 
complex organizational and regulatory risks 
and challenges. Her experience is diverse and 
has involved providing regulatory compliance 
advisory services for health systems, national 
health plans, and medical device companies. 
Lindsay has experience working closely with 
health plans and health systems in assessing 
compliance programs, identifying risk areas, 
and providing assistance in analyzing 
emerging regulatory challenges and 
opportunities to develop strategic responses. 

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S
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Agenda

1 Relief Funding guidance – Recent Highlights

2 CMS Waivers

3 Updates to Coding, Billing and 
Documentation Practices

The information in this presentation is current as of 5/15/2020

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S
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Relief Funding Guidance – Recent Highlights
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Legislative Timeline
Beginning in early March 2020, the Federal Government enacted a series of legislation aimed at stabilizing the economy and providing emergency funding 
to assist to businesses, hospitals, and individuals, in the response to the COVID-19 pandemic. The legislation was divided into phases, with phase 3.5 
having been most recently enacted on April 24, 2020. 

March 6
Phase 1

Coronavirus 
Preparedness and 

Response 
Supplemental 

Appropriations Act 

March 27

Phase 3
Coronavirus Aid, Relief, 
and Economic Security 

Act (CARES Act) 

??
Phase 4

The House introduced 
the HEROES Act on May 
12, which includes both 

additional provider 
relief funding and 

policy changes

April 24
Phase 3.5

Paycheck Protection 
Program and Health 

Care Enhancement Act 

March 17
Phase 2

Families First 
Coronavirus Response 

Act 

$484B$2T$347B$8.3B

The information in this presentation is current as of 5/15/2020
Sources: Public Law 116-123, Public Law 116-127, Public Law 116-136, Public Law 116-139  

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S

https://www.congress.gov/116/plaws/publ123/PLAW-116publ123.pdf
https://www.congress.gov/116/plaws/publ127/PLAW-116publ127.htm
https://www.congress.gov/bill/116th-congress/house-bill/748
https://www.congress.gov/116/plaws/publ139/PLAW-116publ139.pdf
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Congress Provides Nearly $250 Billion Through HHS

Emergency Fund amounts 
geared toward hospitals, 
vaccines, testing

Other health care 
related funding

Policy changes to Medicare, 
Medicaid to support revenue 
impacts

1 2 3

$175 billion to reimburse providers (Provider 
Relief Fund) for coronavirus expenses, lost 
revenue 

More than $30 billion to purchase vaccines 
and medical supplies, other activities

$25 billion for testing, including for active and 
previous infections (Up to $1 billion may be 
used to cover costs of testing for the 
uninsured)

More than $6 billion each for CDC, ACF

More than $6 billion for community health 
centers

$1.8 billion for the National Institutes of 
Health

Medicare sequestration suspended through 
Dec. 31, 2020

20% increase to COVID-related DRG weights
for Medicare Inpatient Prospective Payments

6.2 percentage point increase in Medicaid 
funding

Suspension of Accelerated & Advanced Medicare 
Payments

On April 26, 2020, CMS announced the suspension 
of this program, with all existing applications being 

reevaluated 

The information in this presentation is current as of 5/15/2020
Sources: Public Law 116-123, Public Law 116-127, Public Law 116-136, Public Law 116-139  

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S

https://www.congress.gov/116/plaws/publ123/PLAW-116publ123.pdf
https://www.congress.gov/116/plaws/publ127/PLAW-116publ127.htm
https://www.congress.gov/bill/116th-congress/house-bill/748
https://www.congress.gov/116/plaws/publ139/PLAW-116publ139.pdf
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Provider Relief Fund Total to Date: $175 Billion

$50B
general distribution is 

allocated proportional to 
providers' share of 2018 net 

patient revenue

Claim 
Submission

Funding for reimbursement of 
uninsured COVID-19 patients

$??
Other certain providers         

(e.g., skilled nursing facilities, 
dentists, and providers that solely 

take Medicaid)

$10B
targeted distribution to 

hospitals in areas that have 
been particularly impacted 
by the COVID-19 outbreak

$10B
recipients will include, 

rural acute care general 
hospitals and Critical Access 

Hospitals (CAHs), Rural 
Health Clinics (RHCs), and 

Community Health Centers 
located in rural areas

$400M
will be allocated for Indian 

Health Service facilities, 
distributed on the basis of 

operating expenses.

$70.4 billion has been allocated $104.6 billion remains

General Allocation 
For Medicare FFS 

Providers
COVID-19 High Impact 

Areas
Rural Providers Indian Health Service

Between the $100 billion made available through the CARES Act and the $75 billion being made through the Paycheck Protection Program and Health 
Care Enhancement Act, a total of $175 billion has been allocated to provide relief assistance to health care providers. 

Source: https://www.hhs.gov/provider-relief/index.html

Providers with revoked Medicare enrollment or on the OIG/HHS list of excluded individuals/entities are funding 
ineligible

The information in this presentation is current as of 5/15/2020

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S

https://www.hhs.gov/provider-relief/index.html
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CARES Provider Relief Fund | Recent FAQ Updates
HHS distributed $50B from the Provider Relief Fund to health care providers that received Medicare Fee for Services (FFS) payments in 2019 (General  
Distribution). Recently, HHS provided important updates to the FAQ to offer further guidance and clarification on a number of topics. A selection of 
these updates are below.

Payments received in error or greater than expected HHS’ intent to recoup 
• Overpaid or paid in error: provider should reject the entire General 

Distribution payment and submit the appropriate revenue documents 
through the General Distribution portal to facilitate HHS determining 
their correct payment. 

• Underpaid: Provider should accept the payment and submit their 
revenues in the provider portal to determine their correct payment. 

• Generally, HHS does not intend to recoup funds as long as a provider’s lost 
revenue and increased expenses exceed the amount of Provider Relief 
funding a provider has received. 

• Failure to comply with other Terms and Conditions may also be grounds for 
recoupment.

Balance Billing 
• Prohibition on balance billing only applies to “all care for a presumptive or actual case of COVID-19.”

• The Terms and Conditions do not impose any limitations on the ability of a provider to submit a claim for payment to the patient’s insurance company. 
However, an out-of-network provider delivering COVID-19-related care to an insured patient may not seek to collect from the patient out-of-pocket 
expenses (including deductibles, copayments, or balance billing) in an amount greater than what the patient would have otherwise been required 
to pay if the care had been provided by an in-network provider.

A presumptive case of COVID-19 is a case where a patient’s medical record documentation supports a diagnosis of COVID-19, even if the patient does not 
have a positive in vitro diagnostic test result in his or her medical record.

Source: https://www.hhs.gov/sites/default/files/provider-relief-fund-general-distribution-faqs.pdf

The information in this presentation is current as of 5/15/2020

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S

https://www.hhs.gov/sites/default/files/provider-relief-fund-general-distribution-faqs.pdf
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CARES Provider Relief Fund | Portal Attestation
HHS distributed $50B from the Provider Relief Fund to health care providers that received Medicare Fee for Services (FFS) payments in 2019 
(General  Distribution). Per the Terms and Conditions of the funding, the Provider Relief Fund Application (Attestation) must be completed via the 
CARES Act  Provider Relief Fund Payment Attestation Portal within 45 days of receipt of the first General Distribution (e.g., by 5/25/2020).

Attestation Documentation Lost Revenue Calculations
Per the General Distribution Portal FAQs, the following informationis  
needed:

1. TIN that has received Provider Relief Fund payments

2. TINs of subsidiary organizations that have received prior Provider  Relief 
Funds but do not file separate tax forms (i.e., subsidiary  organizations 
that are accounted for in the parent organization’s  tax filing)

3. Amount of payments received (exact amount)

4. Relief Fund payment transaction numbers / check numbers

5. A copy of your most recently filed taxforms

Two methodologies are recommended by HHS for lost revenue calculations:

1. Budget to Actual for March and April 2020; or

2. Year-over-year – March and April 2019 and2018

Considerations for Attestation Preparation
 Collect the attestation documentation noted above for each entity that received funding

 Determine method to be used for lost revenue / expense calculations and calculate for each entity

 Create a workbook that includes supporting documentation for lost revenue / expense calculations for each entity

Sources: https://www.hhs.gov/sites/default/files/provider-relief-fund-general-distribution-
faqs.pdf; https://covid19.linkhealth.com/#/step/1

The information in this presentation is current as of 5/15/2020

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S

https://www.hhs.gov/sites/default/files/20200425-general-distribution-portal-faqs.pdf
https://www.hhs.gov/sites/default/files/provider-relief-fund-general-distribution-faqs.pdf
https://covid19.linkhealth.com/#/step/1
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COVID-19 Claims Reimbursement for Testing and 
Treatment of the Uninsured

As part of the FFCRA and CARES Act, HHS will provide claims reimbursement to health care providers generally at Medicare rates for testing uninsured 
patients for COVID-19 and treating uninsured patients with a COVID-19 diagnosis.

How it 
works

Eligible health care providers who have conducted COVID-19 testing or provided treatment for uninsured COVID-
19 patients on or after February 4, 2020 can request claims reimbursement through the program electronically 
and will be reimbursed generally at Medicare rates, subject to available funding

Steps 
Providers 
have to 
take

1. Enroll as a provider participant
2. Check patient eligibility
3. Submit patient information
4. Submit claims
5. Receive payment via direct deposit.

Required 
Provider 
Attestation

1. Providers have checked for health care coverage eligibility and confirmed that the patient is uninsured. 
Providers have verified that the patient does not have individual, employer-sponsored, Medicare or Medicaid 
coverage, and no other payer will reimburse you for COVID-19 testing and/or care for that patient

2. Providers will accept defined program reimbursement as payment in full
3. Providers agree not to balance bill the patient
4. Providers agree to program terms and conditions and may be subject to post-reimbursement audit review

Who is 
covered? Providers may submit claims for patients in the U.S. without health care coverage tested or treated for COVID-19

Payments

1. Reimbursement will be based on current year Medicare fee schedule rates except where otherwise noted
2. Reimbursement will be based on incurred date of service
3. Publication of new codes and updates to existing codes will be made in accordance with CMS
4. For any new codes where a CMS published rate does not exist, claims will be held until CMS publishes 

corresponding reimbursement information

Program Details 
Announced

Sign up period begins 
for the program

On Demand training
Starts/  HRSA and UnitedHealth 
Group will provide technical 
assistance

Begin submitting 
claims 
electronically

Begin receiving
reimbursement

April 22, 2020

April 27, 2020

April 29, 2020

May 6, 2020

Mid May 2020

Program Timeline

What is not 
covered?

1. Any treatment without a COVID-19 diagnosis except for pregnancy when COVID-19 is a secondary diagnosis
2. Hospice services
3. Outpatient prescription drugs

Source: https://coviduninsuredclaim.linkhealth.com/
The information in this presentation is current as of 5/15/2020

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S

https://coviduninsuredclaim.linkhealth.com/


13 |  Copyright © 2020 Deloitte Development LLC. All rights reserved.

Provider Relief Fund Data Points as of May 18, 2020  

Sources: Health and Human Services Department, Centers for Medicare and Medicaid Services, company reports via AXIOS

─ 179,305 providers have accepted and attested to receipt 
of funds

─ Current list accounts for ~$34B of the total $60B 
allocated 

─ Payment amounts range from $1 to $180,264,488
─ Wide range in the type of provider—individuals, 

provider groups, hospitals / health centers, dermatology 
practices, optometrists, home health, physical therapists, 
psychologists, and pharmacies

General Distribution and/or Rural Targeted 
Allocation 

The information in this presentation is current as of 5/15/2020

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S

https://www.hhs.gov/coronavirus/cares-act-provider-relief-fund/index.html
https://docs.google.com/spreadsheets/d/1x213oZPLQ8SOHmgBj12oKC9K70LNx1pIUIdtZtI837M/edit#gid=0
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Looking Ahead

Uninsured claims submissions began 
on May 6 and reimbursement 
payments should have started to go 
out. HHS has not outlined how much 
funding they have allocated to support 
this program so it remains to be seen 
exactly how much will be available and 
how soon it may run out. 

On May 15, 2020, the House passed (the 
HEROES Act) that would provide an 
additional $3 trillion in stimulus relief. The 
bill has been sent to the Senate but is not 
expected to move further as currently 
written. 

Phase 4 Relief Package Additional Allocations Uninsured Claims Submissions 

The Provider Relief Fund still has a 
significant portion that has not been 
allocated. HHS has noted that additional 
allocation to certain providers, including 
skilled nursing facilities, dentists, and 
providers that solely take Medicaid, is 
forthcoming. 

The information in this presentation is current as of 5/15/2020

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S
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CMS Waivers
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Medicare 1135 Waivers and Interim Final Rules

WAIVERS

CMS issued national (“blanket”) §1135 waivers for  
certain hospital CoPs, provider-based rules, and the 

physician  self-referral law (“Stark law”)

• Enables rapid expansion of hospital services in on-/off-campus 
clinical/non-clinical space, including in partnership with other entities

• Allows other facility types (e.g., ASCs) to become  hospitals, subject to 
meeting more flexible CoPs in place  during the PHE as well as 
streamlined enrollment and  cost-reporting requirements

• Allows hospitals and other providers to offer things like  free meals, 
childcare or laundry to health care workers by  waiving sanctions under 
the Stark law

FLEXIBIL IT IES

CMS published two interim final rules, with comment 
periods

• Clarifies rules for hospitals to furnish inpatient services under-
arrangement with other providers

• Clarifies when hospitals can furnish outpatient services in the patient’s 
home or other expansion site

• Establishes process for hospital outpatient departments  to seek 
exception from lower payments when  temporarily relocating due to the 
PHE

• Expands physician supervision flexibilities for  inpatient/outpatient 
hospitals services

• Expands services that can be furnished through telehealth

• Expands types of practitioners that can furnish telehealth

• Expands coverage of ambulance transport to additional  sites

Source: https://www.cms.gov/about-cms/emergency-preparedness-response-operations/current-emergencies/coronavirus-waivers
The information in this presentation is current as of 5/15/2020

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S

https://www.cms.gov/about-cms/emergency-preparedness-response-operations/current-emergencies/coronavirus-waivers
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COVID-19 Emergency Declaration Blanket Waivers

Blanket Waivers

Telehealth 
Services

Patient Care

SNF and LTC or 
Nursing facilities

Rural health clinic 
& FQHC 

Hospitals, 
Psychiatric 

Hospitals, and 
CAHs, including 
Cancer Centers 

and LTCHs

Consider developing 
alternative workflows based 
upon revised CMS guidelines 

during the COVID-19 
pandemic

The Trump Administration is taking aggressive actions and 
exercising regulatory flexibilities to help health care providers 
contain the spread of COVID-19. 

CMS is empowered to take proactive steps through 1135 waivers 
as well as, where applicable, authority granted under section 
1812(f) of the Social Security Act (the Act) and rapidly expand the 
Administration’s aggressive efforts against COVID-19. 

As a result, the blanket waivers are in effect, with a retroactive 
effective date of March 1, 2020 through the end of the emergency 
declaration.

These waivers DO NOT require a request to be sent to the 
1135waiver@cms.hhs.gov mailbox or that notification be made to 
any of CMS’s regional offices.

Source: https://www.cms.gov/files/document/summary-covid-19-emergency-declaration-waivers.pdf

The information in this presentation is current as of 5/15/2020

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S

https://www.cms.gov/files/document/summary-covid-19-emergency-declaration-waivers.pdf


18 |  Copyright © 2020 Deloitte Development LLC. All rights reserved.

CMS Example Scenarios:  Provider Flexibilities

Ambulatory SurgicalCenter 
(ASC)

ASCs can become hospitals  
under new streamlined  

process. They can also work  
under arrangement with  

existing hospital to create a  
temporary expansion site.

Long-Term Care Hospital 
(LTCH)

LTCHs meet Medicare hospital  
requirements and can provide  

inpatient acute care to  Medicare
beneficiaries.

Medicare’s 50% rule will be  
dropped during the PHE  

(CARES Act).

Hospitals & Practitioners
• Hospitals can treat patients in existing clinical space, new 

temporary expansion sites, or triage patients to  other care 
sites based on resources and COVID-19  status.

• Medicare-enrolled physicians and practitioners can furnish 
covered services in all of these care settings and bill for 
those services under the Medicare physician fee schedule

Inpatient Rehab Facility (IRF)
IRFs meet Medicare hospital  

requirements and can  provide 
inpatient acute care  to Medicare

beneficiaries.
Medicare’s 3-hour rule will  be 

dropped during the PHE  (CARES
Act).

Skilled Nursing and/or Nursing 
Facility (SNF/NF)

SNF/NFs can work with hospitals  
under arrangements to be able  to 

provide inpatient acute care  to 
Medicare beneficiaries.

FEMA/DOD/State 
Facility

Newly established  care 
locations run by  the state 

or federal  government will  
furnish care to patients 

during the PHE.

Source: https://www.cms.gov/about-cms/emergency-preparedness-response-operations/current-emergencies/coronavirus-waivers
The information in this presentation is current as of 5/15/2020

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S

https://www.cms.gov/about-cms/emergency-preparedness-response-operations/current-emergencies/coronavirus-waivers
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COVID-19 Emergency Declaration Blanket Waivers
Waiver Type Waiver Implications

Hospitals, 
Psychiatric 

Hospitals, and 
CAHs, including 
Cancer Centers 

and LTCHs

(NEW) Expanded 
Ability for Hospitals 
to Offer Long-term 
Care Services 
(“Swing-Beds”) for 
Patients Who do not 
Require Acute Care 
but do Meet the 
Skilled Nursing 
Facility (SNF) Level 
of Care Criteria as 
Set Forth at 42 CFR 
409.31

CMS is waiving the requirements at 42 CFR 482.58, “Special Requirements for hospital providers of long-term care services (“swing-beds”)” subsections (a)(1)-(4) 
“Eligibility”, to allow hospitals to establish SNF swing beds payable under the SNF prospective payment system (PPS) to provide additional options for hospitals with 
patients who no longer require acute care but are unable to find placement in a SNF.

In order to qualify for this waiver, hospitals must:
• Not use SNF swing beds for acute level care
• Comply with all other hospital conditions of participation and those SNF provisions set out at 42 CFR 482.58(b) to the extent not waived
• Be consistent with the state’s emergency preparedness or pandemic plan
Hospitals must call the CMS Medicare Administrative Contractor (MAC) enrollment hotline to add swing bed services. The hospital must attest to CMS that:
• They have made a good faith effort to exhaust all other options;
• There are no skilled nursing facilities within the hospital’s catchment area that under normal circumstances would have accepted SNF transfers, but are currently not 

willing to accept or able to take patients because of the COVID-19 public health emergency (PHE);
• The hospital meets all waiver eligibility requirements; and
• They have a plan to discharge patients as soon as practicable, when a SNF bed becomes available, or when the PHE ends, whichever is earlier.
This waiver applies to all Medicare enrolled hospitals, except psychiatric and long term care hospitals that need to provide post-hospital SNF level swing-bed services for 
non-acute care patients in hospitals, so long as the waiver is not inconsistent with the state’s emergency preparedness or pandemic plan. The hospital shall not bill for 
SNF PPS payment using swing beds when patients require acute level care or continued acute care at any time while this waiver is in effect. This waiver is permissible for 
swing bed admissions during the COVID-19 PHE with an understanding that the hospital must have a plan to discharge swing bed patients as soon as practicable, when a 
SNF bed becomes available, or when the PHE ends, whichever is earlier.

(MODIFIED) Physical 
Environment

CMS is waiving certain physical environment requirements under the Medicare conditions of participation at 42 CFR §482.41 and 42 CFR §485.623 to allow for increased 
flexibilities for surge capacity and patient quarantine at hospitals, psychiatric hospitals, and critical access hospitals (CAHs) as a result of COVID-19. CMS will permit 
facility and non-facility space that is not normally used for patient care to be utilized for patient care or quarantine, provided the location is approved by the state 
(ensuring that safety and comfort for patients and staff are sufficiently addressed) and is consistent with the state’s emergency preparedness or pandemic plan. This 
allows for increased capacity and promotes appropriate cohorting of COVID-19 patients. States are still subject to obligations under the integration mandate of the 
Americans with Disabilities Act, to avoid subjecting persons with disabilities to unjustified institutionalization or segregation.

Please note that consistent with the integration mandate of Title II of the ADA and the Olmstead vs LC decision, States are obligated to offer/ provide discharge planning 
and/or case management/ transition services, as appropriate, to individuals who are removed from their Medicaid home and community based services under these 
authorities during the course of the public health emergency as well as to individuals with disabilities who may require these services in order to avoid unjustified 
institutionalization or segregation. Transition services/ case management and/or discharge planning would be provided to facilitate these individuals in their return to 
the community when their condition and public health circumstances permit.

Source: https://www.cms.gov/files/document/summary-covid-19-emergency-declaration-waivers.pdf

The information in this presentation is current as of 5/15/2020

C O V I D – 1 9  L A T E S T  R E G U L A T O R Y  U P D A T E S  A N D  I M P L I C A T I O N S

https://www.cms.gov/files/document/summary-covid-19-emergency-declaration-waivers.pdf
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COVID-19 Emergency Declaration Blanket Waivers (cont’d) 
Waiver Type Waiver Implications

Home Health 
Agencies 
(HHAs) 

(REVISED) Allow 
Occupational 
Therapists (OTs), 
Physical Therapists 
(PTs), and Speech 
Language Pathologists 
(SLPs) to Perform 
Initial and 
Comprehensive 
Assessment for all 
Patients

CMS is waiving the requirements in 42 CFR § 484.55(a)(2) and §484.55(b)(3) that rehabilitation skilled professionals may only perform the initial and comprehensive 
assessment when only therapy services are ordered. This temporary blanket modification allows any rehabilitation professional (OT, PT, or SLP) to perform the initial 
and comprehensive assessment for all patients receiving therapy services as part of the plan of care, to the extent permitted under state law, regardless of whether or 
not the service establishes eligibility for the patient to be receiving home care. The existing regulations at §484.55(a) and (b)(2) would continue to apply; rehabilitation 
skilled professionals would not be permitted to perform assessments in nursing- only cases. We would continue to expect HHAs to match the appropriate discipline 
that performs the assessment to the needs of the patient to the greatest extent possible. Therapists must act within their state scope of practice laws when 
performing initial and comprehensive assessments, and access a registered nurse or other professional to complete sections of the assessment that are beyond their 
scope of practice. Expanding the category of therapists who may perform initial and comprehensive assessments provides HHAs with additional flexibility that may 
decrease patient wait times for the initiation of home health services.

End-Stage 
Renal Dialysis 

(ESRD) Facilities 

Expanding Availability 
of Renal Dialysis 
Services to ESRD 
Patients

CMS is waiving the following requirements related to Nursing Home residents:
• (REVISED) Furnishing Dialysis Services on the Main Premises: ESRD requirements at 42 CFR §494.180(d) require dialysis facilities to provide services directly on 

its main premises or on other premises that are contiguous with the main premises. CMS is waiving this requirement to allow dialysis facilities to provide service to 
its patients who reside in the nursing homes, long-term care facilities, assisted living facilities and similar types of facilities, as licensed by the state (if applicable). 
CMS continues to require that services provided to these patients or residents are under the direction of the same governing body and professional staff as the 
resident’s usual Medicare-certified dialysis facility. Further, in order to ensure that care is safe, effective and is provided by trained and qualified personnel, CMS 
requires that the dialysis facility staff: 1) furnish all dialysis care and services; 2) provide all equipment and supplies necessary; 3) maintain equipment and supplies 
in off-premises location; 4) and complete all equipment maintenance, cleaning and disinfection using appropriate infection control procedures and manufacturer’s 
instructions for use.

Source: https://www.cms.gov/files/document/summary-covid-19-emergency-declaration-waivers.pdf

The information in this presentation is current as of 5/15/2020
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COVID-19 Emergency Declaration Blanket Waivers (cont’d)
Waiver Type Waiver Implications

(NEW) Specific 
Life Safety 

Code (LSC) for 
Multiple 

Providers 

Alcohol-based Hand-
Rub (ABHR) Dispensers

CMS are waiving the prescriptive requirements for the placement of alcohol based hand rub (ABHR) dispensers for use by staff and others due to the need for the 
increased use of ABHR in infection control. However, ABHRs contain ethyl alcohol, which is considered a flammable liquid, and there are restrictions on the storage 
and location of the containers. This includes restricting access by certain patient/resident
population to prevent accidental ingestion. Due to the increased fire risk for bulk containers (over five gallons) those will still need to be stored in a protected 
hazardous materials area.

Fire Drills Due to the inadvisability of quarterly fire drills that move and mass staff together, we will instead permit a documented orientation training program related to the 
current fire plan, which considers current facility conditions. The training will instruct employees, including existing, new or temporary employees, on their current 
duties, life safety procedures and the fire protection devices in their assigned area.

Temporary 
Construction

CMS is waiving requirements that would otherwise not permit temporary walls and barriers between patients.

Source: https://www.cms.gov/files/document/summary-covid-19-emergency-declaration-waivers.pdf
The information in this presentation is current as of 5/11/2020
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COVID-19 Emergency Declaration Blanket Waivers (cont’d)
Waiver Implications

(NEW) Hospitals Classified 
as Sole Community 
Hospitals (SCHs)

CMS is waiving certain eligibility requirements at 42 CFR § 412.92(a) for hospitals classified as SCHs prior to the PHE. Specifically, CMS is waiving the distance requirements at 
paragraphs (a), (a)(1), (a)(2), and (a)(3) of 42 CFR § 412.92, and is also waiving the “market share” and bed requirements (as applicable) at 42 CFR § 412.92(a)(1)(i) and (ii). CMS is waiving 
these requirements for the duration of the PHE to allow these hospitals to meet the needs of the communities they serve during the PHE, such as to provide for increased capacity and 
promote appropriate cohorting of COVID-19 patients. MACs will resume their standard practice for evaluation of all eligibility requirements after the conclusion of the PHE period.

(NEW) Hospitals Classified 
as Medicare-Dependent, 
Small Rural Hospitals 
(MDHs)

For hospitals classified as MDHs prior to the PHE, CMS is waiving the eligibility requirement at 42 CFR § 412.108(a)(1)(ii) that the hospital has 100 or fewer beds during the cost reporting 
period, and the eligibility requirement at 42 CFR § 412.108(a)(1)(iv)(C) that at least 60 percent of the hospital's inpatient days or discharges were attributable to individuals entitled to 
Medicare Part A benefits during the specified hospital cost reporting periods. CMS is waiving these requirements for the duration of the PHE to allow these hospitals to meet the needs 
of the communities they serve during the PHE, such as to provide for increased capacity and promote appropriate cohorting of COVID-19 patients. MACs will resume their standard 
practice for evaluation of all eligibility requirements after the conclusion of the PHE period.

(NEW) Paid Feeding 
Assistants

CMS is modifying the requirements at 42 CFR §§ 483.60(h)(1)(i) and 483.160(a) regarding required training of paid feeding assistants. Specifically, CMS is modifying the minimum 
timeframe requirements in these sections, which require this training to be a minimum of 8 hours. CMS is modifying to allow that the training can be a minimum of 1 hour in length. 
CMS is not waiving any other requirements under 42 CFR §483.60(h) related to paid feeding assistants or the required training content at 42 CFR §483.160(a)(1)-(8), which contains 
infection control training and other elements. Additionally, CMS is also not waiving or modifying the requirements at 42 CFR §483.60(h)(2)(i), which requires that a feeding assistant 
must work under the supervision of a registered nurse (RN) or licensed practical nurse (LPN).

(NEW) Ambulance Services: 
Medicare Ground 
Ambulance Data Collection 
System

CMS is modifying the data collection period and data reporting period, as defined at 42 CFR § 414.626(a), for ground ambulance organizations (as defined at 42 CFR § 414.605) that 
were selected by CMS under 42 CFR § 414.626(c) to collect data beginning between January 1, 2020 and December 31, 2020 (year 1) for purposes of complying with the data reporting 
requirements described at 42 CFR § 414.626. Under this modification, these ground ambulance organizations can select a new continuous 12-month data collection period that begins 
between January 1, 2021 and December 31, 2021, collect data necessary to complete the Medicare Ground Ambulance Data Collection Instrument during their selected data collection 
period, and submit a completed Medicare Ground Ambulance Data Collection Instrument during the data reporting period that corresponds to their selected data collection period. 
CMS is modifying this data collection and reporting period to increase flexibilities for ground ambulance organizations that would otherwise be required to collect data in 2020-2021 so 
that they can focus on their operations and patient care.

As a result of this modification, ground ambulance organizations selected for year 1 data collection and reporting will collect and report data during the same period of time that will 
apply to ground ambulance organizations selected by CMS under 42 CFR § 414.626(c) to collect data beginning between January 1, 2021 and December 31, 2021 (year 2) for purposes 
of complying with the data reporting requirements described at 42 CFR § 414.626.

Source: https://www.cms.gov/files/document/summary-covid-19-emergency-declaration-waivers.pdf

The information in this presentation is current as of 5/15/2020
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Telehealth & Temporary Relocation
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Telehealth – Previous Medicare Policy

Prior to new authorities, Medicare telehealth services were only covered on a limited basis

1) When the person receiving the services is in a designated rural area

2) When the person goes to a clinic, hospital, or certain other types of medical facilities 
to receive services

The information in this presentation is current as of 5/15/2020
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Telehealth – Points for Consideration  

Most changes are to Medicare fee-for-service payment 
policies

Some flexibility to Medicare Advantage and Medicaid, but 
generally up to plan or state to set payment policies

All changes are until the “end of the public health emergency” 
as determined by the federal government

The information in this presentation is current as of 5/15/2020
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Coding & Billing – Telehealth for Professional Services
For dates of service starting March 6, 2020, Providers can bill for a wider range of services as telehealth to increase patient access to care. As of 
March 30, 2020, CMS added 85 more services to be covered under Telehealth.

Office for Civil Rights (OCR) regulatory 
parameters 

CMS telehealth services 
expansion

Tools and technologies to 
deliver care

• The Office for Civil Rights (OCR) at the Department 
of Health and Human Services (HHS) is exercising 
its enforcement discretion to not impose penalties 
for noncompliance with the HIPAA Rules in 
connection with the good faith provision of 
telehealth 

• Patient verbal or written consent is required –
understand the potential privacy and security risks 
of using technology

• Health care providers that seek additional privacy 
protections should provide such services through 
technology vendors that are HIPAA compliant and 
will enter into HIPAA business associate 
agreements (BAAs) in connection with the provision 
of their video communication products.

• No geographic restrictions
• Allowed practitioners are physicians, nurse 

practitioners, physician assistants, nurse midwives, 
certified nurse anesthetists, clinical psychologists, 
clinical social workers, registered dieticians, nutrition 
professionals, physical therapists, occupational 
therapists, speech-language pathologists. 

• Health care providers to exercise their professional 
judgement on when to use telehealth services to 
assess or treat patients to limit spread of infection. 

• Reimbursement is equivalent to if it had been 
provided in-person (Fee-for-service rate). Some rates 
for telephone visits have been increased.

• Coinsurance and deductible apply, but providers 
have the flexibility to reduce or waive cost-sharing. 

• As directed by OCR, providers may use 
non-public facing remote 
communication including Apple 
FaceTime, Facebook Messenger video 
chat, Google Hangouts video, Zoom, or 
Skype1

• As directed by OCR, providers can not 
use applications that are public facing 
including Facebook Live, Twitch, TikTok, 
and similar video communication1

Sources: OCR and technology, https://www.hhs.gov/hipaa/for-professionals/special-topics/emergency-preparedness/notification-enforcement-
discretion-telehealth/index.html and https://www.cchpca.org/resources/covid-19-telehealth-coverage-policies

The information in this presentation is current as of 5/15/2020
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Coding & Billing – Telehealth for Professional Services
For dates of service starting March 6, 2020, Providers can bill for a wider range of services as telehealth to increase patient access to care.

• Approximately 180 different codes available for reimbursement if provided via telehealth. (list available at: https://www.cms.gov/Medicare/Medicare-general-information/telehealth/telehealth-codes)

Visit Type Service Description Coding Application

Medicare 
Telehealth Visit

A visit with a provider that uses telecommunication systems between a provider and a patient 
expanding to include new patient visits. Telephone E/M services are reimbursable at the same RVUs 
as an established E/M service. Expansion of eligible providers to include physical and occupational 
therapist and speech language pathologist

CMS maintains a list of services that are normally furnished in-person that may be furnished via 
Medicare telehealth1

Codes include both new and established patient visits. Common/example telehealth 
services include:
• 99211-99215 (Evaluation & management (E&M) services)
• 99441-99443 (Telephone E&M services by practitioners who bill independently)
• 98966 – 98968 (Telephone E&M services by practitioners who cannot bill 

independently)
Documentation guidelines for office visits are based on physician time spent on the 
date of visit or medical decision-making (MDM). CMS will utilize the 2020 physician 
time and definitions of MD

Virtual Check-In
(Medicare and 
specific Payor 

guidelines) 

A brief (5-10 minutes) check-in with your practitioner via telephone or other telecommunication 
device to decide whether an office visit or other service is needed. A remote evaluation of recorded 
video and/or images submitted by an established patient. The communication is not related to a 
medical visit within the previous 7 days and does not lead to a medical visit within the next 24 hours

• HCPCS code G2010:  Remote evaluation of recorded video and/or images 
submitted by an established patient

• HCPCS code G2012:  Brief communication technology-based services between 
a provider and an established patient; 5-10 mins

E-Visit
(9942X –

Commercial; 
G206X – Medicare)

A communication between an established patient and their provider through an online patient portal, 
cumulative time over 7 days. 

• 99421:    5-10 mins of medical discussion, E&M
• 99422:  11-20 mins of medical discussion, E&M
• 99423:  21-30 mins of medical discussion, E&M
• G2061:  5-10 mins of nonphysician medical discussion
• G2062:  11-20 mins of nonphysician medical discussion
• G2063:  21-30 mins of nonphysician medical discussion

Remote Patient 
Monitoring

The transmission of health or medical data utilizing remote patient monitoring technologies.

For suspected or confirmed COVID-19 patients, code 99454 time management provisions have been 
made to state: periods of time that are fewer than 16 days of 30 days, but no less than 2 days for 
patients who have suspected or confirmed diagnosis of COVID-19

• 99453:  Remote monitoring of physiologic parameters, initial
• 99454:  Remote monitoring of physiologic parameters, each 30 days

Sources:  https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet
https://www.hhs.gov/hipaa/for-professionals/special-topics/emergency-preparedness/index.html
https://edit.cms.gov/files/document/medicare-telehealth-frequently-asked-questions-faqs-31720.pdf
https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes
https://www.codingclinicadvisor.com/faqs-icd-10-cm-coding-covid-19

Place of Service
Standard telehealth service:  Use code 02-Telehealth which is still allowed but pays the facility rate. 
Waiver-specific telehealth service:  Original POS + modifier 95 (may vary by payer)

The information in this presentation is current as of 5/15/2020
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Provider-based Departments: Temporary Relocation
On April 30, 2020, CMS provided an Interim Final Rule with Comment Period (IFC) to allow hospitals to expand capacity by creating new or relocating 
existing provider-based departments (PBD) during the public health emergency (PHE)

Service Type Services Included Other Notes

Hospital Outpatient and CMHC 
Therapy, Education, and Training 

Services

• Outpatient therapy, counseling, educational services, partial hospitalization 
services

• Not an exhaustive list; CMS plans to update the list periodically

• General physician supervision required (defined under § 410.27), meaning a service 
must be furnished under the physician's overall direction and control but their 
presence is not required 

• Physician or NPP order is still required

Hospital In-Person Clinical Staff 
Services in a Temporary Expansion 
Location (which may be the home)

• Services furnished by clinical staff under a provider’s order that do not 
require professional work by the provider, and thus, are billed only under the 
OPPS when furnished by the hospital and are not separately billable under 
the PFS

• Examples:  Wound care, chemotherapy administration, and other drug 
administration 

• Must be provided in-person
• Performed under “general supervision”

Hospital Services Accompanying a 
Professional Service Furnished Via 

Telehealth 

• Practitioners furnish and bill for their professional services indicating the 
place of service as a HOPD, and the hospital bills separately to be paid for the 
clinical labor, equipment, overhead, and capital to support the delivery of that 
professional service

• Bill the originating site facility fee for the service (Q3014)

Background
• Applicable to relocated on-campus PBDs and excepted off-campus PBDs for services provided by hospital clinical staff, unless incident to the professional services of another provider (then not billable by facility) 
• Alternative locations may help maintain separation between COVID-positive and COVID-negative patients 
• Locations may be a patient’s home, as long as the patient is registered as an outpatient of the hospital and the patient is receiving covered outpatient department services from the hospital 

Action Needed
• Updated CMS-855A enrollment form is not required
• Hospitals should notify their CMS Regional Office of 1) hospital CCN, 2) address of the current PBD, 3) the address(es) of the relocated PBD(s), 4) service start date at the new PBD(s), 5) a brief justification for the 

relocation and the role of the relocation in the hospital’s response to COVID-19, and 6) an attestation that the relocation is consistent with their state’s emergency preparedness or pandemic plan 
• Append the PO modifier for excepted items and services and the PN modifier for nonexcepted services 

Source: Federal Register / Vol. 85, No. 90 / Friday, May 8, 2020 / Rules and Regulations

The information in this presentation is current as of 5/15/2020
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Telehealth – Medicare Advantage and Medicaid
Updates to the Applicability of Diagnoses from Telehealth Services for Risk Adjustment and Provider Based Department: 

Medicare Advantage (MA) organizations can expand the scope of services currently offered via telehealth

• MA plans can provide enrollees access to Medicare Part B services via telehealth in any geographic area and from a variety of places, including the 
beneficiaries’ home 

• CMS will permit MA plans to waive cost-sharing for telehealth services
• On April 10, 2020, CMS issued guidance on the use of diagnoses from telehealth visits for risk adjustment payment purposes when those visits meet all 

criteria for risk adjustment eligibility, which include being from an allowable inpatient, outpatient, or professional service, and from a face-to-face encounter. 
These changes apply to Medicare Advantage (MA), Cost, Programs of All-Inclusive Care for the Elderly (PACE), and Demonstration organizations.

• This use of diagnoses from telehealth services applies both to submissions to the Risk Adjustment Processing System (RAPS), and those submitted to the 
Encounter Data System (EDS). While MA organizations and other organizations that submit diagnoses for risk adjusted payment identify which diagnoses 
meet risk adjustment criteria for their submissions to RAPS, MA organizations (and other organizations as required) report all the services they provide to 
enrollees to the encounter data system and CMS identifies those diagnoses that meet risk adjustment filtering criteria. In order to report services to the EDS 
that have been provided via telehealth, use place of service code “02” for telehealth or use the CPT telehealth modifier “95” with any place of service.

Medicaid - State Medicaid programs now have broad authority to cover telehealth during the public health emergency period  
• States are encouraged to facilitate clinically appropriate care within Medicaid via telehealth technology to deliver services covered under the state’s plan 
• States can use telehealth or telephonic consultations in place of typical face-to-face requirements when certain conditions are met. Licensure requirements 

are waived, but state requirements still apply 
• States can submit waivers to expand the range of and available flexibilities for covering Medicaid telehealth services

Sources: 
https://www.cms.gov/Medicare/Medicare-Fee-for-Service Payment/PhysicianFeedbackProgram/Downloads/Risk-
Adjustment-Fact-Sheet.pdf
https://www.cms.gov/files/document/applicability-diagnoses-telehealth-services-risk-adjustment-4102020.pdf
CMS, Memo – Information related to Coronavirus Disease 2019 – COVID-19, March 10, 2020
CMS, Memo – Applicability of diagnoses from telehealth services for risk adjustment, April 10, 2020 
CMS, Medicare Advantage and Part D plans: CMS Flexibilities to fight COVID-19

1 42 CFR § 410.78(a)(3) “Interactive telecommunications system means multimedia communications equipment that includes, at a 
minimum, audio and video equipment permitting two-way, real-time interactive communication between the patient and distant site 
physician or practitioner. Telephones, facsimile machines, and electronic mail systems do not meet the definition of an interactive 
telecommunications system.” 

The information in this presentation is current as of 5/15/2020
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Updates to Coding, Billing and Documentation 
Practices
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Diagnosis Coding for COVID-19

CARES Act:  Medicare IPPS 20% Add-on

Different rules for COVID-19 related diagnoses capture and sequencing based on discharge date

Discharges prior to April 1, 2020 

ICD-10-CM code B97.29 Other coronavirus as the cause of diseases classified elsewhere

• Coding instructions states to code the “other disease” first

Effective February 20, 2020, CDC released a supplement for coding encounters related to COVID-19

Discharges as of April 1, 2020

New ICD-10-CM code U07.1 COVID-19 

• U07.1 can be used as a principal or as a secondary diagnosis

Official coding guidelines specific for coding COVID-19 effective with April 1, 2020 discharges

Sources: CDC, https://www.cdc.gov/nchs/data/icd/ICD-10-CM-Official-Coding-Gudance-Interim-
Advice-coronavirus-feb-20-2020.pdf
CMS, https://www.cdc.gov/nchs/data/icd/COVID-19-guidelines-final.pdf

The information in this presentation is current as of 5/15/2020
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Coding & Billing – COVID-19 Testing Lab Services
Providers billing for COVID-19 testing should use the following HCPCS / CPT codes and guidelines during the PHE

Code Description Effective Date
Antigen/Molecular Tests

U0001 CDC 2019 novel coronavirus (2019 ncov) real time rt pcr diagnostic panel 4/1/20201

U0002 Non-CDC laboratory tests for SARS-CoV-2/2019-nCoV (COVID-19) 4/1/20201

87635 Infectious agent detection by nucleic acid (DNA or RNA); severe acute respiratory syndrome coronavirus 2 (SARS CoV-2) (Coronavirus disease [COVID-19]), amplified probe 
technique 3/13/2020

U0003 Infectious agent detection by nucleic acid (DNA or RNA); severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (Coronavirus disease [COVID-19]), amplified probe 
technique, making use of high throughput technologies as described by CMS-2020-01-R. 3/18/2020

U0004 2019-nCoV Coronavirus, SARS-CoV-2/2019-nCoV (COVID-19), any technique, multiple types or subtypes (includes all targets), non-CDC, making use of high throughput 
technologies as described by CMS-2020-01-R 3/18/2020

Antibody Tests

86328 Immunoassay for infectious agent antibody(ies), qualitative or semiquantitative, single step method (e.g., reagent strip); severe acute respiratory syndrome coronavirus 2 
(SARS-CoV-2) (Coronavirus disease [COVID-19]) 4/10/2020

86769 Antibody; severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (Coronavirus disease [COVID-19]) (multi step method) 4/10/2020

Specimen Collection

G2023 Specimen collection for severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (Coronavirus disease [COVID-19]), any specimen source (Billable only by clinical 
diagnostic laboratories) 3/1/2020

G2024 Specimen collection for severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (Coronavirus disease [COVID-19]), from an individual in a skilled nursing facility or by a 
laboratory on behalf of a home health agency, any specimen source (Billable only by clinical diagnostic laboratories) 3/1/2020

99211 Specimen is collected during a visit where the face-to-face interaction only involves clinical staff of the billing professional for the purpose of a COVID-19 assessment and 
specimen collection, new and established patients 3/1/2020

C9803 Hospital outpatient clinic visit specimen collection for severe acute respiratory syndrome coronavirus 2 (sars-cov-2) (coronavirus disease [covid-19]), any specimen source 3/1/2020

1 HCPCS codes are effective as of 4/1/2020, but can be retroactively billed for services beginning on 2/4/2020 ADDITIONAL NOTES
• Providers should work with their commercial payers to determine the appropriate coding requirements.
• Providers should add above codes to their chargemaster, update associated clinical systems, and monitor revenue 

and usage of these services as well as associated reimbursement.
• During the COVID-19 PHE, COVID-19 tests may be covered when ordered by any health care professional authorized to 

do so under state law (normally must be based on the order of a treating physician or NPP per § 410.32[a])

Sources:  https://www.cms.gov/files/document/03052020-medicare-covid-19-fact-sheet.pdf
https://www.cms.gov/files/document/03092020-covid-19-faqs-508.pdf
https://www.cms.gov/files/document/mac-covid-19-test-pricing.pdf
https://www.ama-assn.org/system/files/2020-03/cpt-assistant-guide-coronavirus.pdf
https://www.cms.gov/outreach-and-educationoutreachffsprovpartprogprovider-partnership-email-archive/2020-03-31-mlnc-
se#_Toc36550824
https://www.ama-assn.org/press-center/press-releases/ama-announces-expedited-updates-cpt-covid-19-antibody-tests
https://www.cms.gov/files/document/cms-2020-01-r.pdf
https://www.cms.gov/files/document/covid-medicare-and-medicaid-ifc2.pdf
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https://www.cms.gov/files/document/03052020-medicare-covid-19-fact-sheet.pdf
https://www.cms.gov/files/document/03092020-covid-19-faqs-508.pdf
https://www.cms.gov/files/document/mac-covid-19-test-pricing.pdf
https://www.ama-assn.org/system/files/2020-03/cpt-assistant-guide-coronavirus.pdf
https://www.cms.gov/outreach-and-educationoutreachffsprovpartprogprovider-partnership-email-archive/2020-03-31-mlnc-se#_Toc36550824
https://www.ama-assn.org/press-center/press-releases/ama-announces-expedited-updates-cpt-covid-19-antibody-tests
https://www.cms.gov/files/document/cms-2020-01-r.pdf
https://www.cms.gov/files/document/covid-medicare-and-medicaid-ifc2.pdf
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Coding & Billing – COVID-19 Testing Lab Services
Billing guidelines for COVID-19 testing under a Clinical Laboratory Improvement Amendment (CLIA) Certificate of Waiver and use of QW modifier (as of 
5/11/2020)

There are currently four (4) tests approved for use as “Waived”:

In total, there are 67 authorized COVID laboratory antigen and antibody tests. The remaining 63 are listed as either Moderate Complexity or High Complexity Authorized Settings that 
can be performed by laboratories that meet requirements to perform moderate or high complexity tests as applicable.

Date EUA Issued Manufacturer Diagnostic
(Letter of Authorization) Technology

3/20/2020 Cepheid Xpert Xpress SARS-CoV-2 Test Molecular

3/23/2020 Mesa Biotech Inc. Accula SARS-Cov-2 Test Molecular

3/27/2020 Abbott Diagnostics Scarborough, Inc. ID NOW COVID-19 Molecular

5/8/2020 Quidel Corporation Sofia 2 SARS Antigen FIA Antigen

Background:  QW modifier addition to HCPCS codes U0002 and 87635 
• Waived tests are categorized as “simple laboratory examinations and procedures that have an insignificant risk of an erroneous result” (CLIA), and are traditionally 

determined quarterly by the FDA
• However, the approval process currently follows an Emergency Use Authorizations (EUA) process that make available diagnostic and therapeutic medical devices to 

diagnose and respond to public health emergencies
• Tests listed on the FDA’s EUAs for COVID-19 website including the terms “patient care settings outside of the clinical laboratory environment,” “near patient testing,” or 

“point of care” in the EUA can be used by facilities having a current CLIA certificate of waiver
• HCPCS code U0002 and 87635 must have the modifier QW to be recognized as a test that can be performed in a facility having a CLIA certificate of waiver

Recommended Action:  Consider linking the QW modifier as applicable to the appropriate lab tests in the chargemaster Sources:  https://www.cms.gov/files/document/r10066otn.pdf
https://www.cms.gov/files/document/mm11765.pdf
https://www.fda.gov/medical-devices/emergency-situations 
medical-devices/emergency-use-authorizations#covid19ivd

The information in this presentation is current as of 5/15/2020
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Modifiers and Condition Codes
As a result of this PHE, apply the following to claims for which Medicare payment is based on a “formal waiver” including, but not limited to, Section 
1135 or Section 1812(f) of the Act: 

“DR” (disaster related) condition code for institutional billing
“CR” (catastrophe/disaster related) modifier for Part B billing, both institutional and non-institutional

• CMS is not requiring the CR modifier on telehealth services 
“CS” modifier for services subject to the cost-sharing waiver for COVID-19 testing-related services

• Effective March 18, 2020
• Medical visits that result in an order for or administration of a  COVID-19 test, and
• are related to furnishing or administering such a test or to the evaluation of an individual for purposes of determining the need for such a 

test; and
• are in any of the following categories of HCPCS evaluation and management codes: 

• Office and other outpatient services 
• Hospital observation services 
• Emergency department services 
• Nursing facility services 
• Domiciliary, rest home, or custodial care services 
• Home services 
• Online digital evaluation and management services 

95 modifier indicating that the service rendered was performed via telehealth 
• Effective March 2, 2020

Source: https://www.cms.gov/about-cms/emergency-preparedness-response-operations/current-emergencies/coronavirus-waivers

The information in this presentation is current as of 5/15/2020
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Questions to Consider Moving Forward 
What policies might address these 
concerns and still support major shifts 
to telemedicine/ virtual care? 

3

Open enrollment – how might this change 
enrollment? 
• Onboarding
• Benefit selection 

Will consumers demand these services to 
continue now that they’ve tried them, or 
choose plans based on telehealth benefits 
offered? 

Potential concerns about continuing 
some of these policies 2

“Excess utilization: Physicians and hospitals 
will be looking to make up lost revenue and 
will likely want more flexibility in covered 
services. How do we prepare and best care for 
patients whose medical needs went untreated 
during the pandemic? 

Liability & quality: Effectiveness of telephone 
visits vs. face-to-face interactions vs. in-person 
office visits – will quality of care suffer and will 
liabilities stem from missed diagnoses? 

Fraud & abuse: During the pandemic, the 
Administration is trusting beneficiaries to use 
care appropriately to get the care they need 
through easing telehealth access 

When will the emergency (and these 
authorities) be declared over? 1

No current end date for the public health 
emergency – must be declared by the 
Secretary of HHS 

Most of these authorities will last through the 
duration of the public health emergency or 
until it is determined that it is no longer 
necessary in conjunction with the COVID-19 
outbreak 

The emergency period expires after 90 days, 
unless further extended by the Secretary. The 
emergency period will terminate upon 
termination of the public health emergency, 
including any extensions. At the time the 
public health emergency period for COVID-19 
ends, CMS will inform states.1 (Currently July 
26, 2020)

Source: https://www.medicaid.gov/state-resource-center/downloads/covid-19-section-6008-CARES-faqs.pdf

The information in this presentation is current as of 5/15/2020
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Q&A

The information in this presentation is current as of 5/15/2020
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When is the deadline for Provider Relief Fund attestation? 

The Provider Relief Fund Application (Attestation) must be completed via the CARES Act Provider Relief Fund Payment Attestation Portal within 45 days of receipt of the first 
General Distribution

Can you ask for additional funds even if you have little or no CMS billing, e.g., pediatrics/OB/Gyn?

Anyone who meets the CARES Act definitions/parameters under the Public Emergency Fund criteria can apply. Application does not necessarily mean HHS will 
approve/distribute, but providers have to apply to be considered at all.

We have 2 inpatients uninsured that qualify for submitting COVID claims. I am assuming we cannot bill until discharge? Is 
this a correct assumption?

The claims have to be final, so yes, you would have to wait until discharge to submit. 

Where do we find information as a physician what an "expansion site" would be?

www.cms.gov/about-cms/emergency-preparedness-response-operations/current-emergencies/coronavirus-waivers
Specifically, see “Medicare 1135 Waivers & Two Interim Final Rules Enabling Health System Expansion”

Will Critical Access Hospitals (CAH) get 20% additional as well?

The 20% is a temporary increase to the Medicare IPPS related to COVID DRG. All entities that are already eligible to receive reimbursement through the Medicare IPPS are 
also eligible for this increase (so long as they have COVID diagnosis-related discharges). As CAH are paid based on cost and not IPPS this change does not appear to apply 
to them. 

How are non-Medicare payors addressing telehealth?

It varies. We are seeing some non-Medicare payors start to pay for it, developing policies for the upcoming plan years. They aren't required to follow Medicare but 
are trying to adapt from what we currently see. For more information, see https://www.ahip.org/health-insurance-providers-respond-to-coronavirus-covid-19/

http://www.cms.gov/about-cms/emergency-preparedness-response-operations/current-emergencies/coronavirus-waivers
https://www.ahip.org/health-insurance-providers-respond-to-coronavirus-covid-19/
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DRAFT

Thank You!
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This presentation contains general information only and Deloitte is not, by
means of this presentation, rendering accounting, business, financial,
investment, legal, tax, or other professional advice or services. This
presentation is not a substitute for such professional advice or services, nor
should it be used as a basis for any decision or action that may affect your
business. Before making any decision or taking any action that may affect
your business, you should consult a qualified professional advisor. Deloitte
shall not be responsible for any loss sustained by any person who relies on
this presentation.

As used in this document, “Deloitte” means Deloitte & Touche LLP, a
subsidiary of Deloitte LLP. Please see www.deloitte.com/us/about for a
detailed description of our legal structure. Certain services may not be
available to attest clients under the rules and regulations of public
accounting.
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