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4L-7.020 Florida Workers' Compensation Health Care Provider Fee for Service
Reimbursement Manual.

(1) The Florida Workers' Compensation Health Care Provider Fee for Service Reimbursement
Manual, 2002 Edition, is adopted by reference as part of this rule. The manual contains
reimbursement policies and maximum reimbursement allowances for physician services, non-
physician services, pharmaceutical and medical supplies, as well as basic instructions and
information for all providers and insurance carriers in the preparation and reimbursement of bills for
medical services. The Florida Workers' Compensation Health Care Provider Fee for Service
Reimbursement Manual, 2002 Edition, is available for inspection during normal business hours at
the State of Florida, Division of Workers’ Compensation, Document Processing Center, 200 E.
Gaines Street, Tallahassee, Florida 32399-4230 or via the Division’s web site at
http://www2.myflorida.com/les/wc/ .

(2) The Current Procedural Terminology (CPT®), Fourth Edition, Copyright 2001, American
Medical Association (cover states “Current Procedural Terminology CPT®, 2002 Standard
Edition”); the Current Dental Terminology (CDT-3), Third Edition, Copyright 1999, American
Dental Association (cover states “Current Dental Terminology (CDT-3), Version 2000”); and 2002
HCPCS Level II Professional (HCPCS), Thirteenth Edition, Copyright 2001 Ingenix, are adopted
by reference as part of this rule. When a procedure or service is performed, which is not listed in the
Florida Workers' Compensation Health Care Provider Fee for Service Reimbursement Manual,
2002 Edition, the provider must use a code contained in either the CPT®, CDT-3 or HCPCS.

Specific Authority 440.13(7), (8), (11)-(14), 440.591 F.S.

Law Implemented 440.13(6)-(8), (11)-(14) E.S.

History--New 10-1-82, Amended 3-16-83, 11-6-83, 5-21-85, Formerly 38F-7.20, Amended 4-1-88,
7-20-88, 6-1-91, 4-29-92, 2-18-96, 9-1-97, 12-15-97, 9-17-98, 9-30-01, 7-7-02, Formerly 38F-
7.020.
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Rule 4L.-7.020, Florida Administrative Code
In accordance with section 440.13, Florida Statutes (F.S.), this manual provides reimbursement
policies and a schedule of maximum reimbursement allowances for physicians and other licensed
health care providers rendering medical services to Florida’s injured workers. The maximum

reimbursement allowances and procedure codes are listed in Section X.

NOTICES AND DISCLAIMERS

The 2002 Florida Workers’ Compensation Health Care Provider Fee for Service Reimbursement
Manual provides five-digit numeric codes and modifiers for reporting medical services and
procedures that were selected from the following references by the State of Florida, Department
of Insurance, Division of Workers’ Compensation, and the Agency for Health Care
Administration for inclusion in this publication. When a service or procedure is performed that
does not have a procedure code listed in the 2002 Florida Workers’ Compensation Health Care
Provider Fee for Service Reimbursement Manual, the physician or health care provider must use
a code listed in the following materials:

Current Procedural Terminology (CPT®), Fourth Edition, Copyright 2001,
American Medical Association.

Current Dental Terminology (CDT-3), Third Edition, Copyright 1999, American
Dental Association.

2002 HCPCS Level I Professional (HCPCS), Thirteenth Edition, Copyright
2001, Ingenix.

The CPT and CDT-3 contain listings of descriptive terms and identifying codes used for
reporting medical and dental services and procedures by physicians and dentists.

HCPCS includes a listing of injection medications and numeric codes used for reporting
subcutaneous, intramuscular and intravenous injections administered by physicians. HCPCS
also contains a listing of descriptive terms and numeric codes used for reporting dental services
and procedures performed by dentists.

It is expressly understood and agreed that the American Medical Association’s rights include, but
not limited to, common law and statutory rights of literary property in the CPT and in any update
thereto, including all descriptive terms and identifying codes and modifiers for reporting
procedures and medical services and/or any other information or materials contained in the CPT
and in any update thereto are not assigned or released as a result of the agreement between the
American Medical Association and the State of Florida, but are at all times reserved and retained
by the American Medical Association.
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CPT codes, descriptions and material only are copyright 2001 American Medical Association.
All Rights Reserved. No fee schedules, basic units, relative values or related listings are
included in CPT. The American Medical Association assumes no liability for the data contained
or not contained herein.

This product includes CPT which is commercial technical data and/or computer data bases
and/or commercial computer software and/or commercial software documentation, as applicable
which were developed exclusively at private expense by the American Medical Association, 515
North State Street, Chicago, Illinois 60610. U.S. Government rights to use, modify, reproduce,
release, perform, display, or disclose these technical data and/or computer data bases and/or
computer software and/or computer software documentation are subject to the limited rights
restrictions of DFARS 252.227-7015(b)(2) (June 1995) and/or subject to the restrictions of
DFARS 227.7202-1(a) (June 1995) and DFARS 227.7202-3(a) (June 1995), as applicable for
U.S. Department of Defense procurements and the limited rights restrictions of FAR 52.227-14
(June 1987) and/or subject to the restricted rights provisions of FAR 52.227-14 (June 1987) and
FAR 52.227-19 (June 1987), as applicable, and any applicable agency FAR Supplements, for
non-Department of Defense Federal procurements.
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Florida Workers’ Compensation Health Care Provider Fee for Service Reimbursement Manual, 2002 Edition

SECTION I: ADMINISTRATIVE PURPOSE OF MANUAL.

The administrative purpose of the Florida Workers’ Compensation Health Care Provider Fee For
Service Reimbursement Manual, 2002 Edition, is to provide reimbursement policies and a
schedule of maximum reimbursement allowances for physicians and other licensed health care
providers, rendering medically necessary services to Florida’s injured workers. Federal facilities
are exempt from the reimbursement policies and maximum reimbursement allowances provided
in this manual.

All health care providers who participate in a workers’ compensation managed care arrangement
may enter into contractual agreements for reimbursement. The agreements are made with
workers’ compensation insurance carriers or entities authorized to do business in Florida. The
policies and schedule of maximum reimbursement allowances contained in this manual are not
required to be adopted or used in managed care contracts.

SECTION II: BASIC PROGRAM REQUIREMENTS.
A. Authorization.

1. Florida health care providers, out-of-state providers and federal facilities must be
authorized by the employer’s workers’ compensation carrier or a self-insured employer
prior to rendering medical services to an employer’s injured employee. Furthermore,
providers may not refer injured workers to other providers or facilities without prior
authorization from a carrier.

2. Carriers must comply with the statutory requirements in section 440.13, Florida Statutes
(F.S.), in responding to authorization requests.

3. Emergency care, defined in section 395.002, F.S., does not have to be authorized by a
carrier nor do provider referrals for emergency treatment resulting from emergency care.
These are the only exceptions to the requirements of prior authorization for medical care
and treatment.

B. Billing.
Health care providers, including out-of-state providers and federal facilities, must report
medical services rendered and must bill in accordance with rule 4L-7.602, Florida
Administrative Code (F.A.C.).

C. Certification.
Florida health care providers, in order to qualify for reimbursement for rendering medical

services to injured employees, must comply with provider eligibility requirements in section
440.13, F.S.
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D. Materials Adopted for Reference.

1.

The following publications are adopted for reference to the listings of descriptive terms
and identifying codes for reporting medical services and procedures provided to injured
employees by physicians and other health care providers:

a. Current Procedural Terminology (CPT*), Fourth Edition, Copyright 2001, American
Medical Association.

b. Current Dental Terminology (CDT-3), Third Edition, Copyright 1999, American
Dental Association.

c. 2002 HCPCS Level II Professional (HCPCS), Thirteenth Edition, Copyright 2001,
Ingenix.

Physicians and providers shall use the procedure codes and descriptions, modifiers,
guidelines, definitions and instructions of the referenced CPT, CDT-3 and HCPCS in part
for injections and dental, when billing workers’ compensation carriers for medical
services rendered to injured employees. Physicians shall use the temporary CPT codes
for emerging technology, services and procedures if a code is available instead of an
unlisted code. The procedure code descriptors, guidelines, definitions, and instructions of
the aforementioned references are not provided in this manual. Any modification to a
procedure code descriptor by the workers’ compensation program shall be specified and
shall take precedence over any descriptor contained in the CPT, CDT-3 or HCPCS.

E. Medical Records.

1.

Required documentation.

Unless instructed otherwise, it is the responsibility of all health care providers to furnish
with the medical bill, without charge, the following documentation to the carrier and to
the Division of Workers’ Compensation (Division) or Agency for Health Care
Administration (AHCA), if requested.

a. A complete report of the patient’s symptoms, findings and plan of treatment within
fifteen (15) days after the service or specific evaluation is rendered unless otherwise
specified by law.

b. An operative report when a surgical procedure is performed.

c. A narrative report when a consultation or an independent medical examination is
rendered.

d. A narrative report, computerized report or other explanatory report form when a
report is listed as part of a procedure code’s descriptor, when a report is provided as
an explanation of the results of the testing procedures or when anesthesia, pathology,
or radiology services are performed.
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2. Additional written documentation.

If requested, additional written documentation must be provided by a health care provider
to a carrier, without charge, when the medical necessity of medical care must be
substantiated in more detail than the information contained in the medical record. Failure
to forward the following information, when requested by the carrier, may result in the
billed service being disallowed and not reimbursed.

a. Objective findings that support the need for medical care, as well as continuing
treatment.

b. The estimated period of time and number of services required for treatment.
c. The anticipated benefits of the treatment to the patient.
3. Special requests.

Carriers may request physicians to complete information on forms not required by the
Division or the Agency or to prepare special narrative reports. Prior to a provider’s
provision of a special request, reimbursement for the completion of the special form or
report shall be agreed upon by the carrier and provider. Reimbursement for special
requests, reported under procedure code 99080, shall be made by the carrier at the agreed
upon reimbursement amount.

4. Copies of medical records.

a. A health care provider, when requested, shall provide a copy of the injured
employee’s medical records to a carrier or carrier’s representative, attorney or
rehabilitation staff. Reimbursement shall be made to a health care provider for
medical records by the carrier as follows:

(1) Up to $1.00 per page for providing copies of requested medical records, or for
furnishing duplicates of required documentation, additional written documentation
or other records previously submitted to the carrier.

(2) An additional fee up to $1.00 per year for each year of records, when a year or
more of medical records are requested by a carrier.

b. A health care provider, when requested, shall furnish an injured employee or the
employee’s attorney a copy of the employee’s medical chart, records and reports.
Reimbursement for medical records shall be made to a health care provider by the
employee or employee’s representative at $.50 per page.

c. A health care provider, when requested, shall furnish the injured employee’s non-
paper medical records to an injured employee and a carrier or any of their
representatives. Reimbursement shall be made to a health care provider by the
requesting party at the provider’s actual cost for x-rays, microfilm, or other non-paper
records.
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d. A health care provider, when requested, shall provide medical records to the Division

or Agency without charge. Failure to forward the requested information shall result
in administrative action pursuant to the provisions in section 440.13, F.S.

F. Reimbursement Information.

1.

Provider payment.

a.

Federal facilities.

Federal facilities are exempt from the reimbursement provisions and allowances in
this reimbursement manual. Reimbursement shall be made to a federal facility at its
usual and customary charges by a carrier.

Florida health care providers.

Reimbursement shall be made to a Florida health care provider for medical services.
Reimbursement shall be the lesser of provider’s usual and customary charges or this
manual’s maximum reimbursement allowances after application of the reimbursement
guidelines in Section II. F.2.

Out-of-state providers.

(1) Prior to the delivery of medical services, a carrier may mutually agree with an out-
of-state provider on the amounts of reimbursement to be made by the carrier for
the services to be provided. Reimbursement shall be made by the carrier at the
reimbursement amount agreed upon by the provider and carrier.

(2) If a reimbursement agreement is not made, the carrier shall reimburse the provider
the greater of the applicable maximum reimbursement allowances for the services
in this manual, or the maximum reimbursement allowances under the workers’
compensation program in the state where the services are provided.

2. Reimbursement guidelines.

a.

Procedure codes paid by maximum reimbursement allowances (MRAs).

Reimbursement for procedure codes, billed by a provider that are listed in this manual
with assigned MRAs, shall be made by the carrier at the maximum allowances after
the application of any reimbursement policies contained in this manual.

Procedure codes paid by report (BR).

(1) Reimbursement by the carrier for procedure codes paid by report (BR) shall be
based on a provider’s documentation submitted to the carrier in a special report
containing information on the complete description of the services or procedures,
medical necessity, pertinent clinical data, prevailing charges, fees, relative values
and reimbursement for similar procedures or cost of the services or supplies.
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(2) The information, furnished by the provider in a special report to satisfy the BR
requirement for reimbursement purposes, shall be in addition to the requirements
in Section II. E. Reimbursement by the carrier shall be determined by report (BR)
for the following procedure codes:

(a) Procedure codes that are listed in this manual that do not have an assigned
MRA but a BR in the MRA column for specific procedures, services or
supplies.

(b) Procedure codes that are listed in this manual with BR in the MRA column for
non-referenced medical procedures billed for the appropriate anatomical area
with a generic code ending in “ 99 .

(c¢) Temporary five character alphanumeric codes that are listed in the published
CPT or provided electronically on the American Medical Association’s CPT
web site but are not listed in this manual. If a temporary code is available, it
must be reported instead of an unlisted code.

(d) Valid procedure codes that are listed in the materials adopted for reference in
Section I, D. but not listed in this manual.

Procedure codes not covered (NC).

Reimbursement shall not be made for services or supplies that are not covered (NC)
under Florida’s workers’ compensation program. Reimbursement shall not be made
for procedure codes listed in this manual with NC in the MRA column.

Exclusions.

(1) Reimbursement shall not be made for failed appointments. This exclusion does
not apply to the statutory provisions for independent medical examinations
contained in section 440.13, F.S.

(2) Reimbursement shall not be made for services or supplies that are provided solely
for the purpose of maintaining or promoting the injured employee’s health beyond
pre-injury health status.

Exceptions.

All health care providers are subject to the reimbursement guidelines contained in this
manual. If a provider deems it is medically necessary in the treatment of a particular
individual’s injury or illness to furnish medical services which exceed the number of
services in specific reimbursement policy guidelines:

(1) A provider must request prior authorization from the carrier for treatment beyond
any limitations imposed by the guidelines and must submit documentation to the
carrier, substantiating the medical necessity for the request.
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(2) A provider must receive specific written authorization from the carrier to render
the requested services before they are provided and billed.

3. Carrier reimbursement responsibilities.

a. Carriers shall use the procedure codes and descriptions, guidelines, definitions and
instructions of the referenced CPT, CDT-3 and HCPCS in part for injections and
dental when reviewing bills before making reimbursement decisions.

b. Carriers shall have a methodology, available upon request by the Division or the
Agency, for determining reimbursement for procedure codes that have no established
MRAs, including temporary codes, unlisted codes and procedure codes that are paid
BR.

(1) Carriers shall utilize the expertise of peer review physicians for concerns
regarding the appropriateness and cost of the medical services reported; billing
and coding issues; and reimbursement determinations.

(2) Carriers shall make reimbursement decisions based on all the provider
documentation; the carrier medical claims data; relative value studies; prevailing
charges and reimbursement for procedures, services and supplies; and peer review
physician recommendations.

c. Carriers shall reimburse all medically necessary services provided in a documented
medical emergency.

d. Carriers shall reimburse all authorized medically necessary services including those
prior authorized services that exceed the reimbursement guidelines set forth in this

manual.

e. Carriers shall provide an explanation of bill review, which shall comply with the
instructions and requirements in rule 4L-7.602, F.A.C.

SECTION III: DENTAL SERVICES.

A. All dental services shall be authorized by a carrier before the services are initiated.
Reimbursement to a dentist or oral surgeon shall only be made by a carrier for authorized
services.

B. Workers’ compensation billing requirements.

Dental services shall be billed by dentists and oral surgeons, pursuant to the following
requirements and to the billing instructions in rule 4L-7.602, F.A.C., for DWC-9 (HCFA-
1500) and DWC-11 (J588).
1. General dental services.

a. General dental services shall be billed by dentists on DWC-11.

6
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b. The dental guidelines and the American Dental Association’s dental procedure codes
and descriptors shall be used from either the referenced CDT-3 or HCPCS.

2. Oral and maxillofacial surgical services.

a. Oral and maxillofacial surgical services shall be billed by oral surgeons on form
DWC-9.

b. The surgical guidelines and the American Medical Association’s procedure codes,
descriptors and modifiers shall be used from the referenced CPT. Surgeons shall
refer to the surgical services section of this manual for information on multiple
surgical procedures, as well as other surgical reimbursement guidelines. In addition,
surgeons shall refer to other sections and shall use any procedure code from this
manual for a service deemed medically necessary.

3. Temporomandibular joint services.

a. Non-surgical treatment of temporomandibular joint disorders shall be billed by
dentists on DWC-11.

b. The appropriate guidelines and procedure codes and descriptors shall be used from
either the referenced CPT, CDT-3 or HCPCS. A combination of CPT and dental
procedure codes may be used. Dentists shall refer to the physical medicine section of
this manual for information on physical therapy reimbursement guidelines.

C. Reimbursement.

1.

Reimbursement to a dentist or oral surgeon for a dental procedure or service shall be the
provider’s charge or the listed MRA, whichever is less.

Reimbursement to a surgeon for an oral and maxillofacial consultation shall be limited to
one (1) consultative visit per date of accident.

SECTION IV: DISPENSING OF MEDICATION.

A. Medicinal drugs.

1.

Medicinal drugs, commonly known as legend or prescription drugs, shall be ordered for
an injured employee by a licensed physician, authorized by state law to prescribe such
drugs and authorized by the carrier to treat the employee.

Medicinal drugs are dispensed, stored and sold only by a pharmacist licensed under
Chapter 465, F.S., or a dispensing practitioner, according to the provisions in section
465.0276, F.S.

Medicinal drugs may be compounded by a pharmacist or physician when the drug
formulation prescribed is not available commercially.
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4. Federal regulations.

a.

The Food and Drug Administration requires drug manufacturers to register and list
manufactured drug products. The National Drug Code (NDC) is assigned by the
manufacturer and placed on all prescription stock packages.

The NDC must be shown on all pharmaceutical billing unless otherwise defined in
rule 4L-7.602, F.A.C.

The Food and Drug Administration considers the “compounding of drugs” to be the
practice of pharmacy/medicine. A compounded drug does not have a NDC.

5. Workers’ compensation billing requirements.

a.

Medicinal drugs shall be billed by a pharmacist on the DWC-10, pursuant to the
billing instructions in rule 4L-7.602, F.A.C.

Medicinal drugs shall be billed by a dispensing physician on the DWC-9, pursuant to
the billing instructions in rule 4L-7.602, F.A.C. A dispensing physician shall also
enter the following information on the DWC-9:

(1) The workers’ compensation unique procedure code 96370 in element 24D under
the area marked CPT/HCPCS in the first section of this block.

(2) The whole numeric quantity dispensed in element 24G.
(3) The NDC or the word “COMPOUND” in capital letters in element 24D under the

area designated for a two digit modifier and continuing on the same line in the
second section of this block.

6. Reimbursement limitations.

a.

A pharmacist or physician shall be reimbursed for dispensing medication. Medicinal
drugs shall be reimbursed the lesser of:

(1) The pharmaceutical reimbursement formula:
Average Wholesale Price (AWP) x 1.2 + $4.18 = Reimbursement

(2) The contracted reimbursement amount determined in accordance with the
contractual arrangement between the provider and carrier.

A pharmacist or physician shall be reimbursed for a professional service for
compounding drugs whose formulations are not commercially available. The amount
of reimbursement to be made by the carrier shall be mutually agreed upon by the
provider and carrier prior to the compounding.
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B. Patent, proprietary or over-the-counter drugs:

1.

Proprietary drugs may be dispensed to an injured employee by a physician during an
office visit.

a. Billing requirements.

(1) Proprietary drugs shall be billed by a physician on DWC-9 under procedure code
99070.

(2) An invoice indicating the cost of the proprietary drug shall be submitted to the
carrier with the DWC-9 and shall include the name of the preparation, dosage and
package size.

b. Reimbursement.

(1) Reimbursement shall be made at the provider’s charge or no greater than twenty
(20) percent above the actual cost of the item.

(2) Reimbursement shall not be made for oral vitamins, nutrient preparations and
other dietary supplements.

Patent, proprietary or over-the-counter drugs may be dispensed by a pharmacist.
a. Billing requirements.

Over-the-counter drugs shall be billed by a pharmacist on DWC-10 in accordance
with the billing instructions in rule 4L-7.602, F.A.C.

b. Reimbursement.

Reimbursement shall be made at the pharmacist’s usual charge for the drug.

SECTION V: MEDICAL SUPPLIER SERVICES.

A.

1.

Medical supplies, durable medical equipment (DME), appliances, devices, ocular and hearing
aids, prosthetics or orthotics, shall be prescribed by a physician and may be provided to an
injured employee by a medical supplier through purchase or rental.

Authorization from the carrier must be obtained by a medical supplier prior to an injured
employee receiving any medical equipment or supplies.

The price for renting or selling medical equipment or furnishing other appliances, aids or
supplies must be agreed upon between the supplier and the carrier at the time authorization is
given by the carrier and accepted by the supplier.

The carrier may purchase the item from the supplier after considering and comparing the
purchase price with the rental price for the estimated period of time.

9
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The carrier may obtain a signed agreement from the supplier, stating that if the item is
rented and the amount of the rental payments received equals the purchase price, that the
item will become the property of the carrier or the injured employee.

D. Billing requirements.

1.

Medical suppliers shall bill on DWC-10, in accordance with the billing instructions in
rule 4L-7.602, F.A.C.

A copy of the physician’s original order for the supplies or equipment shall be submitted
with the billing form. An invoice documenting the actual cost is not required.

E. Reimbursement.

Reimbursement to a medical supplier shall be made by a carrier at the agreed upon price.

SECTION VI: MEDICAL SERVICES.

A. Biofeedback Services.

1.

Reimbursement to a health care provider for biofeedback training shall be limited to
twelve (12) visits by the injured employee per date of accident. This biofeedback
training limitation does not include individual psychophysiological therapy incorporating
biofeedback training by any modality with psychotherapy.

Reimbursement shall be made to a provider for the collection and interpretation of
biofeedback data digitally stored or transmitted by the injured worker to the provider.

Downloading of biofeedback data by a health care provider during an injured employee’s
visit for an evaluation and management service or physical medicine service shall not be
reimbursed.

B. Evaluation and Management Services.

1.

Office visits.

Reimbursement to a physician for evaluation and management services (new patient and
established patient visits) shall be made by a carrier for only one (1) visit a day.
Reimbursement to a physician for the one (1) visit shall be at the highest level of care
provided by the physician.

Consultation, confirmatory consultation and follow-up consultation services.

Reimbursement to a physician for a consultation shall include a review of all submitted
medical records, paper and non-paper; an examination of the injured employee; and a
written report.
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C. Home Health Services.

1.

Reimbursement shall be made to authorized physicians who make home visits.
Physicians shall use the evaluation and management home visit procedure codes to report
their services.

Reimbursement shall be made to home health agencies for carrier authorized home health
services provided in a patient’s residence, based on a signed order from the authorized,
treating physician and billed pursuant to rule 4L-7.602, F.A.C. Reimbursement shall be
made by the carrier at the reimbursement amount agreed upon by the home health agency
and the carrier.

D. Impairment Rating.

A treating physician shall perform an examination to evaluate an injured employee’s
condition; shall certify the employee as having reached maximum medical improvement; and
shall assign an impairment rating for the injured employee’s body as a whole, as mandated in
section 440.15, F.S.

1.

A physician shall be reimbursed for an impairment rating billed under procedure code
99455.

Reimbursement for an impairment rating shall include the evaluation visit; the
establishment of the date of maximum medical improvement, as defined in section
440.02(9), F.S., and the assignment of an impairment rating; the completion of the
required information on DWC-9a; and the submission of the DWC-9a to the appropriate
parties within ten (10) days in accordance with rule 4L-7.603, F.A.C.

E. Independent Medical Examination (IME).

An independent medical examination shall be performed by a physician pursuant to section
440.13, F.S.

1.

A physician shall be reimbursed for an independent medical examination (IME) under
procedure code 99456. The reimbursement amount shall be determined from the number
of hours reported by the provider to perform the services and the listed MRA.
Reimbursement for an IME shall be limited to payment not to exceed a maximum of two
(2) hours.

Reimbursement for an IME shall include the review of applicable paper and non-paper
medical records; an examination of the injured employee; and a written report.

F. Injections.

1.

Subcutaneous, intramuscular and intravenous injections (HCPCS J-codes and CPT
procedure codes).
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a. Reimbursement shall be made to a provider for subcutaneous, intramuscular and
intravenous injections (HCPCS J-codes). Reimbursement for an injection shall
include a local anesthetic, if necessary.

b. Reimbursement shall be made at the provider’s charge or the maximum
reimbursement allowance, whichever is less.

(1) Reimbursement shall be made for both the administration of an injection (CPT
procedure code) and the injectable medication (HCPCS J-code).

(2) If a significant, separate, identifiable evaluation and management service is
performed, billed and documented, the appropriate evaluation and management
procedure code shall be paid in addition to the administration of the injection
(CPT procedure code) and the injection (HCPCS J-code).

c. Reimbursement for an unlisted injectable medication, reported as a HCPCS J-code,
J3490, shall be made BR and shall be limited to no more than twenty (20) percent
above the actual cost of the injectable medication, based on submitting the following
documentation with the claim form.

(1) The name, strength and dosage of the medication.

(2) An invoice, verifying the cost of the medication, including shipping and handling
and taxes, when applicable.

d. Reimbursement shall be made as follows when multiple medications are administered
from the same syringe:

(1) Reimbursement shall be made at the provider’s charge or the maximum
reimbursement allowance, whichever is less for the first drug (HCPCS J-code).

(2) Reimbursement for each additional drug shall be made at the provider’s charge or
fifty (50) percent of the maximum reimbursement allowance, whichever is less.
Each additional drug shall be identified by adding modifier —51 to the procedure
code (HCPCS J-code).

2. Percutaneous, intradermal, subcutaneous, intramuscular and jet injections (CPT
procedure codes).

a. Reimbursement shall be made to a provider for immunization administration,
including percutaneous, intradermal, subcutaneous, intramuscular and jet injection,
when documented as medically necessary for treatment. Routine immunizations are
not covered.

b. Reimbursement shall be made at the provider’s charge or the maximum
reimbursement allowance, whichever is less.

(1) Reimbursement shall be made for both the administration of the immunization
(CPT procedure code) and the vaccine or toxoid (CPT procedure code).
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(2) If a significant, separate, identifiable evaluation and management service is
performed, billed and documented, the appropriate evaluation and management
procedure code shall be paid in addition to the vaccine or toxoid administration
code (CPT procedure code) and the vaccine or toxoid (CPT procedure code).

c. Reimbursement for an unlisted vaccine or toxoid, reported as procedure code 90749,
shall be made BR and shall be limited to no more than twenty (20) percent above the
actual cost of the vaccine or toxoid, based on the following documentation submitted
with the claim form:

(1) The name, strength and dosage of the vaccine or toxoid.

(2) An invoice substantiating the provider’s actual cost of the vaccine or toxoid,
including shipping and handling and taxes, when applicable.

3. Injection procedures (CPT procedure codes).

a. Reimbursement shall be made to a provider for injection procedures (CPT procedure
codes) at the provider’s charge or the maximum reimbursement allowance, whichever
is less. Reimbursement shall include the administration, anesthetic used for local
infiltration and supplies necessary to perform the procedure.

b. Reimbursement for an injectable therapeutic medication, reported as procedure code
99070, shall be made in addition to the reimbursement for the injection procedure
(CPT procedure code).

(1) Reimbursement for the therapeutic medication shall be made BR and shall be
limited to an amount not to exceed twenty (20) percent above the actual cost of

the medication to the provider.

(2) The reimbursement shall be based on the submission of the following information
with the claim form.

(a) The name, strength and the dosage of the medication.

(b) An invoice verifying the provider’s actual cost of the injectable medication
including shipping and handling, and taxes, when applicable.

G. Neurology and Neuromuscular Services.
1. Needle electromyography (EMG).
a. Reimbursement for needle electromyography (EMG) shall be made to physicians.
Only physicians are qualified to perform needle EMGs and make interpretations of

EMG studies.

b. When an initial evaluation and management service and a needle EMG are performed
during a visit, reimbursement shall be made for both services.
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Reimbursement shall be made to a physician for both a follow-up evaluation and
management service and a needle EMG when the EMG is performed on the same day
and when the documentation validates the medical necessity of the follow-up
evaluation and management service.

Reimbursement shall be made to a physician for an interpretation of a needle EMG
performed in a hospital or other facility when modifier —26 is added to the appropriate
procedure code.

Reimbursement to a physician for needle electromyography shall include the testing
and a report and shall be limited to two (2) electromyography procedures in a ninety
(90) day period of time.

2. Nerve conduction studies (NCS).

a. Reimbursement for nerve conduction studies (NCS) shall only be made to physicians.

(1) An initial evaluation must be performed by the physician to determine the nerves
to test and the appropriate NCS to be performed.

(2) A non-invasive NCS may be performed by a physician-employed technician
under the direct supervision of the physician.

(3) The interpretation of the NCS must be made by a physician.

When an initial evaluation and management service and nerve conduction studies are
performed during the same visit, reimbursement shall be made for both services.

Reimbursement shall be made to a physician for both a follow-up evaluation and
management service and nerve conduction studies when nerve conduction studies are
performed on the same day and when the documentation supports the medical
necessity of the follow-up evaluation and management service.

Reimbursement to a physician for nerve conduction studies shall include the testing
and a report and shall be made for only two (2) nerve conduction studies in a ninety
(90) day period of time. However, there is no restriction on the number of nerves
tested in a single study.

H. Ophthalmological Services.

1.

2.

Reimbursement for ophthalmological services shall be made for all medically necessary
services.

Reimbursement shall only be made for spectacles, contact lens or frames of comparable
quality to the original when they are damaged, lost or required for treatment as a result of
an injury.
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I. Psychiatric and Psychological Services.

1.

Reimbursement for psychiatric and psychological services shall be made by the carrier to
an authorized, licensed medical doctor, osteopathic physician, a psychologist, mental
health practitioner or health professional providing services in compliance with state
licensure.

Reimbursement shall be made for individual psychotherapy services.

Reimbursement shall be made to a physician for individual psychotherapy with medical
evaluation and management services provided at the therapy session by a physician. An
evaluation and management service provided on the same day as individual
psychotherapy with medical evaluation and management services by the same physician
shall not be reimbursed.

Reimbursement shall only be made for an evaluation and management service when
individual psychotherapy is not provided. Reimbursement shall only be made to
physicians for evaluation and management services.

When multiple individual psychotherapy sessions are provided on the same day, only the
session lasting the longest period of time shall be reimbursed.

Reimbursement for family psychotherapy with or without the injured employee shall be
made if the documentation supports that the purpose is related to the treatment of the
injured employee’s compensable injury. Reimbursement shall not be made for
psychological services provided directly to members of the injured employee’s family for
support and assistance in adjusting to the injured employee’s condition.

Reimbursement shall be made for central nervous system assessments/testing.

a. Reimbursement includes an assessment and administration of a test with
interpretation and report.

b. The amount of reimbursement for these services shall be determined from the number
of hours (units of service) reported by the provider to perform the assessment/test and
the listed MRA. The procedure code’s descriptor shall indicate if the service is per
hour or all inclusive.

J. Radiology.

1.

Reimbursement shall be made for radiology services, including nuclear medicine and
diagnostic ultrasound services.

Reimbursement shall be made to a physician for a radiology consultation and written
report on an x-ray made elsewhere by another physician, when documented.

a. Reimbursement shall be made for a radiology consultation reported using procedure
code 76140.
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b. Reimbursement for a radiology consultation shall be made only to radiologists and
physicians who are certified to perform radiological services.

3. Reimbursement for radiological services, provided in a hospital, ambulatory surgical

center or similar facility, shall be made only to radiologists for the professional
component, when modifier —26 is added to the radiology code.

4. Reimbursement shall not be made for a professional component (modifier —26) billed in
the following situations:

a. A professional component billed by a physician for x-rays taken and interpreted by
another physician and reviewed during an IME, medical visit or consultation.

b. A professional component billed by a physician for reviewing x-rays during an
emergency department or hospital visit, when the x-rays were interpreted by the
radiologist at the hospital.

5. Reimbursement shall be made to an independent radiology facility for a facility charge in
certain circumstances. Reimbursement for a facility charge shall be made BR when a
radiologist bills the following: an injection procedure; radiological supervision and
interpretation; and the use of a freestanding radiology facility.

a. In addition to billing for the injection procedure, the procedure code with the
descriptor “radiological supervision and interpretation” must be reported twice as
follows:

(1) Bill the five-digit procedure code to identify the specific “supervision and
interpretation” radiological service provided.

(2) Bill the five-digit procedure code, identifying the specific “supervision and
interpretation” radiological service performed, plus the workers’ compensation
unique modifier —FC, identifying that the service was rendered in an independent
or freestanding radiology facility.

b. Reimbursement shall only be made for the facility charge as indicated by the
radiology procedure code plus modifier —FC. Reimbursement shall not be made for
both a technical component (modifier —TC) and a facility charge (modifier —FC)
when billed with the same “supervision and interpretation” radiology procedure code.

K. Supplies.
1. Reimbursement shall not be made separately for medical and surgical supplies that are

necessary to perform the service. Reimbursement for these supplies is included in the
reimbursement for the service.

Reimbursement shall be made for special supplies, reported as procedure code 99070.

a. Reimbursement shall not exceed twenty (20) percent above the provider’s actual cost
of the supply.
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b. Reimbursement by the carrier shall be determined from the invoice substantiating the

provider’s cost of the supply, including shipping and handling, and taxes when
applicable, that must be submitted by the provider with the bill.

L. Thermography.

1. Authorization.

The carrier shall not authorize a physician to perform thermography any earlier than
forty-five (45) days after the date of accident unless documentation of medical necessity
is submitted to the carrier along with the request for authorization.

2. Reimbursement.

a.

Reimbursement for thermography shall be limited to one body area, either major or
limited.

(1) Major body areas. (The following areas include all views.)
(a) Head.
(b) Cervical spine and upper extremities.
(¢) Lumbosacral spine and lower extremities.

(2) Limited body areas. (The following areas include all views.)
(a) Thoracic spine.
(b) Any portion of a major area.

Reimbursement for thermography to a major body area shall be made at the
provider’s charge or the MRA, whichever is less.

Reimbursement for thermography to a limited body area, reported by adding modifier
—52 to the procedure code shall be made at the provider’s charge or fifty (50) percent
of the MRA, whichever is less.

M. Transcutaneous Neurostimulator.

1. Reimbursement for the transcutaneous neurostimulator (TNS).

a.

Reimbursement for a transcutaneous (surface) neurostimulator, prescribed by a
physician and provided to an injured employee, shall be made to an authorized
physician or provider.

(1) Authorization and a prior agreement shall be obtained from the carrier for rental
or purchase of a TNS prior to a physician or provider furnishing a TNS to the
injured employee.
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(2) Reimbursement for a TNS shall be made at the price agreed upon between the
provider and the carrier when authorization is given by the carrier.

(3) Reimbursement shall not exceed twenty (20) percent above the provider’s
documented cost when the TNS is purchased. A copy of the provider’s invoice
substantiating the purchase price shall be submitted with the claim form.

b. Reimbursement for a transcutaneous neurostimulator, prescribed by a physician and
provided to an injured employee through rental or purchase, shall be made to an
authorized medical supplier.

(1) Authorization from the carrier must be obtained by a medical supplier prior to an
injured employee receiving the TNS.

(2) The price for renting or selling the TNS must be agreed on between the supplier
and the carrier at the time authorization is given and accepted by the supplier.

(a) The carrier may purchase the TNS from the supplier after considering and
comparing the purchase price with the rental price for the estimated period of
time.

(b) The carrier may obtain a signed agreement from the supplier stating that if the
TNS is rented and the amount of the rental payments received equals the
purchase price that the TNS will become the property of the carrier or injured
employee.

(3) A copy of the physician’s original order for the TNS shall be submitted with the
claim form. An invoice documenting the actual cost is not required.

2. Reimbursement shall be made to an authorized physician or provider for furnishing
limited training to an injured employee on the application of a transcutaneous
neurostimulator, reported as procedure code 64550. Reimbursement is limited to no
more than four (4) training sessions.

SECTION VII: PHYSICAL MEDICINE AND REHABILITATION SERVICES.
A. General Information.

1. Physical medicine and rehabilitation services shall be prescribed by a physician.

2. The Florida workers’ compensation program shall reimburse authorized providers, as
specified in this section, for three levels of physical medicine and rehabilitation services:

a. Level I applies to acute injuries which are evaluated, tested and treated with

modalities and therapeutic procedures to reduce symptoms, restore function and
return the injured employee to work.
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b. Level II focuses on injuries requiring intensive physical reconditioning services to

restore the injured employee to pre-injury level of physical health and function. The
goal shall be for the employee to return to a job or become physically reconditioned.

Level III cover