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SUMMARY OF CHANGES PROPOSED RULE 691.-7.100, F.A.C.

RULE REVISION OVERVIEW:

Proposed Draft Rule 69L-7.100, Florida Administrative Code (F.A.C.), incorporates the following updates to the Florida
Division of Workers’ Compensation Reimbursement Manual for Ambulatory Surgical Centers, 2020 Edition; changes are
made in punctuation, grammar, internet web site links, and section/paragraph titles for clarity and consistency throughout
the manual; changes have been made in the sections entitled "Program Requirements", and "Medical Records" to make
the current policy language consistent with the Florida Division of Workers’ Compensation Health Care Provider
Reimbursement Manual and the Florida Division of Workers’ Compensation Reimbursement Manual for Hospitals; the
CPT copyright statement was stricken from the policy section and placed in the page footer; references to the word "will"
and “shall” are stricken and replaced with the word "must"; changes in policy language are made for clarification; the
reimbursement methodology for surgical procedures has changed; the surgical implant reimbursement percentage has
changed; documentation requirements for surgical implants and associated disposable instrumentation have been updated;
the term “manufacturer’s” has been stricken from “manufacturer’s acquisition invoice”; certification of surgical implant
reimbursement is stricken; and the schedule of maximum reimbursement allowances have been updated. The
reimbursement manual also incorporates new billing instructions and a new schedule of reimbursement allowances for
CPT codes not listed in Appendix A.

RULE HISTORY:

Rule 69L-7.100, F.A.C., the Florida Division of Workers’ Compensation Reimbursement Manual for Ambulatory
Surgical Centers, 2015 Edition (Effective January 1, 2016)

Rule 69L-7.100, F.A.C., Florida Division of Workers’ Compensation Reimbursement Manual for Ambulatory
Surgical Centers, 2011 Edition (Effective November 13, 2011)

PROPOSED CHANGES:

Page # Section/Paragraph Titles Text Change

3| e The five-character codes included in the Florida Workers’ Compensation
Reimbursement Manual for Ambulatory Surgical Centers, 202048 Edition,
are obtained from the Current Procedural Terminology (CPT), copyright
20197 by the American Medical Association (AMA). CPT is developed by
the AMA as a listing of descriptive terms and five character identifying
codes and modifiers for reporting medical services and procedures. The
responsibility for the content of the Florida Workers” Compensation
Reimbursement Manual for Ambulatory Surgical Centers, 202048 Edition,
is with the Department of Financial Services BES and no endorsement by
the AMA is intended or should be implied. The AMA disclaims
responsibility for any consequences of liability attributable of related to
any use; nonuse or interpretation of information contained in the Florida
Workers’” Compensation Reimbursement Manual for Ambulatory Surgical
Centers, 202038 Edition, fee schedules, relative value units, conversion
factors, and/or related components are not assigned by the AMA, are not
part of CPT, and the AMA is not recommending their use. The AMA does
not directly or indirectly practice medicine or dispense medical services.
The AMA assumes no liability for data contained or not contained herein.
Any use of CPT outside of the Florida Workers’ Compensation
Reimbursement Manual for Ambulatory Surgical Centers, 202048 Edition,
should refer to the CPT, which contains the complete and most current
code listings and descriptive terms.

CPT is a registered trademark of the American Medical Association.
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Section/Paragraph Titles

Text Change

Changes to the Manual

It is important that Ambulatory Surgical Centers (ASCs) and carriers read the
updated material in the Florida Workers’ Compensation Reimbursement Manual
for Ambulatory Surgical Centers (Manual). Both parties have a responsibility for
performing certain specifie duties when billing, reporting, or reimbursing Workers’
Compensation medical bills for treatment of servicesrendered-te injured workers.

E-Alert System

The Division of Workers’ Compensation (DWC) has an electronic alert (Ee-Alert)
system to notify subscribers of news impacting the Workers’ Compensation
industry and dates of upcoming public meetings and workshops. To subscribe to
the Ee-Alerts, please go to the DWC website,
https://www.myfloridacfo.com/Division/WC/. Look for the “Register” link near
the bottom of the page. Once completed, you will receive Ee-Alerts whenever
they are provided by the Division BWE.

DWC E-alerts
To receive important Division notices, register for our email list.

Legal Authority

The following statutes and rule chapter govern Wwaorkers’ Ceompensation billing,
filing, and reporting in Florida:

e Chapter 440, Florida Statutes (F.S.)

e Rule Chapter 69L-7, Florida Administrative Code (F.A.C.)

The specific Florida Statutes and Florida Administrative Code for each service are

cited for reference ineach-specificmanual, where appropriate.

Purpose

The Manual contains the schedule of Maximum Reimbursement Allowances
(MRAs) approved by the Three Member Panel for-surgicat reimbursing precedures
performed-nthe Ambulatory Surgical Centers (ASCs) ASC-setting—and-definesa
sehedule

Unless otherwise specified in this Manual, the terms “insurer” and “carrier” are
used interchangeably and have the same meanings as defined in section 440.02,
F.S., and may also refer to a service company, Tthird Pparty Aadministrator (TPA),
or any other entity acting on behalf of a carrier for the purposes of administering
Wworkers’ Ceompensation benefits for its insured(s).

The policies, procedures, principles, and standards in this Manual are in addition
to the requirements established by Rule Chapter 69L-7, F.A.C.
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Section/Paragraph Titles

Text Change

(6]

Fraud Statement

Any ASC that makes claims for services provided to the claims-handling entity on a
recurring basis may make one personally signed attestation to the claims-handling
entity as required by section 440.105(7), F.S., which must satisfy the requirement
for all claims submitted to the claims-handling entity for the calendar year in
which the signed attestation is submitted.

“Any person who, knowingly and with intent to injure, defraud, or deceive any
employer or worker, insurance company, or self-insured program, files a
statement of medical bill containing any false or misleading information commits
insurance fraud, punishable as provided in section 817.234, F.S.”

Carrier Responsibilities

A carrier is responsible for meeting its obligations the under this Manual wi

regardless of any business arrangements with any service company/TPA,

submitter, or any entity acting on behalf of the carrier under which claims are

paid, adjusted and-paid, disallowed, or denied; er to ASCs. etherwiseprocessed
| cubmitted he Division:

Carriers must inform ASCs of the specific reporting, billing, and submission
requirements of Rule Chapter 69L-7, F.A.C., and any terms of settlement or

apportionment, when known, and provide the specific address for submitting the
ASC bill.

Carriers must comply with the requirements of Rule Chapter 69L-7, F.A.C., which
includes the reporting requirements of the Florida Medical EDI Implementation

Guide (MEIG).
! - : zation £ cal icels), . £ hASC.

Pursuant to paragraph 440.13(3)(e), F.S., carriers must have procedures for
receiving, reviewing, documenting and responding to requests for authorization.
Such procedures must be made available upon request to the Department.

(6]

ASC Responsibilities

An ASC is required to meet their obligations under this Manual, regardless of any
business arrangement with any entity under which medical bills are prepared,
processed, or submitted to the carrier.

Prior Authorization of
Services

Both Florida ASC facilities and out-of-state facilities must have be authorizationed
by the Wworkers’ Ceompensation carrier era-sel-insured-employer prior to:

e Rendering initial care, remedial medical services, and pharmacy services; or
e Making a referral for the injured worker to facilities or other health care
providers.

At the time of authorization for medical services, a carrier must inform out-of-
state ASCs of the specific reporting, billing, and submission requirements of this
Manual and provide the specific address for submitting a medical bill.

Exceptions to prior authorization are:

e Federal facilities;
e Emergency services and care, defined in section 395.002, F.S.; or

o A health care provider referral for emergency treatment resulting from
emergency services.
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5 Prior Authorization of Medical authorization is an integral component of an efficient and self-
Services (continued) executing Workers’ Compensation system. The request for authorization and
the timely decision to authorize or not authorize has a direct impact on the
injured worker’s medical care and treatment, the length of time the injured
worker is out of work, whether the injured worker hires an attorney, ASC
participation in the Workers’ Compensation system, the cost of the claim, and
the number of medical reimbursement disputes. Therefore, it is imperative
the ASC clearly and comprehensively communicates to the insurance carrier
the requested treatment and for the insurance carrier to ask clarifying
questions or request additional documentation to facilitate authorization.
6 Provider Use of Codes, Alla ASCs must use the codes, descriptions, modifiers, guidelines, definitions, and
Descriptions, and instructions of the incorporated reference materials, as specified in Rule 69L-
Modifiers 7.100, F.A.C., and the following completion instructions incorporated by reference
in Rule Chapter 69L-7, F.A.C.:
r DES-F5-DWC9-C C iond . for Aml Surai
Form DFS-F5-DWC-90-B (UB-04), Completion Instructions for Ambulatory Surgical
Centers, Rev. 12/08/2015 (only for dates of service on and e after 07/08/2010).
All diagnosis codes must be reported to their highest level of specificity according
to the diagnosis code and descriptions using the valid number of digits, i.e., seven
(7) digits where noted in the €B-ICD-10-CM° Manual.
6 Billing New Procedure In the event that a new CPT’ code is created in the CPT° manuals released
Codes Not Listed in the subsequent to the applicable manual incorporated by reference in rule, the ASC
Fee Schedule may bill the newly created CPT® code.
Examples include:
e Services or procedures not described in the incorporated CPT® manual
requiring the use of an unlisted procedure code for billing; and
e CPT codes with a substantial description change or newly adopted codes in
the CPT manual published subsequent to this Manual
6 Carrier Use of Codes, Carriers must use the codes, descriptions, modifiers, peticies, guidelines,
Descriptions, and definitions, and instructions of the incorporated reference material as specified in
References Rule 69L-7.100, F.A.C., prior to making reimbursement decisions.
6 DivisionRequests
6 FimeFrames
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Billing Diselesure to
Carriers

Ata-mintmum; When requested by the carrier, it is the responsibility of the ASC to
furnish, without charge, the following documentation te-the-carrierwith-the-ASC

bilk:

e An operative or procedural report when a surgical-procedure is performed;

o Manufacturer's Aacquisition invoices for Surgical Implant(s), Associated
Disposable Instrumentation, and Shipping & Handling;—when-SurgicaHmplants
and-theirassociated-costs-are-notcertified-pursuant-to-the poliey;

e The surgical implant log and documentation of the Associated Disposable
Instrumentation utilized for implantation are required for all surgical procedures
involving implants; whetherthereimbursementto-the-ASCis-by-manufacturers
acguisition-invoice-cost-or-by-ASCcertification; and

o Any Ceoples ofa ny additional medlcal records Fee|-u+Feel-I9»,l—t-l'-‘re—<-_\+qC|-|91Le>>¢e+'—e+t

au-t-heﬂ-zatwn- may result inthe bllled serV|ce(s) belng d|sallowed adjusted, or

denied for payment unti-sufficient-documentationisprovided-torenderthe
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8 Copying Charges for Copymg charges for medical records are pald pursuant to An—wed—weerFeF
Medical Records i i

8 Limits on Copying The limits on copying charges apply regardless of whether the retrieval and
Charges copying are performed in-house or are contracted out for completion by a copy

service or other medlcal record malntenance service. —and—a-tse—a-ppl-y—w-hen—t—he

8 Division or Judge of An ASC must provide, upon request, medical records and reports to the Division or
Compensation Claims a Judge of Compensation Claims without charge.
Requests

9 ASC Services and There are three (3) primary components in the total cost of performing a surgical
Components procedure in an ASC:

e Professional Fee(s): The cost of professional services furnished by physicians
and other health care practitioners for performing the procedure;

e Facility Fee(s): The cost of facility services furnished by the ASC facility where
the procedure is performed (for example, surgical supplies, equipment, and
the cost of the operating room and all staff); and

e Surgical Implant Fee(s): The cost of the Surgical Implant(s), which includes the
manufacturer’s acquisition invoice cost of the Surgical Implant(s), the
Associated Disposable Instrumentation required for implantation of the device
Su-Fg-m&l—l-m-pJ&n-t—és-) and Sh|pp|ng & Handlmg

9 Reimbursement of Professional Fee(s) are billed by the licensed practitioners according to the Florida

Components

Workers’ Compensation Health Care Provider Reimbursement Manual and
reimbursed to the health care provider.

Facility Fee(s) are billed by the ASC and reimbursed to the ASC according to the
policies in this Manual.

Surgical Implant Fee(s)whenthelmplant{s}-arepurchasedby-the-ASE; are billed
only by the ASC and reimbursed only to the ASC according to the policies for

Surgical Implant(s) in this Manual.
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10

Non-ASC Facility Services

Non-ASC facility services includes a number of items and services furnished in an
ASC that are wiHbe reimbursed under other Florida Workers’ Compensation
Reimbursement Manuals and are not biled-by-er reimbursed to an ASC facility.

The following are examples of non-ASC facility services that must be billed and
reimbursed to other these health care providers under the applicable ether Florida
Workers’ Compensation Reimbursement Manual policies and guidelines.

These services are not reimbursable to an ASC facility:

o Physician-and-otherhealth-carepractitionerserviees: The carrier must not

reimburse an ASC for any physician or other health care practitioner services
when billed by the ASC on the ASC billing form.

Proper billing and reimbursement of physician or other health care practitioner
services rendered in any location, including inside an ASC, must be in
accordance with the requirements of Rule Chapter 69L-7, F.A.C,;

e Sale, lease, or rental of durable medical equipment for ASC patients te for use
at home;

o Services furnished by an independent laboratory, independent radiology, or
other diagnostic testing facility; and

e Hospital-based Ambulance services.

Note: Please refer to DWC's website for other Reimbursement Manuals (located
under the link for “Reimbursement Manuals”) that provide policy, reimbursement,
coverage, and guidelines.

11

Reimbursement for
Surgical Services

For each billed CPT® code the ASC must be reimbursed either:

According to an agreed upon contract price;
The MRA listed in Appendix A; or

If the billed CPT® code is not listed in Appendix A, the MRA listed in
Appendix B.
) pre . . ) 1 SC il .

Reimbursement for Surgical Implant(s), Terminated Procedures, and Bilateral
Procedures Performed Unilaterally must be as further specified in this Manual.
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11

Pathology/Laboratory
Services

Pathology or laboratory services provided by an Independent Clinical Laboratory
must be billed by and reimbursed directly to the clinical laboratory provider
according to the fee schedule in Rule 69L-7.020, F.A.C.

Pre-admission pathology or laboratory services, when required by the physician
and performed by the ASC on a date other than the date of surgery, must be
rembursedm&eeerdaneew%h%heiee%ehed&l&estabhskmdiewma—hespﬁal

According to an agreed upon contract price; or

The MRA in accordance with the fee schedule established for non-hospital
providers in Rule 69L-7.020, F.A.C.

11

Radiology/Imaging
Services Prior to
Admission

Pre-admission radiology services, when required by the physician and
performed by the ASC on a date other than the date of surgery, must be

relmbursed m—aeee#danee—m%%he—fee—sehe&ﬂeesﬁb%hed—ﬁe#nen—he%ai

e According to an agreed upon contract price; or

e The MRA in accordance with the fee schedule established for non-hospital
providers in Rule 69L-7.020, F.A.C.
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11 Radiology/Imaging Radiology/imaging procedures that are performed by the ASC on the day of the
Services Performed on surgery are reimbursed separately.
the Day of Surgery For each billed CPT’ code the ASC must be reimbursed either:
e According to an agreed upon contract price;
e The MRA listed in Appendix A; or
e If the billed CPT® code is not listed in Appendix A, the MRA listed in Appendix
B.
F III ;P:F@ I . I IFI , !S; I . I I
The MRA i listed-in-this M L
o The-agreed-upon-contractprice:
F I l.” |;P:F§ I . I. I F:I |' I !s; ”l . I I:
i (60%) of bi ;
o The agreed-upon-contractprice:
Iﬁ | ;p:l:g I ' | ﬁ I I I | « . I ;P:Fg
|, I ;P:Fg | I I . | I I . E R _
Radiology or Imaging services must wit be billed with the appropriate 5-digit CPT®
procedure code and appended with a modifier TC.
Note: Reimbursement for Fluoroscopic Guidance is limited to one unit of service
per spinal region, not per level.
11 Billing for Surgical Surgical Implant(s) must only be billed using Revenue Code 0278 and the Workers’

Implant(s) and
Associated Disposable
Instrumentation

Compensation Unique Procedure Code and Modifier Code 99070 IM.

Associated Disposable Instrumentation required for implantation of the Surgical
Implant(s) must only be billed using Revenue Code 0278 and the Workers’
Compensation Unique Procedure Code and Modifier Code 99070 DI.

Shipping and Handling must only be billed using Revenue Code 0278 and the
Workers’ Compensation Unique Procedure Code and Modifier Code 99070 SH.

The Workers’ Compensation Unique Procedure Code and Modifier Code
combinations stated above must be billed on separate lines in Form Locator 44.

Note: Instructions contained in this Manual Rute-Chapter69+--7-FA-C; must be

followed used to bill Surgical Implant(s), Associated Disposable Instrumentation,
and Shipping and Handling oin FermLecater 42 of Form DFS-F5-DWC-90/UB-04
CMS-1450 (DWC-90).

In order to receive reimbursement for Surgical Implant(s) and associated costs, the
ASC must:

e Submit to the carrier a copy of the implant log, found in the operative
records, and documentation of the Associated Disposable
Instrumentation used for implantation; and

Submit acquisition invoice(s) for the Surgical Implants and Associated
Disposable Instrumentation documenting the unit price, the quantity, and
the total costs of each item utilized for implantation; and

Submit detailed calculations by summing the total costs of Surgical
Implant(s) and summing the total costs of any Associated Disposable
Instrumentation that are utilized during the procedure. These costs are
then multiplied by the corresponding percentages.
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1 Reguest-forSurgical
lmplant Reimbursement

80 REMARKS

IM=$2,800 DI=51,200 b

SH=S50-00 T
Total=%4,050.00 d
B-04 CMS5-1450 APPROVED OMB MO,
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12

Surgical Implant
Reimbursement

Surgical Implant(s) must be billed itemized separately from the surgical procedure
code(s) and are reimbursed in addition to the surgery.

The ASC must wil be reimbursed for the Surgical Implant(s) at:

According to an agreed upon contract price; or
Thirty fifty percent (30 58%) over the manufacturers acquisition invoice cost.

The ASC must wilt be reimbursed for the Associated Disposable Instrumentation
required for implantation of the Surgical Implant(s) at:

e According to an agreed upon contract price; or
Ttwenty percent (20%) over the manufacturer's acquisition invoice cost.-#-the

Associated Disposable Instrumentation is only reimbursed for those surgeries
requiring Surgical Implants.

The ASC must wilt be reimbursed for Shipping and Handling at the actual cost to
the ASC if listed on the manufacturers acquisition invoice.

Reimbursement is not made for sales tax.

12

Undocumented Charges
for Surgical Implant(s)

Charges for Surgical Implant(s) billed under the Surgical Implant Revenue Code
0278 that meet any of the conditions below wiH constitute undocumented charges
and must wilt be adjusted or disallowed.

N | ified:

e  Submitted without implant logs;
e  Submitted without documentation listing the Associated Disposable
Instrumentation used for implantation; or

e Submitted without acquisition invoices for the Surgical Implant(s) irveices and
inveicesfor Associated Disposable Instrumentation,-when-not-certified.

Note: See Certificati £ Suraicallmplant Reim LA .
Note: Instructions contained in this Manual Rule-Chapter69t-4-F-AC; must be

followed used to bill Surgical Implant(s), Associated Disposable Instrumentation,
and Shipping and Handling.inFerm-tocator42-on-the DWC-90-claimform-

The Workers’ Compensation Unique Procedure Codes for Surgical Implants,
Associated Disposable Instrumentation, and Shipping and Handling, with aré their
required modifiers, must be billed on separate lines in Form Locator 44.
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13 Verification of Surgical
Implant(s) Cost and
Charges
Upon request by the Division, e¢ a carrier, or its designee, to conduct an audit or
medical record review, the ASC must produce a copy of the manufacturers
acquisition invoice(s) for the requestor at no charge or make the original
documents available for an on-site review, or other location, by mutual
agreement, within thirty (30) days of the request.
Nothing in this policy is intended to create, alter, diminish, or negate any
protections regarding the confidentiality of any cost information produced during
the course of such an audit.
13
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13

Multiple Surgery
Reimbursement Amount

Wwhen more than one (1) procedure is performed during a single operative
session,- eEach surgical procedure performed must be identified by using the
appropriate five-digit CPT® code and listed separately.

The most comprehensive surgical procedure code, which is the primary surgical
procedure scheduled for the injured worker, must be listed first without mrust-ret
be appendinged-with modifier 51.

Each additional surgical procedure code must be listed separately and appended
with modifier 51. Reimbursement must be made consistent with the
requirements of Reimbursement for Surgical Services described earlier in this
Manual.

13

Billing and
Reimbursement for
Bilateral Procedures

Bilateral procedures listed as bilateral in CPT® are exempt from billing with
modifier 50. Bill with the appropriate procedure code on one line of the claim
form without appending a modifier 50.

For each billed CPT® code the ASC must be reimbursed either:

According to an agreed upon contract price;

The MRA listed in Appendix A; or
If the billed CPT® code is not listed in Appendix A, the MRA listed in

Appendix B.

13

Reimbursement for
Bilateral Procedures Not
Listed as Bilateral in CPT

Procedures performed bilaterally, that do not contain the word “bilateral” in the
CPT’ description, require a modifier to identify they are performed bilaterally for
properreimbursement.

Bill the five-digit procedure code on two separate lines and append the second
line procedure code with modifier 50.

For each billed CPT® code the ASC must be reimbursed either:

According to an agreed upon contract price;

The MRA listed in Appendix A; or
If the billed CPT® code is not listed in Appendix A, the MRA listed in

Appendix B.
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13 Reimbursement for Raj
Bilateral Procedures Not | in-CPT® as folows:
Listed as Bilateral in CPT
(continued..)
|, I ;P:Fg | I I . | I I . E R _
13 Bilateral Procedures When a procedure is performed unilaterally, and the procedure description in
Performed Unilaterally CPT® states “bilateral,” the service must be identified with a modifier 52.
For each billed CPT® code the ASC must be reimbursed either:
e According to an agreed upon contract price.
e  Fifty percent (50%) of the MRA listed in Appendix A; or
e If the billed CPT® code is not listed in Appendix A, Fifty percent (50%) of the
MRA listed in Appendix B.
14 Post-Operative Pain Nerve blocks for post-operative pain management must wil be reimbursed if

Management

ordered by the surgeon and provided in addition to general anesthesia or
conscious sedation.

Nerve blocks for post-operative pain management may be performed pre-
operatively, intra-operatively, or post-operatively.

A copy of the surgeon’s order for post-operative pain management, along with a
copy of the anesthesia provider’s separate procedural report for the
performance of the nerve block, must be submitted to the carrier for
reimbursement.

For each billed CPT® code the ASC must be reimbursed either:

According to an agreed upon contract price;

The MRA listed in Appendix A; or

If the billed CPT® code is not listed in Appendix A, the MRA listed in
Appendix B.

The professional component for nerve blocks must be billed by the health care
practitioner on the DFS-F5-DWC-9 (CMS-1500) claim form.
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14

Terminated Procedures

A bill submitted for reimbursement of a terminated surgery must include
documentation that specifies the following:

e Reason for termination of surgery; and

e Servicesreported-by-each-CPT -code thatwere-actualy-performed;or
e A comprehensive single CPT® code describing the primary procedure had
the scheduled surgery been performed.

Modifier 73 or 74 must be added to the procedure codes scheduled to be
performed or actually performed to identify the circumstances under which the
services were terminated consistent with CPT® coding rules.

P bt 2017 American Modical Association. AlLri .

14

Reimbursement for
Terminated Procedures

Reimbursement must will not be made for a procedure terminated either for
medical reasons or non-medical reasons before the pre-operative
procedures are initiated by staff.

Reimbursement for Terminated Procedures must will be made consistent with
the following reguirements:
Reimt W b fif (50%) of Reiml for Suraical
Services-lif a procedure is terminated due to the onset of medical

complications after the patient has been taken to the operating suite, but
before anesthesia has been induced-, reimbursement is as follows:

For each billed CPT® code the ASC must be reimbursed either:

According to an agreed upon contract price;

Fifty percent (50%) of the MRA listed in Appendix A; or

If the billed CPT’ code is not listed in Appendix A, Fifty percent (50%) of the
MRA listed in Appendix B.

Bill using modifier 73.

Reimt i I (100%)-of 4
Reimbursement-for-Surgical-Services-lif a procedure is terminated due to a

medical complication that arises causing the procedure to be terminated
after induction of anesthesia-, reimbursement is as follows:

For each billed CPT® code the ASC must be reimbursed either:

According to an agreed upon contract price;

The MRA listed in Appendix A of the comprehensive procedure; or
If the billed CPT® code is not listed in Appendix A, the MRA listed in Appendix B
of the comprehensive procedure.

Bill using modifier 74.
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15 Out of State Facility ASC services provided byan-eut-of-state-faciityrequirepriorautherization-by-the
earrier—AR-ASE outside of the state of Florida must wilt be reimbursed:

e According to an ferthe-ameunt-mutualy-agreed upon i-a contract price,
pursuant to obtaining authorization as required by this Manual between-the

NSC anel £l , , rorizati .

e If no agreed upon contract price has been pre-approved, the ASC must be
reimbursed the greater of:

1. The amount of reimbursement established
under the Workers’ Compensation statute
where the ASC is located; or

2. The MRA as determined using this Manual,
including the limitations on reimbursement
for radiology and clinical laboratory services.

Charges ficall horized byt Kers’ . . I
(Moved to the section insured-employerpriorto-the procedure;

“Disallowed, Denied,
and Disputed Charges”.)

16 Minimum Partial Whenever a carrier denies, disallows, or adjusts payment for ASC charges, in
Payment Required accordance with the time limitation and coding requirements established by

statute and by rule Rule-Chapter 697 FA-Cand-section440202Hb}FS-, the

carrier must wil remit a minimum partial payment of the ASC'’s charges, which
pavment must accompany the Explanation of Bill ReV|ew (EOBR) and—t-he

The carrier must remit minimum partial payment according to the applicable
reimbursement for each CPT® or Workers’ Compensation Unique Procedure
Codes billed for each of the itemized charges that are not denied, disallowed,
or adjusted for which the ASC obtained authorization in accordance with this
Manual, and for which there is no dispute as to the medical necessity.
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Disallowance and
Adjustment of Itemized

Charges

The carrier must disallow or adjust reimbursement for any charges that are:

e Billed with Category Ill CPT’ procedure codes that are not authorized by
the Workers’ Compensation carrier prior to the procedure;

Not documented in the patient’s medical record;

Not consistent with the ASC’s Charge Master; or

For services, treatment, or supplies that are not medically necessary for
treatment of the patient’s compensable injury or condition

except when treatment, for the episode of care, is required to stabilize or
maintain the patient’s medical status in order to treat the patient’s
compensable injury or condition.

17

Additional Information
Requested by Carrier

All ASCs are required to submit any additional form completion information and
supporting documentation requested in writing, by the carrier, service
company/TPA, or any other entity acting on behalf of the carrier.—at-the-time-of

17

Bill Completion

An ASC bill must wiH be properly completed according to the form completion
instructions incorporated in paragraph 69L-7.720(1)(e), F.A.C. The DWC-90,
incorporated in paragraph 69L-7.720(1)(e), F.A.C., will be legibly and accurately
completed by all ASCs.

A carrier can require an ASC to complete additional data elements that are not
required by the Division on the DWC-90 claim form only if such data elements are
necessary for the adjudication and proper reimbursement of services reported.
The carrier must request this information; in writing.;at-the-time-ofautherization-

17

Billing on the DWC-90

ASCs must bill using the DWC-90 claim form.

ASCs must only bill for the services performed and documented in the medical
records.

Form DFS-F5-DWC-90-B (UB-04), Completion Instructions, are is the set of
instructions for completing the form for dates of service on and e+ after 7/8/2010.

18

Codes and Modifiers for
Billing

An ASC must report Revenue Codes in Form Locator 42 of the DWC-90 claim form,
in addition to CPT® codes or Workers’ Compensation Unique Procedure Codes in
Form Locator 44, when required.

When reporting multiple procedures performed during a single operative session,
an ASC must report the appropriate Revenue Code in Form Locator 42 on each line
with the corresponding CPT® code in Form Locator 44. Modifiers must be used
when appropriate.

Note: ASCs must utilize the Workers’ Compensation Unique Modifier CZ with any
billed CPT® code that is not listed in Appendix A in this Manual.

Note: CPT’ or Workers’ Compensation Unique Procedure Codes are required in
Form Locator 44 unless the Revenue Code billed does not require a procedure
code pursuant to the UB-04 Data Specifications Manual incorporated by reference
in Rule 69L-7.100, F.A.C.
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18

Surgical Implant(s)
Billing

Surgical Implants and Associated Disposable Instrumentation must be billed using
only Revenue Code 0278 in Form Locator 42 of the DWC-90.

The following Workers’ Compensation Unique Procedure Code(s) with required
modifiers must be billed in Form Locator 44 for proper reimbursement:

Surgical Implants — 99070 IM
Associated Disposable Instrumentation — 99070 DI
Shipping & Handling — 99070 SH

When-notcertified, Tthe manufacturers acquisition invoices reflecting the ASC's
actual cost for the Surgical Implants, Associated Disposable Instrumentation used
for the implantation only, and Shipping and Handling must accompany the bill for
the reimbursement of each component of Surgical Implants and Associated
Disposable Instrumentation.

All manufacturers acquisition invoices must be clearly marked identifying which
what items of Surgical Implants; and Associated Disposable Instrumentation; and

Shipping-and-Handlng; are used during the surgery.

The Surgical Implant Log and documentation of the Associated Disposable
Instrumentation utilized for implantation are required for reimbursement.

Note: See Appendix-Aforatist-ofthe Workers’ Compensation Unique Procedure

Codes in this Manual.

The use of Workers’ Compensation Unique Procedure Codes, as specified in
this Manual, takes precedence over the UB-04 Data Specifications Manual
and CPT’ Codes for reporting of designated services.

20

Form DFS-F5-DWC-90
Completion Instructions

In order to access forms on DWC’s website, please click on the “Forms” tab
located on the leftside-of main website, and then click on “Rule Chapter 69L-7.”

Form DFS-F5-DWC-90-B (UB-04), Completion Instructions, may be obtained from
DWC’s website for dates of service on and e+ after 07/08/2010.
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21 Appendix-A-Workers’ | FL Workers’ Compensation | FL Workers' Compensation =
Compensation Unique Unigue Procedure Code Unigue Procedure Code Description
Procedure Codes 99070 IM Surgical Implant(s) Accordine to an geresd
upon contract price or
7 30% ov
e
parcant (S0l shous
FRandeeteeas aCquisition
invoice cost.
99070 DI Associated Disposable Instrumentation According to an agreed
used for Surgical Implant(s). upon contract price or
Sorbacamonrior twenty
percent (20%) over above
FRaRfaetEers acquisition
imvoice cost.
99070 5H Shipping and Handling costs for Surgical | According to an agreed
Implant(s) and Associated Disposable upon contract price or
Instrumentation, listed on the B
acquisition invoice. septractameunt oractual
cost on seesuiactsrers
acquisition invoice.
Note: Workers’ Compensation Unique Procedure Code and Modifier
combinations 99070 IM, 99070 DI, and 99070 SH are reimbursed pursuant to the
policy for Surgical Implant Reimbursement in this Manual.
40 Definitions: 2. Associated Disposable Instrumentation (ADI) means any single-use item that is

surgically inserted into the body, to be removed in less than six weeks, to
facilitate the implantation of a Surgical Implant, or any single use item specifically
required for the purpose of giving effect or function to an item that is inserted
into the body during a surgical procedure such as ports, single-use temporary
pain pumps, external fixators, and temporary neuro-stimulators. Associated
Disposable Instrumentation does not include cannulas or catheters removed
prior to discharge, suction equipment, surgical blades, or drill bits, except those
drill bits deemed necessary by the manufacturer for the implantation of the
particular implant, surgical staples, suture material and any form of drainage

catheter or system. Forthepurposeofdeterminingreimbursementaccordingto

A 3te H 3ble

cHddHd
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40 Definitions: 3. Charge Master means a comprehensive listing that documents the facility’s

(continued...)

charge for all efthe goods and services for which the facility maintains a separate
charge, by item description, unit size, unit price, and all identifying information
maintained by the ASC, regardless of payer type. The Charge Master must be
maintained, and relevant portions must be produced, either by paper or
electronically, for those charges billed by the ASC for an injured employee, when
requested for the purpose of verifying its-usual charges. pursuantto-section
44023121{d}FS.

11. Surgical Implant means, ferthepurpose-of determiningreimbursement

according-to-this-Manual; any single-use item that is surgically inserted and meets
the definition of deemed-tebe medically necessary, pursuant to section
440.13(1)(k), F.S., by-an-autherizedphysician; which the physician does not
specify to be removed in less than six weeks.; Examples of such items are as:
bone, cartilage, tendon, or other anatomical material obtained from a source
other than the patient; plates; screws; pins; internal fixators; joint replacements;
anchors; permanent neuro-stimulators; and permanent pain pumps.
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