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§410.57

under State law to perform the exam-
ination.

(b) Limits on coverage of screening pel-
vic examinations. The following limita-
tions apply to coverage of screening
pelvic examination services:

(1) General rule. Except as specified in
paragraphs (b)(2) and (b)(3) of this sec-
tion, payment may be made for a pelvic
examination performed on an asymp-
tomatic woman only if the individual
has not had a pelvic examination paid
for by Medicare during the preceding 23
months following the month in which
her last Medicare-covered screening
pelvic examination was performed.

(2) More frequent screening based on
high-risk factors. Subject to the limita-
tion as specified in paragraph (b)(4) of
this section, payment may be made for
a screening pelvic examination per-
formed more frequently than once
every 24 months if the test is per-
formed by a physician or other practi-
tioner specified in paragraph (a) of this
section, and there is evidence that the
woman is at high risk (on the basis of
her medical history or other findings)
of developing cervical cancer or vag-
inal cancer, as determined in accord-
ance with the following risk factors:

(i) High risk factors for cervical can-
cer:

(A) Barly onset of sexual activity
(under 16 years of age).

(B) Multiple sexual partners (five or
more in a lifetime).

(C) History of a sexually transmitted
disease (including HIV infection).

(D) Absence of three negative or any
Pap smears within the previous 7
years.

(ii) High risk factor for vaginal can-
cer: DES (diethylstilbestrol)-exposed
daughters of women who took DES
during pregnancy.

(3) More frequent screening for women
of childbearing age. Subject to the limi-
tation as specified in paragraph (b)(4)
of this section, payment may be made
for a screening pelvic examination per-
formed more frequently than once
every 24 months if the test is per-
formed by a physician or other practi-
tioner as specified in paragraph (a) of
this section for a woman of child-
bearing age who has had an examina-
tion that indicated the presence of cer-
vical or vaginal cancer or other abnor-
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mality during any of the preceding 3
yvears. The term ‘‘woman of child-
bearing age’ means a woman who is
premenopausal, and has been deter-
mined by a physician, or a qualified
practitioner, as specified in paragraph
(a) of this section, to be of childbearing
age, based on her medical history or
other findings.

(4) Limitation applicable to women at
high risk and those of childbearing age.
Payment is not made for a screening
pelvic examination for women consid-
ered to be at high risk (under any of
the criteria described in paragraph
(b)(2) of this section), or who qualify
for coverage under the childbearing
provision (under the criteria described
in paragraph (b)(3) of this section)
more frequently than once every 11
months after the month that the last
screening pelvic examination covered
by Medicare was performed.

[62 FR 59101, Oct. 31, 1997; 63 FR 4596, Jan. 30,
1998, as amended at 66 FR 55329, Nov. 1, 2001]

§410.57 Preventive vaccines.

(a) Medicare Part B pays for the
pneumococcal vaccine and its adminis-
tration.

(b) Medicare Part B pays for the in-
fluenza virus vaccine and its adminis-
tration.

(c) Medicare Part B pays for the
COVID-19 vaccine and its administra-
tion.

(d) Medicare Part B pays for the Hep-
atitis B vaccine and its administration,
as defined in §410.63(a).

[63 FR 35066, June 26, 1998, as amended at 85
FR 71197, Nov. 6, 2020; 87 FR 70223, Nov. 18,
2022]

§410.58 Additional services to HMO
and CMP enrollees.

Services not usually covered under
Medicare Part B may be covered as
medical and other health services if
they are furnished to an enrollee of an
HMO or a CMP and the following condi-
tions are met:

(a) The services are—

(1) Furnished by a physician assist-
ant or nurse practitioner as defined in
§491.2 of this chapter, or are incident to
services furnished by such a practi-
tioner; or
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(2) Furnished by a clinical psycholo-
gist as defined in §417.416 of this chap-
ter to an enrollee of an HMO or CMP
that participates in Medicare under a
risk-sharing contract, or are incident
to those services.

(b) The services are services that
would be covered under Medicare Part
B if they were furnished by a physician
or as incident to a physician’s profes-
sional services.

§410.59 Outpatient occupational ther-
apy services: Conditions.

(a) Basic rule. Except as specified in
paragraph (a)3)(iii) of this section,
Medicare Part B pays for outpatient
occupational therapy services only if
they are furnished by an individual
meeting the qualifications in part 484
of this chapter for an occupational
therapist or an appropriately super-
vised occupational therapy assistant
but only under the following condi-
tions:

(1) They are furnished to a bene-
ficiary while he or she is under the care
of a physician who is a doctor of medi-
cine, osteopathy, or podiatric medi-
cine.

(2) They are furnished under a writ-
ten plan of treatment that meets the
requirements of §410.61.

(3) They are furnished—

(i) By a provider as defined in §489.2
of this chapter, or by others under ar-
rangements with, and under the super-
vision of, a provider; or

(ii) By, or under the direct super-
vision of, an occupational therapist in
private practice as described in para-
graph (c¢) of this section; or

(iii) By, or incident to the service of,
a physician, physician assistant, clin-
ical nurse specialist, or nurse practi-
tioner when those professionals may
perform occupational therapy services
within the scope of State law. When an
occupational therapy service is pro-
vided incident to the service of a physi-
cian, physician assistant, clinical nurse
specialist, or nurse practitioner, by
anyone other than a physician, physi-
cian assistant, clinical nurse specialist,
or nurse practitioner, the service and
the person who furnishes the service
must meet the standards and condi-
tions that apply to occupational ther-
apy and occupational therapists, ex-

§410.59

cept that a license to practice occupa-
tional therapy in the State is not re-
quired.

(4) Effective for dates of service on
and after January 1, 2020, for occupa-
tional therapy services described in
paragraph (a)(3)(i) or (ii) of this sec-
tion, as applicable—

(i) Claims for services furnished in
whole or in part by an occupational
therapy assistant must include the pre-
scribed modifier; and

(ii) Effective for dates of service on
or after January 1, 2022, claims for such
services that include the modifier and
for which payment is made under sec-
tions 1848 or 1834(k) of the Act are paid
an amount equal to 85 percent of the
amount of payment otherwise applica-
ble for the service.

(iii) For purposes of this paragraph,
“furnished in whole or in part’” means
when the occupational therapy assist-
ant either:

(A) Furnishes all the minutes of a
service exclusive of the occupational
therapist; or

(B) Except as provided in paragraph
(a)(4)(iv) of this section, furnishes a
portion of a service, or in the case of a
15-minute (or other time interval)
timed code, a portion of a unit of serv-
ice separately from the part furnished
by the occupational therapist such
that the minutes for that portion of a
service (or unit of a service) furnished
by the occupational therapist assistant
exceed 10 percent of the total minutes
for that service (or unit of a service).

(iv) Paragraph (a)(4)(iii)(B) of this
section does not apply when deter-
mining whether the prescribed modi-
fier applies to the last 15-minute unit
of a service billed for a patient on a
treatment day when the occupational
therapist provides more than the mid-
point of a 15-minute timed code, that
is, 8 or more minutes, regardless of any
minutes for the same service furnished
by the occupational therapy assistant.

(v) Where there are two remaining 15-
minute units to bill of the same serv-
ice, and the occupational therapist and
occupational therapy assistant each
provided between 9 and 14 minutes of
the service with a total time of at least
23 minutes and no more than 28 min-
utes, one unit of the service is billed
with the prescribed modifier for the
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