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equivalent to 5 hours of infusion serv-
ices in a physician’s office as deter-
mined by codes and units of such codes
under the annual fee schedule issued
under section 1848 of the Act as follows:

(1) Category 1. (i) Includes certain in-
travenous infusion drugs for therapy,
prophylaxis, or diagnosis, including
antifungals and antivirals; inotropic
and pulmonary hypertension drugs;
pain management drugs; chelation
drugs; and other intravenous drugs as
added to the durable medicare equip-
ment local coverage determination
(DME LCD) for external infusion
pumps.

(ii) Payment equals 1 unit of 96365
plus 4 units of 96366.

(2) Category 2. (i) Includes certain
subcutaneous infusion drugs for ther-
apy or prophylaxis, including certain
subcutaneous immunotherapy infu-
sions.

(ii) Payment equals 1 unit of 96369
plus 4 units of 96370.

(3) Category 3. (i) Includes intra-
venous chemotherapy infusions, includ-
ing certain chemotherapy drugs and
biologicals.

(ii) Payment equals 1 unit of 96413
plus 4 units of 96415.

(4) Initial visit. (i) For each of the
three categories listed in paragraphs
(c)(1) through (3) of this section, the
payment amounts are set higher for
the first visit by the qualified home in-
fusion therapy supplier to initiate the
furnishing of home infusion therapy
services in the patient’s home and
lower for subsequent visits in the pa-
tient’s home. The difference in pay-
ment amounts is a percentage based on
the relative payment for a new patient
rate over an existing patient rate using
the annual physician fee schedule eval-
uation and management payment
amounts for a given year and cal-
culated in a budget neutral manner.

(ii) The first visit payment amount is
subject to the following requirements
if a patient has previously received
home infusion therapy services:

(A) The previous home infusion ther-
apy services claim must include a pa-
tient status code to indicate a dis-
charge.

(B) If a patient has a previous claim
for HIT services, the first visit home
infusion therapy services claim subse-
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quent to the previous claim must show
a gap of more than 60 days between the
last home infusion therapy services
claim and must indicate a discharge in
the previous period before a HIT sup-
plier may submit a home infusion ther-
apy services claim for the first visit
payment amount.

(d) Required payment adjustments. The
single payment amount represents pay-
ment in full for all costs associated
with the furnishing of home infusion
therapy services and is subject to the
following adjustments:

(1) An adjustment for a geographic
wage index and other costs that may
vary by region, using an appropriate
wage index based on the site of service
of the beneficiary.

(2) Beginning in 2022, an annual in-
crease in the single payment amounts
from the prior year by the percentage
increase in the Consumer Price Index
(CPI) for all urban consumers (United
States city average) for the 12-month
period ending with June of the pre-
ceding year.

(3)(1) An annual reduction in the per-
centage increase described in para-
graph (d)(2) of this section by the pro-
ductivity adjustment described in sec-
tion 1886(b)(3)(B)(xi)(II) of the Act.

(ii) The application of the paragraph
(¢)(3)(i) of this section may result in
the both of the following:

(A) A percentage being less than zero
for a year.

(B) Payment being less than the pay-
ment rates for the preceding year.

(e) Medical review. All payments
under this system may be subject to a
medical review adjustment reflecting
the following:

(1) Beneficiary eligibility.

(2) Plan of care requirements.

(3) Medical necessity determinations.

PART 415—SERVICES FURNISHED BY
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Subpart B—Fiscal Intermediary Payments
to Providers for Physician Services

415.50 Scope.

415.55 General payment rules.

415.60 Allocation of physician compensation
costs.

415.70 Limits on compensation for physician
services in providers.

Subpart C—Part B Carrier Payments for
Physician Services to Beneficiaries in
Providers

415.100 Scope.

415.102 Conditions for fee schedule payment
for physician services to beneficiaries in
providers.

415.106 Amounts of payment for physician
services to beneficiaries in providers.
415.110 Conditions for payment: Medically

directed anesthesia services.

415.120 Conditions for payment: Radiology
services.

415.130 Conditions for payment: Physician
pathology services.

415.140 Conditions for payment: Split (or
shared) visits.

Subpart D—Physician Services in Teaching
Settings

415.150 Scope.

415.152 Definitions.

415.160 Election of reasonable cost payment
for direct medical and surgical services
of physicians in teaching hospitals: Gen-
eral provisions.

415.162 Determining payment for physician
services furnished to beneficiaries in
teaching hospitals.

415.164 Payment to a fund.

415.170 Conditions for payment on a fee
schedule basis for physician services in a
teaching setting.

415.172 Physician fee schedule payment for
services of teaching physicians.

415.174 Exception: Evaluation and manage-
ment services furnished in certain cen-
ters.

415.176 Renal dialysis services.

415.178 Anesthesia services.

415.180 Teaching setting requirements for
the interpretation of diagnostic radi-
ology and other diagnostic tests.

415.184 Psychiatric services.

415.190 Conditions of payment: Assistants at
surgery in teaching hospitals.

Subpart E—Services of Residents

415.200 Services of residents in approved
GME programs.

415.202 Services of residents not in approved
GME programs.

415.204 Services of residents in skilled nurs-
ing facilities and home health agencies.

§415.50

415.206 Services of residents in nonprovider
settings.
415.208 Services of moonlighting residents.

AUTHORITY: 42 U.S.C. 1302 and 1395hh.

SOURCE: 60 FR 63178, Dec. 8, 1995, unless
otherwise noted.

Subpart A—General Provisions

§415.1 Basis and scope.

(a) Basis. This part is based on the
provisions of the following sections of
the Act: Section 1848 establishes a fee
schedule for payment for physician
services. Section 1861(q) specifies what
is included in the term ‘‘physician
services” covered under Medicare. Sec-
tion 1862(a)(14) sets forth the exclusion
of nonphysician services furnished to
hospital patients under Part B of Medi-
care. Section 1886(d)(5)(B) provides for
a payment adjustment under the pro-
spective payment system for the oper-
ating costs of inpatient hospital serv-
ices furnished to Medicare beneficiaries
in cost reporting periods beginning on
or after October 1, 1983, to account for
the indirect costs of medical education.
Section 1886(h) establishes the method-
ology for Medicare payment of the cost
of direct GME activities.

(b) Scope. This part sets forth rules
for fiscal intermediary payments to
providers for physician services, Part B
carrier payments for physician services
to beneficiaries in providers, physician
services in teaching settings, and serv-
ices of residents.

Subpart B—Fiscal Intermediary
Payments to Providers for Phy-
sician Services

§415.50 Scope.

This subpart sets forth rules for pay-
ment by fiscal intermediaries to pro-
viders for services furnished by physi-
cians. Payment for covered services is
made either under the prospective pay-
ment system (PPS) to PPS-partici-
pating providers in accordance with
part 412 of this chapter or under the
reasonable cost method to non-PPS
participating providers in accordance
with part 413 of this chapter.

239



		Superintendent of Documents
	2024-03-28T20:27:01-0400
	Government Publishing Office, Washington, DC 20401
	Government Publishing Office
	Government Publishing Office attests that this document has not been altered since it was disseminated by Government Publishing Office




