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accordance with § 415.55 for provider 
costs; § 415.102(d)(2) for costs incurred 
by a physician, such as under a lease or 
concession agreement; or part 412 of 
this chapter for payment under PPS. 

§ 415.130 Conditions for payment: Phy-
sician pathology services. 

(a) Definitions. The following defini-
tions are used in this section. 

(1) Covered hospital means, with re-
spect to an inpatient or an outpatient, 
a hospital that had an arrangement 
with an independent laboratory that 
was in effect as of July 22, 1999, under 
which a laboratory furnished the tech-
nical component of physician pathol-
ogy services to fee-for-service Medicare 
beneficiaries who were hospital inpa-
tients or outpatients, and submitted 
claims for payment for this technical 
component directly to a Medicare car-
rier. 

(2) Fee-for-service Medicare bene-
ficiaries means those beneficiaries who 
are entitled to benefits under Part A or 
are enrolled under Part B of Title 
XVIII of the Act or both and are not 
enrolled in any of the following: 

(i) A Medicare + Choice plan under 
Part C of Title XVIII of the Act. 

(ii) A plan offered by an eligible orga-
nization under section 1876 of the Act; 

(iii) A program of all-inclusive care 
for the elderly (PACE) under 1894 of the 
Act; or 

(iv) A social health maintenance or-
ganization (SHMO) demonstration 
project established under section 
4018(b) of the Omnibus Budget Rec-
onciliation Act of 1987. 

(b) Physician pathology services. The 
carrier pays for pathology services fur-
nished by a physician to an individual 
beneficiary on a fee schedule basis only 
if the services meet the conditions for 
payment in § 415.102(a) and are one of 
the following services: 

(1) Surgical pathology services. 
(2) Specific cytopathology, hema-

tology, and blood banking services that 
have been identified to require per-
formance by a physician and are listed 
in program operating instructions. 

(3) Clinical consultation services that 
meet the requirements in paragraph (c) 
of this section. 

(4) Clinical laboratory interpretative 
services that meet the requirements of 

paragraphs (c)(1), (c)(3), and (c)(4) of 
this section and that are specifically 
listed in program operating instruc-
tions. 

(c) Clinical consultation services. For 
purposes of this section, clinical con-
sultation services must meet the fol-
lowing requirements: 

(1) Be requested by the beneficiary’s 
attending physician. 

(2) Relate to a test result that lies 
outside the clinically significant nor-
mal or expected range in view of the 
condition of the beneficiary. 

(3) Result in a written narrative re-
port included in the beneficiary’s med-
ical record. 

(4) Require the exercise of medical 
judgment by the consultant physician. 

(d) Physician pathology services fur-
nished by an independent laboratory. (1) 
The technical component of physician 
pathology services furnished by an 
independent laboratory to a hospital 
inpatient or outpatient on or before 
June 30, 2012, may be paid to the lab-
oratory by the contractor under the 
physician fee schedule if the Medicare 
beneficiary is a patient of a covered 
hospital as defined in paragraph (a)(1) 
of this section. 

(2) For services furnished after June 
30, 2012, an independent laboratory may 
not bill the Medicare contractor for the 
technical component of physician pa-
thology services furnished to a hospital 
inpatient or outpatient. 

(3) For services furnished on or after 
January 1, 2008, the date of service pol-
icy in § 414.510 of this chapter applies to 
the TC of specimens for physician pa-
thology services. 

[60 FR 63178, Dec. 8, 1995, as amended at 64 
FR 59442, Nov. 2, 1999; 66 FR 55332, Nov. 1, 
2001; 71 FR 69788, Dec. 1, 2006; 72 FR 66405, 
Nov. 27, 2007; 73 FR 69938, Nov. 19, 2008; 75 FR 
73626, Nov. 29, 2010; 76 FR 73473, Nov. 28, 2011; 
77 FR 69371, Nov. 16, 2012] 

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

(a) Definitions. For purposes of this 
section, the following definitions 
apply: 

Facility setting for purposes of this 
section means institutional settings in 
which payment for services and sup-
plies furnished incident to a physician 
or practitioner’s professional services 
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is prohibited under § 410.26(b)(1) of this 
subchapter. 

Split (or shared) visit means an evalua-
tion and management (E/M) visit in the 
facility setting that is performed in 
part by both a physician and a non-
physician practitioner who are in the 
same group, in accordance with appli-
cable law and regulations such that the 
service could be could be billed by ei-
ther the physician or nonphysician 
practitioner if furnished independently 
by only one of them. 

Substantive portion means more than 
half of the total time spent by the phy-
sician and nonphysician practitioner 
performing the split (or shared) visit, 
or a substantive part of the medical de-
cision making except as otherwise pro-
vided in this paragraph. For critical 
care visits, substantive portion means 
more than half of the total time spent 
by the physician and nonphysician 
practitioner performing the split (or 
shared) visit. 

(b) Conditions of payment. For pur-
poses of this section, the following con-
ditions of payment apply: 

(1) Substantive portion of split (or 
shared) visit. In general, payment is 
made to the physician or nonphysician 
practitioner who performs the sub-
stantive portion of the split (or shared) 
visit. 

(2) Medical record documentation. Doc-
umentation in the medical record must 
identify the physician and nonphysi-
cian practitioner who performed the 
visit. The individual who performed the 
substantive portion of the visit (and 
therefore bills for the visit) must sign 
and date the medical record. 

(3) Claim modifier. The designated 
modifier must be included on the claim 
to identify that the service was a split 
(or shared) visit. 

[86 FR 65682, Nov. 19, 2021, as amended at 87 
FR 70230, Nov. 18, 2022; 88 FR 79539, Nov. 16, 
2023] 

Subpart D—Physician Services in 
Teaching Settings 

§ 415.150 Scope. 

This subpart sets forth the rules gov-
erning payment for the services of phy-
sicians in teaching settings and the cri-
teria for determining whether the pay-
ments are made as one of the following: 

(a) Services to the hospital under the 
reasonable cost election in §§ 415.160 
through 415.164. 

(b) Provider services through the di-
rect GME payment mechanism in 
§§ 413.75 through 413.83 of this chapter. 

(c) Physician services to beneficiaries 
under the physician fee schedule as set 
forth in part 414 of this chapter. 

[60 FR 63178, Dec. 8, 1995, as amended at 70 
FR 47490, Aug. 12, 2005] 

§ 415.152 Definitions. 

As used in this subpart— 
Approved graduate medical education 

(GME) program means one of the fol-
lowing: 

(1) A residency program approved by 
the Accreditation Council for Graduate 
Medical Education, by the American 
Osteopathic Association, by the Com-
mission on Dental Accreditation of the 
American Dental Association, or by 
the Council on Podiatric Medical Edu-
cation of the American Podiatric Med-
ical Association. 

(2) A program otherwise recognized 
as an ‘‘approved medical residency pro-
gram’’ under § 413.75(b) of this chapter. 

Direct medical and surgical services 
means services to individual bene-
ficiaries that are either personally fur-
nished by a physician or furnished by a 
resident under the supervision of a 
physician in a teaching hospital mak-
ing the cost election described in 
§§ 415.160 through 415.162. 

Nonprovider setting means a setting 
other than a hospital, skilled nursing 
facility, home health agency, or com-
prehensive outpatient rehabilitation 
facility in which residents furnish serv-
ices. These include, but are not limited 
to, family practice or multispecialty 
clinics and physician offices. 

Resident means one of the following: 
(1) An individual who participates in 

an approved GME program, including 
programs in osteopathy, dentistry, and 
podiatry. 

(2) A physician who is not in an ap-
proved GME program, but who is au-
thorized to practice only in a hospital, 
for example, individuals with tem-
porary or restricted licenses, or unli-
censed graduates of foreign medical 
schools. For purposes of this subpart, 
the term resident is synonymous with 
the terms intern and fellow. 
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