Liposuction for Lipedema Reimbursement
This document includes information on:
1. Single Case Agreement (SCA) with Insurance Companies
2. CMS-1500 Form
3. CMS-1490 Form
[bookmark: _GoBack]Note that the most common claim form is the CMS-1500 form. This is what medical clinics use for professional services. (A hospital bills on a separate form, the UB-04). If you work out a Single Case Agreement (SCA) with and insurance company you will fill out the CMS-1500 form.
Many cosmetic surgeons are not contracted with Medicare, Medicaid, or private insurers. They are strictly a cash-only business. Their staff has neither the time, personnel or expertise on how to file a claim or get you paid.
If you don’t have an SCA agreement and the clinic cannot or will not file a claim, you can fill out the CMS-1490 form. Technically this is a Medicare claim form. A private insurance carrier like Anthem, Aetna, Cigna, Human, or United Healthcare may request or require it or the CMS-1500 form. Essentially the information is the same and your focus—proving that the procedure is reconstructive and medically necessary is the same as well. Work with your surgeon regarding the ICD-10 diagnosis codes and the CPT code used. Be sure to get the surgeons NPI number. The information below is a step-by-step review of the boxes on the CMS-1500 form. I have additional sample forms and official instructions on my website. The CMS-1490 instructions are here.
How to fill out a CMS 1500 Form for Liposuction for Lipedema Reimbursement
If your surgeon is not contracted with your insurance carrier you will need to request a Single Case Agreement (SCA) between the carrier and your surgeon and prepare and file the claim form yourself (assuming the surgeon does not file insurance claims). Essentially you are requesting that, specifically for your case, the insurance company pays the surgeon for the service as reconstructive and medically necessary and you’re negotiating both reimbursement and an amount.
A provider is In-Network if they have a contract with the insurance carrier or Medicare. Most likely your surgeon will be Out of Network. This is a different issue. When you contact the insurance company concerning the SCA, you must request an “out of network” exception because no one expert in specifically liposuction for lipedema is available in-network. Note that Medicare has different levels:
Opt-out providers do not accept Medicare at all and have signed an agreement to be excluded from the Medicare program. This means they can charge whatever they want for services.
Medicare will not pay for care you receive from an opt-out provider (except in emergencies). You are responsible for the entire cost of your care.
The provider must give you a private contract describing their charges and confirming that you understand you are responsible for the full cost of your care and that Medicare (or a private insurance company) will not reimburse you unless you have negotiated a Single-Case-Agreement (SCA). Also note that liposuction is considered by Medicare (and most private insurors) to be cosmetic and there is no standard reimbursement assigned. Some Medicare jurisdictions do include verbiage stating that a service is not covered unless determined to be “reconstructive and medically necessary.” I have had reports where Medicare has paid (typically after some leg-work and one or two appeals).
Opt-out providers do not bill Medicare for services you receive.
Non-participating providers accept Medicare but do not agree to take assignment in all cases (they may on a case-by-case basis). This means that while non-participating providers have signed up to accept Medicare insurance, they do not accept Medicare’s approved amount for health care services as full payment.
Depending on which form you need, I recommend downloading a copy of the form and review several instruction tutorials. I’ve posted a zipped file of claim form instructions to my website under Downloads. Note that you cannot print out a PDF version of the form, fill it out and send it. It must be a pre-printed CMS-1500 claim form, prepared with special red "drop out" ink that can be scanned using an OCR (Optical Character Recognition) scanner. See the sample CMS-1500 form in the Downloads section or the link below.
https://www.cigna.com/static/www-cigna-com/docs/health-care-providers/form-cms1500.pdf
The Administrative Simplification Compliance Act (ASCA) requires payment of services or supplies be submitted to Medicare electronically, with limited exceptions. Medicare will receive and process paper claims from health care professionals and suppliers who meet the exceptions to the requirements set forth in the ASCA.
Option One: A physician, practitioner, or supplier that bills a Medicare Carrier, A/B MAC, or DME MAC and has fewer than 10 Full-Time Equivalent (FTE) employees.
Option Two: You can obtain access to Medicare systems to submit or receive claim or beneficiary eligibility data electronically. While most private insurer follow Medicare guidelines, some do not so some may have their own rules or guidelines for submission.
Do not fill out the CMS-1500 form by hand. It must be typed. More detailed instructions on the format is provided later in this document.
Line Items
Follow the Instructions_for_CMS_1500_Claim_Form PDF document. Some boxes (fields) are required; some are not. I did not include obvious requirements like the patient’s name and address.
Box 14: Date current illness (Lipedema) was first diagnosed or onset.
Box 17: Referring doctor: You need to insert your primary care physician here:
Box 17a: Referring doctor ID: Enter the state medical license number. 
Box 17b: Referring physicians NPI number (ask). You can look these up on the Internet as well.
Box 19: Reserved for Local Use: enter comments here. For example: Dx=Lipedema stage 3 or Unlisted procedure: Tumescent Liposuction for Lipedema or Lymph-sparing Liposuction or Water-Assisted- Liposuction (WAL) for Lipedema.
Box 21: ICD-10 codes: You Providers should provide the codes but note that there is no specific code in ICD-10-CM for Lipedema. The three, in order of usage, are:
R60.9 Edema (this code is in the index as a crosswalk for Lipedema)
Q82.0 Familial Hereditary Edema (Lipedema is considered an inheritable disease)
E88.2: Adiposis dolorosa; Lipomatosis dolorosa (Dercum’s disease) (Lipedema is considered a metabolic disease; this is the category recommended for specific a specific ICD-10-CM code in the future)
Include codes for pain, abnormal gait, and other functional impairments, if any.
Box 23: Enter the prior authorization number if one is obtained. Even if the carrier won’t provide authorization file the claim anyway.
Box 24a: Dates of service for the procedure.
Box 24b: Place of service for the procedure. If performed in the office the code is 11. An ambulatory surgery center is 23; an outpatient hospital is 22. If the patient is admitted to the hospital the code is 21. Note that a hospital admission will also incur hospital charges (Medicare Part-A if a Medicare patient) in addition to the surgeon’s professional fees.
CPT™ code: There are four liposuction CPT™ codes based on location. They read: “Suction-Assisted Lipectomy” (SAL = liposuction). Some carriers might argue that the SAL codes is a cosmetic code. Essentially you are arguing that, specifically for Lipedema, the procedure is reconstructive and medically necessary. Some use the unlisted CPT™ code. 
15877: Suction assisted lipectomy; trunk
15878: Suction assisted lipectomy; upper extremity
15879: Suction assisted lipectomy; lower extremity (most common)
38999: unlisted procedure, hemic or lymphatic system
If you use the unlisted code (38999), be sure to include the description (e.g., lymph-sparing liposuction for Lipedema) in Box 19 (aka comments). Some surgeons and consultants believe that the technique and procedure for Lipedema is different enough from the established CPT™ codes that the existing codes are not accurate. If you are given no advice or feedback from your surgeon I would go with the existing CPT™ code: 15879.
Box 24D: Enter the CPT™ code here
Box 24E: Link the procedure to the ICD-10 Lipedema code with the letter next to the ICD-10 code.
Box 24F: Enter the amount charged here
Box 24G: Number of units
Box 24J: Enter the surgeon’s NPI number
Box 25: Enter the clinic or doctor’s federal tax ID number.
Box 26: patient’s medical record number (optional)
Box 27: Accept Assignment? If you are filling out the form then your Provider does not accept assignment (the insurance carrier pays you unless there is an SCA signed).
Box 28: Total charges. Do not include decimals. Do not leave blank.
Box 31: Signature of the surgeon and credentials
Box 32: Provider name and address with a nine-digit zip code without a hyphen and phone.
Box 32a: service facility location information – enter the NPI of the facility where the services were rendered
Box 32b: service facility location 
Box 33: Billing Provider information and phone; confirm that the Provider is paid per the SCA instead of the patient.
Box 33a: billing provider NPI
Box 33b: used for atypical providers only.
Single Case Agreement (SCA) with Insurance Companies
Reconstructive Surgery, Insurance, Out-of-network providers
Making the case for single case agreement (SCA) with insurance companies
Most cosmetic surgeons have chosen not to be a part of any insurance panel. Patients pay directly for services (out-of-pocket).
The clinic needs to provide patients with a Superbill (a statement listing the dates, service codes and payments made) which they submit for reimbursement to their insurance company for out-of-network benefits. Most insurance plans have a high deductible amount, before any out-of-network benefits take effect.
Note: That some cosmetic/plastic surgery clinics may not have a practice management system and be unfamiliar with filing insurance. The patient will have to create and submit the claim.
A Single Case Agreements (SCAs) can be beneficial to all parties involved; it is a contract between an insurance company and an out-of-network provider for a specific patient, so that the patient can see that provider using their in-network benefits (i.e., the patient will only have to pay their routine in-network co-pays for treatments after meeting their in-network deductible [if any]). The fee for the service paid by the insurance company is negotiated by the insurance company and the provider as part of the SCA.
What are the conditions to be met to ask for a Single Case Agreement (SCA)?
An SCA has to basically address the unique needs of the patient and the cost benefits to the insurance company of the patient seeing you, rather than an in-network provider. The following are some of the conditions that must be met for an SCA to be granted.
· For a new potential patient:
· You have a specialized service (liposuction for lipedema) that is not available with any of the in-network providers.
· Geographical location - in-network providers (lipedema expert) are not available locally
· Treatment you provide that will keep the patient out of the hospital, or will reduce the cost of conservative treatment.
· If the patient is unable to find an adequately skilled in-network provider, then the patient makes the case for an SCA with the out-of-network provider before commencing treatment.
· For a current patient who has obtained a new insurance.
Continuity of Care (generally this won’t apply to Liposuction for Lipedema – Jeff)
When can one make the case for Continuity of Care?
If the patient has recently changed insurance providers, then the insurance company can agree to a limited number of treatments (around 10) and period (e.g., 60 days since insurance change), to allow the patient to continue treatment with the current out-of-network provider, while transitioning to an in-network provider. If there is evidence that the individual might be a danger to him/herself or others, or if it would adversely affect the patient psychologically/mentally (such as setbacks in the progress made in therapy), if required to transition to an in-network provider, than a case could be made for extended continued care with the current provider. Examples: a patient has an insecure attachment and finds it very hard to trust others. The therapeutic relationship that has already been established with the current provider may qualify as a factor for granting the SCA.
How does one negotiate the rates of payment and terms of the contract?
Insurance companies are legally obligated to provide patients with adequate treatment by properly trained professionals. Therefore, if the insurance plan does not cover any out-of-network services, and there are no in-network providers with the given specialty, then negotiate the surgeon’s customary full fee as the rate for new patients. This is because the patient is not simply choosing to see this particular surgeon, but is being forced to, with inadequate in-network providers. Some use a reimbursement advocate for the negotiation. Others negotiate on their own behalf. If your own efforts are not enough or you are uncomfortable with the negotiations you may consider hiring a healthcare attorney familiar with “breach of contract” suits in your state if you experience a lot of pushback.
In this case, the patient usually makes the case with the insurance company for an SCA with the Provider, before commencing treatment. 
Sometimes an insurance company may have a policy of "pay at highest in-network rate", in which case you will not be able to negotiate the rate. You always have the option of declining the SCA if the rate and terms are not acceptable to you.
The SCA will also spell out the CPT™ and ICD-10-CM codes authorized, the start and end dates for treatment, and the number of treatments (typically two or more). Note again, that both the surgeon and the insurance company may be unfamiliar with the different codes used and that there is not 100% agreement or Medicare or AMA CPT™ Coding Assistant™ advice.


How to Negotiate a Single Case Agreement for an Out-of-Network Provider
These agreements occur between insurance companies and Out-of-Network (OON) providers in which the OON clinic is recognized as an In-Network (INN) provider.
While it is usually the patient who asks their insurer for the SCA, on the basis that there are no other INN providers available for liposuction for lipedema in their area, the practice will have to come to agreement about terms and rates for the services that will be provided. Since insurers are not legally required to provide an SCA, it will be vital for you to present to the medically necessity and reconstructive nature of the procedure (and contrast it with cosmetic liposuction).
In most cases, the liposuction for lipedema specialist will be a new provider, in a different city and out-of-network. Therefore existing patient issues such as continuity of care won’t be an issue.
Until an SCA has been granted, the Provider should clearly define the patient’s financial responsibilities to the clinic. It is best to wait until the SCA has been authorized or a financial arrangement is made for the procedures.
Always request an SCA for OON plans when applying for prior authorization. Consider the following strategies to help you obtain a Single Case Agreement:
Request the SCA at the same time as the Initial Assessment Authorization 
Prior to the contract being signed, the patient will need to negotiate fees based on your fee schedule. Remember that the AMA CPT™ liposuction codes have no Medicare RVU’s (Relative Value Units) and therefore there is no generally established fee schedule for the procedure (in other words, the carrier can pay any amount but won’t have much knowledge or experience concerning the time, resources, and expertise necessary for the procedure). If approved, expect reimbursement as low as $1,200 per procedure although we have had reports of providers receiving their full fee (of $15,000) per procedure. It all depends on the carrier and sometimes who you speak with at the carrier.
An insurance representative will seek out qualified providers who are in-network so be prepared to substantiate your argument (that none are available). You may be required to work through the INN process. An SCA may be allowed under “pay at highest in network rate”, which means you will be able to provide the service, but not negotiate your own rates.
If an SCA is granted, pay attention to the date range that is applied to it. Be sure to note the number of sessions (procedures).
Take note that some insurers require the SCA be in the Rendering Provider’s name which can affect information on a CMS-1500 claim form.

Noridian Medicare CMS-Form Guidelines and Tips
All paper claims must be submitted on the Revised Form CMS-1500 (02/12). This form is the only version accepted by Medicare. Most private insurers follow Medicare guidelines (but not all).
Responsibility for Accurate Claims
The supplier is ultimately responsible for the accuracy of claims filed for his/her services. We recommend the supplier's office set a policy to ensure all necessary information is included on the initial claim submission and the information is correct. Suppliers may refer to the CMS-1500 instructions for guidance on completing the claim form. 
Guidelines for Filing Paper Claims
Failure to follow these guidelines could cause a delay in processing, denial of the claim, or affect payment accuracy.
The Administrative Simplification Compliance Act (ASCA) mandates the submission of electronic claims to Medicare unless a supplier meets certain "exceptions" described within the law. View exceptions on the Administrative Simplification Compliance Act Self Assessment.
CMS-1500 Claim Form Instructions
Complete instructions for the CMS-1500 claim form are provided in the CMS Internet Only Manual (IOM), Medicare Claims Processing Manual, Publication 100-04, Chapter 26
Tips for Submitting Clean Paper Claims (from Noridian Medicare)
Noridian uses optical character recognition (OCR) to process paper CMS-1500 claim forms. OCR is a means of inputting text into a computer. It involves scanning a paper document to create a digital image of the text and then using software to store knowledge about that digital image. With OCR, it is very important suppliers follow proper paper claim submission guidelines.
Font and Printing
· Use Courier New font for computer-generated claims. Do not print in italics, bold or script. Do not mix fonts.
· Use Pica 10 or 12-point typeface for claims typed on a typewriter.
· Do not type in italics or script.
Use upper case letters for all claim data.
· Ensure none of the characters touch.
· Ensure no lines from the printer cartridge are anywhere on the claim.
· Do not use special characters, (dollar signs, decimals, dashes, asterisk, or backslashes) unless otherwise specified.
Use an ink jet or laser printer to complete the CMS-1500 claim form. Because claims submitted with dot matrix printers have breaks in the letters and numbers, OCR equipment is unable to properly read these claims. Suppliers using dot matrix printers risk slow or incorrect processing of their claims.
Ink Color
· The OCR equipment is sensitive to ink color. Follow these guidelines on ink color:
· Submit the scannable, red-ink version of the CMS-1500 claim form.
· Do not use red ink to complete a CMS-1500 claim form. OCR scanners "drop out" any red that is on the paper.
· Use true black ink. Do not use any other color ink such as blue, purple, or red.
· Avoid using old or worn ink cartridges, toner cartridges, or printer ribbons.
Alignment
To process a claim correctly, proper alignment of the CMS-1500 form information is necessary. The OCR equipment may not read information that is not aligned properly, resulting in unnecessary denials or incorrect payment. To properly align data on the claim form, do the following:
· Center information vertically within the confines of each box on the CMS-1500 claim form.
· Align all information on the same horizontal plane.
· Do not include more than six line items on a CMS-1500 claim form.
· Do not squeeze two lines of information on one line.
Handwritten Claims
Handwritten claims are difficult to read; therefore, they take longer to process. The OCR equipment may misread the information, resulting in the entry of invalid information for the claim. To ensure timely and accurate processing of claims, Noridian recommends claims be typed, not handwritten.
Preprogrammed, Preprinted Information
Do not use preprinted or preprogrammed information on the CMS-1500 claim form. An example of preprinted or preprogrammed information is a pointer of "A" in Item 24e on all six detail lines but only submitting one claim detail line.
The areas of most concern for preprinted or preprogrammed information are Item 24 and the bottom of the claim form. Preprinted information in these areas cause the OCR equipment to read information not intended for the specific field, resulting in an Education Status letter.
Ordering CMS-1500 Claim Forms
In order to purchase claim forms, contact the U.S. Government Printing Office at 1-866-512-1800, local printing companies, and/or office supply stores. Each of these vendors sells the CMS-1500 claim form in its various configurations (single part, multi-part, continuous feed, laser, etc).
A box of 250 CMS-1500 forms will run about $17. While that is not much, you may have 249 forms you will never use! Best advice is to ask your primary care provider for a few CMS-1500 forms or any of your specialists. Some may not have any as most all claims are submitted electronically.
Electronic Claims
Electronic Data Interchange (EDI) provides the ability to quickly and efficiently exchange healthcare information in a safe, secure, and cost-effective way. Electronic claims are transmitted to the Common Electronic Data Interchange (CEDI) This link will take you to an external website. contractor. After the electronic claim has been accepted by the CEDI, the claim is then transferred to the appropriate DME MAC for processing based on the beneficiary's address listed on the electronic claim.
To learn more about EDI, contact CEDI This link will take you to an external website..
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Sample SCA form
https://www.signnow.com/jsfiller-desk15/?projectId=503087355#bcc86d30a5bbff70a03f6a1127c87f57

[bookmark: _CMS_1490_Form]CMS 1490-S Form
On the website and the CMS website there is a 1490-S Patient’s Request for Medical Payment PDF form that is editable. You can enter your information directly into the form, save it and send it. You don’t want to fill it out by hand.
Fill in all your contact information.
Section 2: Enter your ICD-10 and CPT codes and descriptions here.  See the information above and the Reimbursement Guidebook for additional information. Per the form be sure to include:
· Date of service
· Place of service
· Description of illness or injury
· Description of each surgical or medical service or supply furnished
· Charge for each service
· The doctor’s or supplier’s name and address
· The provider or supplier’s National Provider Identifier (NPI) If known [Ask the office manager for this; alternatively you can look these up on the Medicare website – Jeff]. Here is one NPI lookup link
This document is simple and straightforward. Check No for the four “related to” questions and enter any information about other insurance.
This is a generic form and it assumes the procedure or service is on the Medicare fee schedule. Liposuction is not on the fee schedule and has no Medicare RVU’s (standard payment). Therefore you will have to begin the conversation with:
“Liposuction for Lipedema, (aka Lymph-Sparing Liposuction, Tumescent Liposuction, or Water-Assisted Liposuction) is reconstructive and medically necessary; it is not experimental, investigational, or unproven. Research supports that it is both safe and effective.”
Your Mantra. Memorize it.
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