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Richelle Marting is an attorney, registered health information 

administrator, and certified coder who focuses on healthcare 

coding, billing, and reimbursement issues. She has served as an 

outpatient multi-specialty surgery coder, hospital-based 

outpatient coder, compliance coordinator for a large multi-

specialty medical group, interim system privacy officer, and 

interim director of managed care. As an attorney she advises 

clients proactively on complex reimbursement questions and 

has guided multiple clients through extensive Medicare, OIG 

and private payor audits and investigations. She has also served 

as an expert in litigation in matters involving health information 

management, reimbursement, and privacy.
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Anne Kindling devotes her legal practice to health and hospital 
law, administrative and regulatory defense, and civil 
litigation. Anne counsels organizational and individual health 
care providers on physician contracts, medical staff relations, 
peer review and risk management, practice compliance issues 
such as HIPAA and EMTALA, professional licensure, and defense 
of medical malpractice claims throughout Kansas. Her nearly 30 
years of experience as an attorney includes over 10 years 
managing claims and risk management for a 500-bed hospital 
and multi-specialty clinic, pairing her sound legal knowledge 
with field experience that affords her clients practical solutions 
to complex questions.

JD, CPHRM
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Diane L. Bellquist is an attorney with Joseph, Hollander & Craft 
LLC whose practice is focused on providing licensure defense 
services for professionals and entities. She received her Juris 
Doctorate from the University of Kansas School of Law. Prior to 
private practice, Diane served as General Counsel for the Office 
of the State Bank Commissioner and as Assistant General 
Counsel for the Kansas Board of Healing Arts
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Overview

Remote Monitoring

Telehealth Policy

RHCs/FQHCs

Evaluation and 
Management



CPT makes some of 
the most 

significant changes 
to the E/M codes in 

decades

Evaluation and Management Services
American Medical Association changed the E/M 
section substantially, including general 
guidelines, elimination of all observation codes, 
revaluing hospital codes, deleting level 1 consult 
codes, and merging nursing facility/nursing 
home codes.



Level of Service Reporting

Extending 2021 changes to office visit codes to all E/M categories

No more history, 
exam levels

No more 1995, 
1997 exam level 

disputes



E/M Guidelines

C
P

T • Exact Same Subspecialty

• On call providers’ 
specialties are imputed 
based on specialty of 
provider being covered

• NPPs and physicians 
considered same 
subspecialty as the docs 
they work with

C
M

S • Doesn’t recognize 
subspecialties

• Does not address on-call 
guideline

• NPPs “are always 
classified in a different 
specialty than the 
physician”



E/M Guidelines: Initial Visits

C
P

T • Current: Attending only.

• Others use consult or 
subsequent care codes

• New: Once per 
specialty/subspecialty/same 
group practice per admission

• Allows consulting providers to 
report initial codes

• Patient admitted from 
another site of service the 
same day, report both with 
-25

C
M

S •Current: Multiple providers; 
attending uses –AI 

•Remember NPPs/physicians are 
different specialties

•No subspecialty recognition

•Deviation from CPT: Patient 
admitted from another site of 
service, report only 1 code

•“Retain current billing policy” 
that provider must see patient 
in ED, admit clarified in final 
rule to match current IOM 
language



E/M Guidelines: Prolonged Services

C
P

T • Inpatient prolonged services 99356 
deleted

• 993X0 to report prolonged total 
direct, non-direct time on the same 
day as hospital service. 15+ minutes 
beyond time to report highest-level 
primary service

C
M

S

• Ignoring code 993X0

• New G code for prolonged hospital 
service

• 15 minutes beyond primary service 
time

• Can only be reported when 
underlying code is selected based on 
time

• Cannot bill 99358, 99358 (non-direct 
contact) cannot be billed with 99221-
99223; 99231-99236



E/M Guidelines: Split/Shared

C
P

T • Not limited to facility 
setting

• Does not define who 
reports C

M
S • Limited to facility 

setting

• Professional rendering 
substantive portion 
reports

• “More than half”

• Delaying definition of 
substantive until 
1/1/2024



Observation Codes Eliminated

C
P

T• Today’s “Inpatient” codes become more generally “hospital” codes

• Observation consults: Office/other outpatient category

• Values for hospital category changing (today, inpatient/observation 
valued the same)

• Observation discharge 99217 didn’t require time

• All hospital discharges should now document time



Medicare is 
creating four (4) 
new G codes but 
would no longer 

pay CPT RTM codes

Reporting Monitoring
Medicare did not finalize its proposal



A number of 
additional 

extensions and 
favorable 

clarifications in 
telehealth policy 

were finalized

Telehealth Policy
“We found that none of the requests we received by 
the February 10th submission deadline met our 
Category 1 or Category 2 criteria for permanent 
addition to the Medicare Telehealth Services List”



Temporary v. Category 3

Te
m

p
o

ra
ry • End when the PHE 
ends

C
at

eg
o

ry
 3 • In effect until 

12/31/23

• No extension to 
12/31/23 date

• Watch federal 
legislation & 
potential extension 
through 12/31/24



The Future of Temporary, Category 3 
Telehealth After the PHE

Te
m

p
o

ra
ry

• Continue 151 days after the PHE 
ends, rather than expiring the 
day the PHE ends

C
at

eg
o

ry
 3 • Currently removing from eligible 

telehealth services list 
12/31/2023

• If the PHE extends well into 
2023, “we may consider revising 
this policy” to cover category 3 
telehealth through the end of 
2024

• Watch pending legislation



Caution

• Current policy would remove therapy codes
from the list of eligible telehealth services 
12/31/2023

• Federal statute allows PT/ST/OT to bill as 
eligible distant site providers 151 days after 
the PHE ends

• As of today:

• PHE could end April 11, 2023

• 151 days after is September 9, 2023

• End dates for therapy codes and end 
dates for therapists as eligible distant 
site providers do not align



Temporary Category 3
Te

m
p

o
ra

ry • Audio-
only 
codes

C
at

eg
o

ry
 3 • Audio-only is 

permanently 
allowed for certain 
mental/behavioral 
telehealth services 
to patients at home

• Watch for 
legislation



Medicare Telehealth After the PHE
R

em
o

va
l

Temporary codes will be available 151 days after PHE ends (not removed the day the PHE expires)



Extensions for 151-days after 
PHE ends

• Originating site: Anywhere in the U.S. where the patient 
is located. Expands PHE flexibility

• RHCs, FQHCs as distant site providers and current 
payment methodology.

• CAHs’ distant site provider eligibility ends the day the 
PHE ends

• Delay 6-month in-person visit requirement for certain

• Major clarification: “we clarify that we do not believe 
this requirement applies to beneficiaries who began 
receiving mental health telehealth services in their 
homes during the PHE”

• 12-month in-person visit requirements apply, but 
there are notable exceptions



Place of 
Service, 
Modifier 
Reporting

• Location where telehealth service was rendered

• Through PHE, 151-days after with modifier -95

• Use POS code that would have been reported had the 
service been furnished in-person for 151-days after PHE 
ends

• Using POS 02 causes payment at facility rate

• Day 152+, use POS 02 or 10

• POS 02 and 10 will be paid at facility rate

• POS 10 will only be paid for services eligible to patients at 
home

• Modifier -93 Synchronous Telemedicine Service Rendered Via 
Telephone or Other Real-Time Interactive Audio-Only 
Telecommunications System

• RHCs, FQHCs currently using –FQ will change to -93

• Supervising practitioners continue to be required to append the 
“FR” modifier on any applicable telehealth claim when required 
to be present through an interactive real-time, audio and video 
telecommunications link, as reflected in each service’s 
requirement



Place of 
Service, 
Modifier 
Reporting

• Location where telehealth service was rendered

• Through PHE, 151-days after with modifier -95

• Use POS code that would have been reported had the 
service been furnished in-person for 151-days after PHE 
ends

• Using POS 02 causes payment at facility rate

• Medicare will continue to allow for payment at the POS where 
the service would have ordinarily been rendered if in-person 
through 12/31/2023 (versus 151-days after PHE ends). Report 
with -95.

• 152-days after PHE, facility originating sites can use POS 02

• Eff. 1/1/2023: Modifier -93 Synchronous Telemedicine Service 
Rendered Via Telephone or Other Real-Time Interactive Audio-
Only Telecommunications System

• RHCs, FQHCs currently using –FQ will change to -93

• Supervising practitioners continue to be required to append the 
“FR” modifier on any applicable telehealth claim when required 
to be present through an interactive real-time, audio and video 
telecommunications link, as reflected in each service’s 
requirement



Supervision of Telehealth

• After December 31 of year when PHE ends, pre-PHE rules for direct supervision 
return
 Immediate availability, virtual presence goes away

• No final decision on the future of virtual presence and supervision. Stay tuned for 
2024 proposed rule in July and submit comments!



Supervision of Telehealth

After December 31 of the year in which the PHE ends, the pre-PHE rules for 
direct supervision at § 410.32(b)(3)(ii) would apply. As noted in the CY 2022 PFS 
final rule (86 FR 65062), this means the temporary exception to allow immediate 
availability for direct supervision through virtual presence, which facilitates the 
provision of telehealth services by clinical staff of physicians and other 
practitioners incident to their professional services, will no longer apply. As such, 
after the end of the calendar year in which the PHE ends, Medicare telehealth 
services can no longer be performed by clinical staff incident to the professional 
services of the billing physician or practitioner who directly supervises the 
service through their virtual presence. 



Provider Impact

• These changes impact providers in several ways

 Provider productivity valuation/compensation

 Location of care

 Direct vs. indirect supervision/immediate availability

 Documentation



Telehealth and Provider Licensing

• Licensing requirements were relaxed in many states as a result of the PHE to 
maximize access to healthcare nationwide safely

• There is no federal license scheme that authorizes physicians to practice 
anywhere within the US (and its territories) with one single license

• The individual states have the police power to regulate the practice within their 
respective state borders

• This results in a patchwork of licensing requirements and laws across the 50 
states and US territories



Telehealth and Provider Licensing

• Currently 10 states have a waiver process for out-of-state physicians to provide 
telemedicine within their state borders

• Federation of State Medical Boards created the Interstate Medical Licensure 
Compact (IMLC) – operational since 2017



Interstate Medical Licensing Compact

• IMLC Eligibility
• Graduated from an accredited medical school or one listed in the International Medical 

Education Directory
• Completed ACGME or AOA accredited postgraduate training
• Passed each component of the USMLE, COMLEX or equivalent in no more than three 

attempts for each component
• Hold an unrestricted medical license in a Compact member-state
• State of Principal License is the physician’s primary residence (and declared state of 

residence for federal income tax purposes)
• Physician must practice at least 25% in state for Principal License
• Physician is employed in the state of Principal License
• No history of disciplinary actions
• No criminal convictions (or deferred adjudications)
• Not under investigation



Interstate Medical Licensing Compact



Nurse Licensure Compact



Psypact



Physical Therapy Licensure Compact



Speech Therapy Licensure Compact



New codes added 
to separately pay 
for specified set of 
pain management 

and treatment 
services

RHCs, FQHCs
Increased coverage and separate payment 
for pain management services is on the 
way.
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• When the PHE ends, 

CMS’s waiver 

authority to permit 

audio-only services 

as telehealth ends

Questions?
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