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P R A C T I C E R X

Assess your ability to comply with version 5010 requirements
By Debra Lansey

Look at your calendar: The Jan. 1,

2012 deadline to comply with ver-

sion 5010 electronic administrative

transactions is quickly approaching.

To comply with an update to the fed-

eral Health Insurance Portability and

Accountability Act (HIPAA), all electronic

transactions will convert to HIPAA version

5010. Version 5010 will apply to all clini-

cians, clearinghouses and billing services

currently submitting version 4010 electron-

ic transactions, or those that would like to

begin electronically reporting or inquiring

about health care transactions. The Centers

for Medicare and Medicaid Services is con-

fident that the implementation date will

hold, so do not expect a delay in the com-

pliance deadline.

Physicians need to complete the fol-

lowing tasks to be prepared for the deadline.

Implement practice management sys-

tem upgrades

Changes will be needed to practice

management systems to capture the

required data for 5010 transactions. Offices

may also need to update other manual

processes used to collect and report trans-

action data.

� Work with vendors to have the nec-

essary practice management system

upgrades completed.

� Complete internal testing of the

upgrades to make sure systems can generate

the 5010 transactions. Ask vendors if they

will complete the internal testing for you.

Identify business operations changes

Not all changes will be directly related

to information technology infrastructure.

Data reporting requirements for versions

5010 transactions differ from the current

transactions, so physicians will need to plan

for collecting additional data to submit

with claims, or prepare to submit the same

types of data in new formats.

Some of the specific changes in version

5010 are as follows:

� The billing physician’s address can

no longer be reported as a post office box

or lockbox address; it must be the actual

street address;

� National Provider Identifier report-

ing will be fully supported;

� New ICD-10 codes will be fully sup-

ported when they become effective on Oct.

1, 2013;

� A nine-digit ZIP code (ZIP+4) will be

required in the billing and service provider

addresses;

� The available number of diagnosis

codes will expand to 12;

� The dates of service range will only

be required when the “from” and “to” dates

are different; and

� The “pay to” clinician address will be

required when it is different from that of

the billing clinician.

Test 5010 transactions

A practice’s version 5010 transactions

will need to be tested with payers (or at least

with a practice’s largest payer) through the

current channels used to send and receive

transactions. This step is the most effective

method to demonstrate that claims trans-

actions are working correctly and will con-

tinue to operate after the deadline.

� Do not assume that vendors will take

care of testing. Talk to vendors about what

testing they will do of system upgrades;

� Talk to billing services, clearinghous-

es or payers, depending on how transac-

tions are sent and received, about the

processes they will use for testing. Follow

procedures and make certain that testing is

completed;

� Be prepared to work with vendors to

fix any issues identified during testing and

re-test with clearinghouses and payers;

� Contact your practice’s Medicare

Administrative Contractor (MAC) to

inquire about its testing protocols. It’s

important that you begin testing as early

and often as possible;

� Seek technical support from your

MAC earlier rather than later;

� Plan to engage in your local MAC’s

outreach and education activities; and

� Look for version 5010 communica-

tions from CMS and your MAC throughout

2011, and take action as needed. Join your

MAC’s listserv, if you have not done so

already.

Minimize the impacts of disruptions

in transactions

Since there will be no delay in the com-

pliance deadline, a major concern is the

potential for disruptions in transactions

processing after Jan 1, 2012. Physicians

should develop a “backup” plan or safety

net to address what they will do if their

transactions are not working as expected.

Consider the following before Jan. 1, 2012:

� Reduce the claims submission back-

log as much as possible; submit as many

transactions as possible;

� Decrease practice expenses prior to

Jan. 1, 2012 to increase cash reserves;

� Consider establishing a line of credit

with a financial institution, just in case; and

� Research your payers’ advance pay-

ment policies. A

dations would automatically be imple-

mented unless Congress enacted an alter-

native plan to save a comparable amount.

The president proposed that the allowable

target growth rate be set at a lower level

than permitted by the ACA.

Critics of the president’s approach say

that he that he hasn’t put forth a realistic

plan to reduce Medicare and Medicaid

spending, and that without it, it will be

impossible to put a significant dent in the

federal budget deficit. Many Republicans,

and at least a few Democrats, also do not

want to give so much authority to an

unelected group of experts to come up with

the answers.

The Ryan plan almost certainly will not

become law as long as President Obama is

in the White House and Democrats main-

tain a narrow edge in the Senate. But it is

expected to be the Republican baseline for

contentious negotiations on enactment of

legislation to allow the federal government

to borrow more money to meet its obliga-

tions to holders of U.S. debt. Such “debt-

ceiling” legislation must be enacted by

late May or early June to prevent the U.S.

from defaulting on its debt, but many

Republicans and some Democrats have

vowed not to vote for an increase in the debt

without an agreement on deeper spending

cuts.

Regardless of the outcome of the cur-

rent battle over the budget and the debt ceil-

ing, President Obama and House

Republicans have offered voters in the 2012

election a compellingly different vision of

the role of government as it relates to health

care. It is often said that elections have con-

sequences, and voters’ answers to these

questions in 2012 may be the most conse-

quential for American health care since

Medicare and Medicaid were created almost

60 years ago. A
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Coding made easy for
annual wellness visits

Finally! Physicians can now get paid for personalized prevention planning that they

previously were not providing—or were giving away—to Medicare patients.

As part of the Affordable Care Act, Medicare will now pay for an annual wellness visit, a

yearly exam that focuses on establishing and, through subsequent annual wellness visits,

maintaining a personalized prevention plan. The annual wellness visit is not the same as

the “Welcome to Medicare” exam (which happens only in the first year as a Medicare ben-

eficiary) or the “traditional” annual physical (it does not include any diagnostic testing or

physical exams). Medicare exams and their codes are described in the table.

Service                                                    CPT/ICD-9 codes        Frequency

Initial preventive physical exam      G0402/V70.0                   Once during a new Medicare 

(“Welcome to Medicare”)                                                                patient’s first year in the program.

Annual wellness visit, initial               G0438/V70.0                   At least one year after the  

                                                                                                                 “Welcome to Medicare” exam 

                                                                                                                 (if the patient had one).

Annual wellness visit, subsequent   G0439/V70.0                   Once a year (at least 11 months 

                                                                                                                 after the last wellness visit).

There has been some confusion as to whether physicians can bill for an evaluation and

management visit using the 25 modifier. The answer is yes, but documentation for the

evaluation and management service must meet the evaluation and management require-

ments. Medicare originally expected that it would be “uncommon” to need the modifier,

but has clarified that its use will be relatively common. It is always prudent to check with

your Medicare carrier periodically in case guidelines change.

The annual wellness visit is a new benefit that includes certain specific services, and it will

take some practice to master the coding and patient education. To help integrate the

annual wellness visit into daily practice, ACP has developed some simple materials for

patients, including a letter explaining the new benefit, a checklist of what to bring to the

appointment, and a take-home plan for easy reference. There is also a checklist for the

practice staff to use as well as a “how to bill it” guide.

These materials can be found at www.acponline.org/running_practice/practice_management/

payment_coding/medicare/annual_wellness_visit.htm. 

For more information on preventive services in general, visit www.acponline.org/

running_practice/practice_management/payment_coding/medicare/#pcv.

Additional resources
Links to more version 5010 preparation

resources include the following.

�   ACP’s Center for Practice Improve -

ment & Innovation: www.acponline.org/

running_practice/practice_management/

payment_coding/coding/

�   Centers for Medicare and Medicaid

Services: www.cms.gov/Versions5010andD0/

�   Aetna: www.aetna.com/healthcare-

professionals/claims-administration/

5010-qa.html

�   Cigna: https://cignaforhcp.cigna.com/

wps/portalhttp://cigna.com/customer_

care/healthcare_professional/newsletters/

index.html

�   UnitedHealthcare: https://www.

unitedhealthcareonline.com/ccmcontent/

ProviderII/UHC/en-US/Assets/

ProviderStaticFiles/ProviderStaticFilesPdf/

Tools%20and%20Resources/HIT/UHC_593_

ICD-10_FAQs.pdf

�   BlueCross BlueShield Association:

www.bcbs.com/issues/icd-10/background/

icd-10-successful-provider.html
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