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ANTI-TRUST 
STATEMENT

It is the policy of Gold Star Medical to comply strictly with the letter and spirit of 
all applicable federal, state, and international trade regulations and antitrust 
laws. Any activities of Gold Star Medical and related actions of its staff and 
officers that violate these regulations and laws can be detrimental to the 
interests of Gold Star Medical and are contrary to Gold Star Medical policy. 
Participation in this presentation/class, by its very nature brings competitors 
together. Accordingly, it is necessary to avoid discussions of sensitive 
competitive topics and especially important to avoid recommendations with 
respect to such subjects. Discussions or Agreements to fix prices or fees, to 
allocate markets, to engage in product boycotts and to refuse to deal with 
third parties are automatically illegal under the antitrust laws. It does not 
matter what the reason for the agreement might be.

An antitrust violation does not require proof of a formal agreement. A 
discussion of a sensitive topic, such as fees, followed by parallel action by those 
involved in or present at the discussion is enough to show a price fixing 
conspiracy. In any list service discussions about prices or fees, including 
elements of prices such as payment terms, quality ratings of suppliers, 
statements or discussion that might be interpreted as a dividing up of territories 
or customers, and statements or discussions which may cause a competitor to 
cease purchasing from a particular supplier, or selling to a particular customer, 
must be avoided. 
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GOLD STAR MEDICAL PROVIDES FORMS AS A COURTESY TO THEIR CLIENTS AND THOSE WHO 
REQUEST THEM, TO ASSIST WITH UNDERSTANDING COMMON DOCUMENTATION PROCEDURES, 
PRACTICE EFFICIENCY, MARKETING AND GOAL SETTING.  THESE DOCUMENTS ARE NOT 
EXCLUSIVE AND MAY NOT BE ALL OF THE DOCUMENTATION YOU NEED TO SUBSTANTIATE THE 
NEED FOR MEDICAL NECESSITY OF A PATIENT ENCOUNTER, AND/OR SUBSEQUENT INSURANCE 
CLAIM.   OTHER FORMS MAY OR MAY NOT SATISFY LEGAL REQUIREMENTS FOR YOUR MEDICAL 
PROFESSION, STATE BOARD, OR FEDERAL LAW. YOU, THE DOCTOR, SHOULD INQUIRE WITH THE 
APPLICABLE INSURANCE CARRIERS, BILLING AGENCIES, YOUR STATE LICENSING BOARD, YOUR 
MALPRACTICE CARRIER OR A LICENSED HEALTH CARE ATTORNEY IN YOUR STATE, TO DETERMINE 
IF ANY FORMS PROVIDED BY GOLD STAR MEDICAL MEET THE LEGAL REQUIREMENTS FOR SUCH 
DOCUMENTS.  GOLD STAR MEDICAL DOES NOT PROVIDE THESE FORMS AS A SUBSTITUTE FOR 
LEGAL OR CLINICAL ADVICE.  

PLEASE USE THESE DOCUMENTS AS ILLUSTRATIVE OF THE COMPONENTS OF PRACTICE, 
MARKETING AND DOCUMENTATION FORMS AND NOT AS A REPLACEMENT FOR YOUR CLINICAL 
EXPERTISE OR DECISION MAKING.  THESE FORMS ARE NOT INTENDED TO REPLACE OR DIRECT 
YOUR CLINICAL EXPERTISE OR DECISION MAKING AS YOU PROVIDE CARE TO YOUR PATIENTS.  

FORMS/VISUAL AID DISCLAIMER

GOLD STAR MEDICAL BUSINESS SERVICES   WWW.GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655



Current Procedural Terminology (CPT®) is 
copyright 2025 of the American Medical Association. 

All Rights Reserved. No fee schedules, basic units, 
relative values, or related listings are included in 
CPT®. The AMA assumes no liability for the data 

contained herein. Applicable FARS/DFARS 
restrictions apply to government use.
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COPYRIGHT STATEMENT
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LEGAL DISCLAIMER

• The information contained in this presentation is provided solely for general educational and 
informational purposes and does not constitute legal advice, regulatory guidance, or a substitute for 
professional consultation.

The presenter is not an attorney and does not provide legal services. No representation is made that 
the information is complete, accurate, or up to date, and it should not be relied upon as such.

Application of the information presented may vary based on specific facts, payer policies, 
jurisdictional requirements, and applicable laws or regulations. Attendees are strongly encouraged 
to seek advice from qualified legal counsel or other appropriate professionals before making any 
decisions based on this information.

Use of this material does not create an attorney-client, advisory, or consulting relationship.
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THE CENTERS FOR MEDICARE AND MEDICAID SERVICES (CMS) PROVIDES HEALTH COVERAGE 
TO OVER 100 MILLION PEOPLE THROUGH MEDICARE, MEDICAID, THE CHILDREN'S HEALTH 

INSURANCE PROGRAM, AND THE HEALTH INSURANCE MARKETPLACE.
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THE ‘A-B-C-D’ OF 
MEDICARE



Medicare Beneficiaries 
receive this publication 
annually

Written in layman’s terms 
vs. “government” 
language

Great training tool for 
office staff and clinicians



WHAT ARE THE PARTS 
OF MEDICARE?

Part A is automatic upon reaching eligibility for Medicare

Paid for by 40 quarters of employee contributions, no monthly 
premium 

 If contribution requirement not met, Part A is available by 
paying a monthly premium



WHAT ARE THE PARTS OF MEDICARE?

 Part B is automatic upon reaching eligibility for Medicare

 Requires additional monthly premium.  

 Requires patient to opt out or REPLACE coverage



MEDICARE B COVERAGE

• Medicare covers 80% of the allowable fee on COVERED 
SERVICES (After Part B Deductible is met)

• Patient Responsible for 20%. Patients with Supplemental 
Medigap plans may have the 20% cost share covered by 
the plan.

• Medigap plans only pay the cost share gap on COVERED 
Services.



Supplemental Plans 
are designed to “gap” 
Medicare Coverage.  If 
Medicare pays 80%, 
the supplemental plan 
takes care of the 20% 
at the rate indicated by 
the medigap plan.  

Medigap plans do 
NOT pay for services 
that Medicare does not 
cover.

Most Supplemental 
plans are “crossover” 
plans, and billing is 
not necessary.  
Medicare B forwards 
the claim info to the 
Medigap plan directly

2026 Medicare and You PLAN F



WHAT ARE THE PARTS OF MEDICARE?

PATIENTS WHO ELECT TO ENROLL IN ORIGINAL MEDICARE WILL USUALLY 
PURCHASE A PART D DRUG PLAN AND A SUPPLEMENTAL MEDIGAP PLAN
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WHAT ARE 
THE PARTS 

OF 
MEDICARE?
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COMPARISON OF ORIGINAL MEDICARE AND 
MEDICARE ADVANTAGE

ORIGINAL MEDICARE MEDICARE ADVANTAGE
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DIFFERENCE BETWEEN 
MEDICARE A/B AND MEDICARE 
ADVANTAGE

CHOICE OF HOSPITALS AND/OR 
HEALTH CARE PROVIDERS
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DIFFERENCE BETWEEN 
MEDICARE A/B AND MEDICARE 

ADVANTAGE

COVERAGE AND BENEFITS

Medicare Advantage plans may 
have prior auth requirements
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DIFFERENCE BETWEEN 
MEDICARE A/B AND MEDICARE 

ADVANTAGE

PREMIUMS AND OUT OF POCKET 
COSTS

Medicare Advantage 
enrollees cannot buy 
secondary or supplemental 
coverage. (Dual Eligible 
exception)
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CHIROPRACTIC 
COVERAGE AND 
CLINICAL 
DOCUMENTATION 
REQUIREMENTS
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MEDICARE COVERAGE OF CHIROPRACTIC
(NATIONAL POLICY)

CHIROPRACTIC SERVICES SECTION 30.5 AND 240.1



MEDICARE COVERAGE OF CHIROPRACTIC

GOLD STAR MEDICAL BUSINESS SERVICES   WWW.GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655



ESTABLISH 
MEDICAL 
NECESSITY

PART EXAM
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ESTABLISH MEDICAL NECESSITY
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CONDITIONS THAT SUPPORT ACTIVE 
TREATMENT



CONDITIONS THAT SUPPORT ACTIVE 
TREATMENT



MAINTENANCE THERAPY



HOW MANY VISITS?….



CODING AND BILLING



CODE DEFINITIONS
• CPT = CURRENT PROCEDURAL TERMINOLOGY

• Represents Medical, Diagnostic, Laboratory Procedures

• Published, Maintaned by the AMA

• 40,000+ codes

• ICD-10 = INTERNATION CLASSIFICATION OF DISEASES, 10TH EDITION
• Represents Diagnoses/Conditions

• Published, Maintained by WHO and the NCHS (National Center for Health Statistics)

• 75,000+ codes  (Chiros use about 100 of them!)

• HCPCS = HEALTHCARE COMMON PROCEDURE CODING SYSTEM
• Represents Supplies, DME, Injectables, Grafts, etc.

• Published, Maintained by CMS

• MODIFIERS = Codes that are appended to a CPT/HCPCS code to give more 
information and detail about the encounter/procedure



CHIROPRACTIC MANIPULATION CODES

• 98940 – Spinal Manipulation (1-2 regions)
• 98941 – Spinal Manipulation (3-4 regions)
• 98942 – Spinal Manipulation (5 regions)
• 98943 – Extra-spinal Manipulation (regions other than the spine)

CHIROPRACTIC MANIPULATION THERAPY (CMT)

• Cervical C1-C7
• Thoracic T1-T12
• Lumbar L1-L5
• Sacral
• Pelvic

SPINAL REGIONS

Not 
covered by 
Medicare



HOW TO OBTAIN YOUR FEE SCHEDULE

Through your 
Medicare 

Administrative 
Contractor

Through the 
CMS Website



Medicare Part B deductible (annual)

2025: $257

2026: $283



Based on Locality 99 – REST OF TEXAS.  Choose Locality for your Zip Code

2026 FEE SCHEDULE BY ENROLLMENT TYPE

PAR
NON
PAR

BASED ON LOCALITY 99 – REST OF MICHIGAN.
DIFFERENT FEE SCHEDULE FOR LOCALITY 01 - Macomb, Oakland, Washtenaw, and Wayne Counties 



ABOUT THE NON-PAR LIMITING CHARGE

• Limiting Charge: Only applies when the provider 
chooses not to accept assignment. (Patient pays up 
front)

• The Limiting Charge is the maximum amount a 
nonparticipating provider may legally charge a 
beneficiary when filing an unassigned claim. 

SOURCE: https://medicarepaymentandreimbursement.com/



NON-PAR/NON-ASSIGNED REIMBURSEMENT

• Patient Pays the Limiting Charge for Covered Service

• Provider Bills Medicare up to the Limiting Charge as 
a NON ASSIGNED CLAIM

• Patient is Reimbursed by Medicare, based on 80% of 
the PAR Allowable, after deductible met
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MEDICARE ICD10 CODES



M99.01   Segmental/Somatic Dysfunction – CERVICAL
M99.02   Segmental/Somatic Dysfunction – THORACIC
M99.03   Segmental/Somatic Dysfunction – LUMBAR
M99.04   Segmental/Somatic Dysfunction – SACRAL
M99.05   Segmental/Somatic Dysfunction – PELVIC

PRIMARY DX CODES



WHAT ABOUT THE 
“SECONDARY” DX CODES?

• Certain Local Coverage Articles (through the 
MAC) may list secondary dx codes, and categorize 
them into conditions that require SHORT, 
MODERATE, or LONG TERM Treatment.  
Generally,

• Short = up to 12 visits

• Moderate = up to 20 visits

• Long = up to 30 visits, chronic conditions



EXAMPLE OF SECONDARY DX CODES IN 
THE SHORT TERM TREATMENT CATEGORY

CervicalgiaM54.2

Low back pain, unspecifiedM54.50

Vertebrogenic low back painM54.51

Other low back painM54.59

Pain in thoracic spineM54.6

Contracture of muscle, multiple sitesM62.49

Other muscle spasmM62.838

https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleId=56273



EXAMPLE OF SECONDARY DX CODES IN THE 
MODERATE TERM TREATMENT CATEGORY

https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleId=56273

Radiculopathy, occipito-atlanto-axial regionM54.11

Radiculopathy, cervical regionM54.12

Radiculopathy, cervicothoracic regionM54.13

Radiculopathy, thoracic regionM54.14

Radiculopathy, thoracolumbar regionM54.15

Radiculopathy, lumbar regionM54.16

Radiculopathy, lumbosacral regionM54.17



EXAMPLE OF SECONDARY DX CODES IN 
THE LONG TERM TREATMENT CATEGORY

https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleId=56273

Other cervical disc degeneration, high cervical 
region

M50.31

Other cervical disc degeneration, mid-cervical 
region, unspecified level

M50.320

Other cervical disc degeneration at C4-C5 levelM50.321

Other cervical disc degeneration at C5-C6 levelM50.322

Other cervical disc degeneration at C6-C7 levelM50.323

Other cervical disc degeneration, cervicothoracic 
region

M50.33

Other intervertebral disc displacement, thoracic 
region

M51.24

Other intervertebral disc displacement, 
thoracolumbar region

M51.25



GA MODIFIER ONLY USED IF PATIENT CHOOSES OPTION 1 ON THE ABN FORM.  CLAIM 
WILL BE DENIED, AND THE BALANCE WILL BE ASSIGNED TO THE PATIENT’S 
RESPONSIBILITY

GZ MODIFIER USED IF YOU ARE BILLING A MAINTENANCE VISIT AND DID NOT GET AN 
ABN FORM SIGNED.  CLAIM WILL BE DENIED AND THE BALANCE WILL BE ASSIGNED AS 
A CONTRACTUAL WRITE OFF FOR FAILURE TO OBTAIN AN ABN

MEDICARE MODIFIERS



OTHER MODIFIERS

• -GY   Statutorily Non-Covered
• Append to CPT codes when you bill Medicare for Statutorily NON-COVERED SERVICES

• Claim will be denied, but applied to Patient Responsibility

• -GP   Patient under a Physical Therapy Plan of Care
• Append to Therapy Codes  (97xxx, G0283)

• -59     Distinct Procedural Service
• Use when billing code pairs that are subject to NCCI code pair edits 

• Example:  98940 and 97140.  Append -59 Mod to 97140

• For Medicare:  98940-AT, 97140-GY-59-GP



BILLING



THE CMS 1500 FORM



CMS1500 CLAIM 
FORM

33 “BOXES”

BOX 1-13 ABOUT 
THE PATIENT

ELECTRONIC 
CLAIMS: 
BOXES ARE 
CONVERTED TO 
LOOPS AND 
SEGMENTS



BOX 14-24 
ABOUT THE 
ENCOUNTER

BOX 25-33
ABOUT THE 
ENTITY AND 
PAY-TO



CMS1500 BOX 14

PATIENT’S CHART

CMS1500 BOX 19

CMS1500 BOX 21, 24E (A) = M99.XX 

CMS1500 BOX 21, 24E (B) = SECONDARY DX

PATIENT’S CHART



When billing Medicare B for 
Statutorily non-covered services, 
append CPT code with GY modifier.  
Medicare will deny to patient 
responsibility and secondary plan 
can be billed correctly.



IF YOU HAVE TO BILL FOR STATUTORILY 
NON-COVERED SERVICES……..

UP TO 4 MODIFIERS ARE ALLOWED ON A CLAIM.  MODIFIER ORDER 
SHOULD BE PRICING MOD’S FIRST, INFORMATIONAL MOD’S SECOND



CLAIM SUBMISSION OPTIONS

• Electronic Claims: Through your billing software.  Claim is routed to a 
clearinghouse which sorts and sends claims to the various payers.  Results of 
adjudication and associated payments come back through your clearinghouse and 
into your billing software.

• Electronic Claims: PC-Ace Software.  Free Software through CMS and your MAC 
https://www.wpshealth.com/resources/provider-resources/edi/software.shtml

• Paper Claims: For small practices, paper claims are an option, but not 
recommended.   Hard to track, claims get “lost”.  Payment can take up to 45-60 days



“

”

14 BUSINESS 
DAYS FROM THE 
DATE IT IS 
ACCEPTED FOR 
ADJUDICATION

MEDICARE PART B 
PROCESSING TIME 

FOR A CLEAN 
ELECTRONIC CLAIM



WHO IS MY MEDICARE
PART B 

ADMINISTRATIVE 
CONTRACTOR?

WISCONSIN PHYSICIAN 
SERVICES J8

HTTPS://WWW.WPSGHA.COM/



MEDICARE B 
AND 

MEDICARE 
ADVANTAGE 

TIMELY FILING

MEDICARE B 
1 YEAR

MA-PAYER 
SPECIFIC

FROM DATE 
OF SERVICE



MEDICARE PART C



SOURCE: DATA.CMS.GOV



PROVIDERS CAN SEARCH BY 
STATE AND COUNTY FOR 
MEDICARE ADVANTAGE 
SATURATION NUMBERS



PROVIDER ENROLLMENT IN MEDICARE
ADVANTAGE PLANS



ENROLLMENT

• Provider must be enrolled in Original Medicare to Qualify 
for MA Enrollment

• Provider should review the Payer’s contracts to decide which 
plans they want to be in-network with

• Providers do not have to be in-network with any MA plans

• Providers may need to register as an OON provider



BILLING MEDICARE ADVANTAGE

 MA REGULATIONS:  https://www.cms.gov/regulations-and-
guidance/guidance/manuals/internet-only-manuals-ioms-items/cms019326















MA PLANS AND THEIR FINANCIAL RELATIONSHIP WITH OON 
PROVIDERS

IF PATIENT HAS AN MA HMO 
PLAN, THERE ARE NO OON 
BENEFITS

PROVIDER NOTIFIES PATIENT IN 
ADVANCE
PATIENT PAYS CASH

HMOPOS, PPO, RPPO, MSA AND 
PFFS PLANS MAY HAVE OON 
BENEFITS – VERIFY COVERAGE!

IF THERE IS OON COVERAGE FOR 
COVERED SERVICES (IE:98941-
AT), PROVIDER MUST BILL AND 
COLLECT OON COST SHARE 
FROM PATIENT



OON BILLING REQUIREMENTS

• Out Of Network Providers must bill MA plans for COVERED 
Services

• OON Providers must collect the OON cost share

• OON Provider must follow billing rules (ie: Prior Auth)

• If the plan type has no OON Benefits, provider does not have to 
bill (ie: HMO Plans with no OON Benefits)



BILLING MEDICARE ADVANTAGE PLANS

• Understand your contracts:  Are you IN or OUT of Network 
with the MA plan?

• ALWAYS verify coverage and benefits

• NOTIFY patient in advance if you are OON and there are no 
benefits

• All MA Plans must follow Medicare Guidelines, some have 
expanded coverage, aka ROUTINE or SUPPLEMENTAL 
BENEFITS



KEY REASONS FOR MA REVENUE LOSS

• HMO PLANS – PROVIDER NOT IN NETWORK

• PATIENT SEEKING TREATMENT OUT OF THEIR SERVICE 
AREA

• FAILURE TO OBTAIN PRIOR AUTH

• BILLING TO THE WRONG PAYER – Remember, MA plans are 
NOT secondary policies.

• NOT BILLING FOR PROCEDURES THAT MIGHT BE COVERED 
UNDER THE MA PLAN..



UHC MEDICARE ADVANTAGE PA RULES

• As of Sept 1, 2024, UHC is requiring PA for chiropractic services on MA Plans IF YOU 
ARE IN NETWORK WITH UHC MA.

• The first SIX visits are approved, BUT it is still required to submit an auth

• After the 6th visit, providers have 10 days from subsequent dates of service to obtain 
PA

• Easiest way to apply for PA is online through either UHC Online or Optum



When verifying coverage, always ask if the patient has ROUTINE Chiropractic 
Coverage, or Medicare Covered Chiropractic Coverage





When verifying coverage by phone, always ask if the patient has ROUTINE 
Chiropractic Coverage, or Medicare Covered Chiropractic Coverage







BEST PRACTICES WHEN DEALING WITH MA PLANS

1. Check insurance card for type of plan (ie:  HMO, PPO, RPPO, etc)

2. Verify Coverage

1. Is coverage based on Medicare B (Standard Coverage)

2. Are there extended Benefits (ie: Routine Benefits).  If YES, check on the codes you 
may want to bill

3. Is Provider In-Network with the Plan

4. What are the Patient Cost Share amounts (Based on Provider Enrollment Status)

5. Is Prior Authorization Required

3. Notify Patient.  Provide them with an estimated cost of care.

4. Obtain necessary Auths

5. Be mindful of  Timely Filing Requirements



COORDINATING BENEFITS



ALL BENEFICIARIES ARE 
ISSUED THIS CARD 
WHEN THEY BECOME 
ELIGIBLE

NOT USED FOR BILLING 
PURPOSES WITH MA 
PLANS



IDENTIFYING MEDICARE ADVANTAGE PLANS



HOW TO IDENTIFY MA PLANS 
ON AN INSURANCE CARD

Understanding the different 
types of MA plans will help you 
manage your patient 
populations better

Some MA plans “travel”, 
offering benefits outside a 
patient’s coverage area. 

Look for the SUITCASE with the 
MA/PPO logo



This is a Medicare B 
Supplemental Plan, 
aka Medigap

It is Supplemental to 
Medicare Part B 

An MA Patient will 
not have a Medigap 
Plan



DUAL ELIGIBLE

• Dual-eligible beneficiaries are individuals who receive both Medicare and Medicaid benefits. 
The two programs cover many of the same services, but Medicare pays first for the Medicare-
covered services that are also covered by Medicaid.

• Dual-eligible patients may not be balance billed for any cost shares on services that are 
covered by Medicare.  Whether you are a Medicaid provider or not has no bearing on this rule.

• Patients covered under Medicare Advantage plans may also qualify as Dual Eligible.  

https://www.medicaid.gov/medicaid/data-and-systems/macbis/tmsis/tmsis-blog/entry/51064



LOOK FOR LANGUAGE ON 
THE INSURANCE CARD THAT 
MAY INDICATE A PATIENT IS 
MEDICARE DUAL ELIGIBLE:

QMB= Qualified Medicare 
Beneficiary

SNP= Special Needs Plan

Dual Eligible

Dual Complete

DUALLY ELIGIBLE PATIENTS MAY HAVE MEDICARE B + 
MEDICAID OR MEDICARE ADVANTAGE + MEDICAID

CHECK BENEFITS TO SEE WHAT THE CONFIGURATION IS!



IF A PATIENT HAS A MEDICARE ADVANTAGE 
PLAN, DO NOT ENTER THIS CARD IN THE BILLING 

SYSTEM- JUST KEEP A COPY ON FILE



TRUE SECONDARY PLANS

• Some retirement and union plans 
provide true secondary policies. 

• These plans may offer expanded 
coverage such as payment for 
exams, x-rays and therapies

• If the insurance card is not clearly a 
Medigap or MA plan, verify 
benefits

• These types of plans may also not 
crossover directly from Medicare.  
Manual secondary billing may be 
necessary



DUAL ELIGIBLE

• Dual-eligible beneficiaries are individuals who receive both Medicare and Medicaid 
benefits. The two programs cover many of the same services, but Medicare pays first
for the Medicare-covered services that are also covered by Medicaid.

• Dual-eligible patients may not be balance billed for any cost shares on services 
that are covered by Medicare.  Whether you are a Medicaid provider or not has no 
bearing on this rule.

• Patients covered under Medicare Advantage plans may also qualify as Dual Eligible.  

https://www.medicaid.gov/medicaid/data-and-systems/macbis/tmsis/tmsis-blog/entry/51064



LOOK FOR LANGUAGE ON 
THE INSURANCE CARD THAT 
MAY INDICATE A PATIENT IS 
MEDICARE DUAL ELIGIBLE:

QMB= Qualified Medicare 
Beneficiary

SNP= Special Needs Plan

Dual Eligible

Dual Complete

STAR+PLUS

STAR+PLUS is a Texas Medicaid-managed care program 
for adults who have disabilities or are age 65 or older. 
Adults in STAR+PLUS get Medicaid healthcare and long-
term services and support through a health plan that they 
choose



MEDICARE AS A SECONDARY PAYER



Instances where 
Medicare may be 

secondary

65+, Employer with 
over 20 employees

SSID, Employer with 
over 100 employees



OTHER  INSTANCES IN WHICH MEDICARE IS SECONDARY

Workman’s Compensation Personal Injury



ABN’S

ABN’S (ADVANCE BENEFICIARY NOTICES) 
are used to inform patients that certain 
services and procedures may not be 
covered, and they may be financially liable.

ABN’s are used in all practice settings, with 
all types of insurance companies, including 
Medicare B, Medicare Advantage, and 
Commercial Payers.

Failure to Notify patients in advance that a 
service might not be covered could result in 
the provider having to write off the entire 
claim, if not paid



THE MEDICARE ABN
BACKGROUND

You must issue an ABN:
•When an item or service is not reasonable and necessary under Medicare 
Program standards, including care that is:

• Experimental and investigational or considered “research only”
• Not indicated for diagnosis or treatment in this case
• Not considered safe and effective
• More than the number of services Medicare allows in a specific period for 

the corresponding diagnosis

Excerpt from MLN: ICN MLN909183 July 2020

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/ABN-
Tutorial/formCMSR131tutorial111915f.html



ABN RULES AS OF 10/14/21

• Providers must use the updated and revised ABN guidelines found 
in Chapter 30, Section 50 of the Medicare Claims Processing Manual. 
A few of the key provisions that were revised include: 

• (i) the events that trigger the furnishing of an ABN, 
• (ii) general notice preparation requirements, 
• (iii) the furnishing of ABNs to dual eligible individuals, and (iv) the 

period of effectiveness.



Prior to the July 14, 2021, revisions, ABNs were effective for up to one year.  
However, as of the Effective Date of revised provisions, a valid ABN will 
remain effective indefinitely so long as there is no change in:
•the patient’s plan of care;
•the beneficiary’s health status that would require a change in treatment for 
the non-covered condition; and/or
•there are changes to the Medicare coverage guidelines for the items or 
services in question.
If any of the above-mentioned criteria changes during the course of 
treatment, the supplier must issue a new ABN to the beneficiary. If the 
beneficiary is receiving items or services that are repetitive or continuous 
in nature, the supplier may issue another ABN after the first year, but it will 
no longer be required to do so.



THE MEDICARE ABN AND 
CHIROPRACTIC

• ONLY MEDICARE PART B

• ONLY FOR SPINAL MANIPULATIONS

• OTHER SERVICES UNDER A VOLUNTARY ABN

• USE THE MOST CURRENT FORM  Form CMS-R-131 (Exp.03/31/2029)

• ISSUE ABN WHEN YOU BELIEVE MEDICARE WILL STOP PAYING

• ISSUE NEW ABN IF THERE IS A NEW TX PLAN/NEW DX

• NO LONGER NECESSARY TO FILL OUT ANNUALLY (AS OF OCT 15TH 2021)
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• LIST COVERED SERVICES THAT MAY NOT BE PAYABLE
• PROVIDE REASON FOR NON COVERAGE
• LIST FEES ASSOCIATED WITH THOSE SERVICES

PART 1



PART 2:  PATIENT ELECTION

You cannot make the choice for the patient.  You can only explain what each 
choice means , if the patient asks.



PART 3 – PATIENT SIGNATURE.  KEEP ON FILE AND GIVE A COPY TO THE PATIENT

ALWAYS USE THE MOST RECENT VERSION OF THE ABN FORM



IF THE PATIENT CHOOSES OPTION 1 ON 
THE ABN FORM, YOU MUST CONTINUE TO 
BILL MEDICARE FOR 9894X CODES AND 
REPLACE THE AT MODIFIER WITH GA



IF YOU ARE A NON-PAR PROVIDER
IF YOU HAVE A DUAL ELIGIBLE PATIENT

ABN’s are filled out slightly different than the Par-Provider ABN

Email: info@goldstarmedical.net for examples



AN ABN IS NOT REQUIRED FOR 
NON-COVERED SERVICES

You may use the CMS R-131 ABN form as a VOLUNTARY ABN

OR  Create your own Notification Document/Form



WHAT ABOUT ABN’S FOR 
MEDICARE ADVANTAGE PLANS?

•MA plans do not recognize the 
Medicare ABN.  You must follow the 
Payer’s rules for Advance Notice of Non 
Coverage



EXAMPLE OF A
VOLUNTARY 

CHIROPRACTIC ABN
“HOMEMADE”

NOTIFIES PATIENTS OF 
SERVICES THAT ARE NOT 
COVERED BY MEDICARE

INFORMATIONAL ONLY, 
PATIENT DOES NOT NEED 

TO CHOOSE ANY OPTIONS



SAMPLE Medicare Advantage 
Notice of Non-Coverage



TO OBTAIN COPIES OF THE ABN 
TEMPLATES

FROM CMS
https://www.cms.gov/medicare/forms-

notices/beneficiary-notices-initiative/ffs-abn

OR

SEND EMAIL TO 
INFO@GOLDSTARMEDICAL.NET

Available in Spanish and Large 
Print



Refer to the following Medicare Internet online Manuals (IOMs) for coverage of Chiropractic services:
Publication 100-02 Medicare Benefit Policy Manual
Chapter 15 Covered Medical and Other Health Services:
•§ 30.5 Chiropractor’s Services
•§ 40.4 Definition of Physician /Practitioner.
•§ 220 Coverage of Outpatient Rehabilitation Therapy Services (Physical Therapy, Occupational Therapy, and 
Speech-Language Pathology Services) Under Medical Insurance
•§240 Chiropractic Services - General
•§240.1.1 Manual Manipulation
•§240.1.2 Subluxation May Be Demonstrated by X-Ray or Physician’s Exam
•§240.1.3 Necessity for Treatment
•§240.1.4 Location of Subluxation
•§240.1.5 Treatment Parameters
Publication 100-04 Medicare Claims Processing Manual
Chapter 12 Physicians/Nonphysician Practitioners
•§220 - Chiropractic Services
Chapter 23 Fee Schedule Administration and Coding Requirements
•§20.9.1.1 Instructions for Codes with Modifiers (A/B MACs (B) Only)

LIST OF CMS PUBLICATIONS/REFERENCES RELATING TO 
CHIROPRACTIC TREAMENT



RECOMMENDED CODING BOOK 
FOR CHIROPRACTORS

DX coding Rules and Tips
Full list of “Secondary” Dx Codes 
for Medicare Claims 

www.askmario.com



Free Resource from 
ChiroHealthUSA

Great Training tool 
for Chiropractic 
Offices and   Billers

https://www.chirohe
althusa.com/student
s/medicare-
playbook/



THANK YOU FOR YOUR ATTENDANCE!



QUESTIONS? 

CONCERNS?

NEED HANDOUTS?

NEED FORMS?

NEED ADVICE?

NEED HELP?
BILLING SERVICES
TRAINING
CREDENTIALING
CONSULTING
COMPLIANCE

• Call Gold Star Medical Business Services  
for a Complimentary Consultation

• Phone: 866-942-5655

• Self Service Scheduling: 
https://calendly.com/lmaciejewski/consult

• Email:  info@goldstarmedical.net

• Visit website: www.goldstarmedical.net

• Facebook:  www.facebook.com/goldstarmedical


