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this section. These services and supplies
are covered only if they—

(1) Would be covered if furnished by
a physician or as incident to the
professional services of a physician;

(2) Are the type that are commonly
furnished in a physician’s office and are
either furnished without charge or are
included in the bill for the physician
assistants’ services;

(3) Are, although incidental, an
integral part of the professional service
performed by the physician;

(4) Are performed under the direct
supervision of the physician assistant
(that is, the physician assistant is
physically present and immediately
available); and

(5) Are performed by the employee of
a physician assistant or an entity that
employs both the physician assistant
and the person providing the services.

(c) Qualifications. For Medicare Part
B coverage of his or her services, a
physician assistant must meet all of the
following conditions:

(1) Have graduated from a physician
assistant educational program that is
accredited by the National Commission
on Accreditation of Allied Health
Education Programs;

(2) Have passed the national
certification examination of the National
Commission on Certification of
Physician Assistants; and

(3) Be licensed by the State to practice
as a physician assistant.

(d) Professional services. Physician
assistants can be paid for professional
services only if the services have been
professionally performed by them and
no facility or other provider charges for
the service or is paid any amount for the
furnishing of those professional
services.

(1) Supervision of other nonphysician
staff by a physician assistant does not
constitute personal performance of a
professional service by the physician
assistant.

(2) The services are provided on an
assignment-related basis, and the
physician assistant may not charge a
beneficiary for a service not payable
under this provision. If a beneficiary has
made payment for a service, the
physician assistant must make the
appropriate refund to the beneficiary.

§410.75 Nurse practitioners’ services.

(a) Definition. As used in this section,
the term “physician” means a doctor of
medicine or osteopathy, as set forth in
section 1861(r)(1) of the Act.

(b) Qualifications. For Medicare Part
B coverage of his or her services, a nurse
practitioner must—

(1) Possess a master’s degree in
nursing;

(2) Be a registered professional nurse
who is authorized by the State in which
the services are furnished, to practice as
a nurse practitioner in accordance with
State law; and,

(3) Be certified as a nurse practitioner
by the American Nurses Credentialing
Center or other recognized national
certifying bodies that have established
standards for nurse practitioners as
defined in paragraphs (b)(1) and (2) of
this section.

(c) Services. Medicare Part B covers
nurse practitioners’ services in all
settings in both rural and urban areas,
only if the services would be covered if
furnished by a physician and the nurse
practitioner—

(1) Is legally authorized to perform
them in the State in which they are
performed;

(2) Is not performing services that are
otherwise excluded from coverage
because of one of the statutory
exclusions; and

(3) Performs them while working in
collaboration with a physician.

(i) Collaboration is a process in which
a nurse practitioner works with one or
more physicians to deliver health care
services within the scope of the
practitioner’s expertise, with medical
direction and appropriate supervision as
provided for in jointly developed
guidelines or other mechanisms as
provided by the law of the State in
which the services are performed.

(ii) In the absence of State law
governing collaboration, collaboration is
a process in which a nurse practitioner
has a relationship with one or more
physicians to deliver health care
services. Such collaboration is to be
evidenced by nurse practitioners
documenting the nurse practitioners’
scope of practice and indicating the
relationships that they have with
physicians to deal with issues outside
their scope of practice. Nurse
practitioners must document this
collaborative process with physicians.

(iii) The collaborating physician does
not need to be present with the nurse
practitioner when the services are
furnished or to make an independent
evaluation of each patient who is seen
by the nurse practitioner.

(d) Services and supplies incident to
a nurse practitioners’ services. Medicare
Part B covers services and supplies
(including drugs and biologicals that
cannot be self-administered) incident to
a nurse practitioner’s services that meet
the requirements in paragraph (c) of this
section. These services and supplies are
covered only if they—

(1) Would be covered if furnished by
a physician or as incident to the
professional services of a physician;

(2) Are of the type that are commonly
furnished in a physician’s office and are
either furnished without charge or are
included in the bill for the nurse
practitioner’s services;

(3) Although incidental, are an
integral part of the professional service
performed by the nurse practitioner; and

(4) Are performed under the direct
supervision of the nurse practitioner
(that is, the nurse practitioner must be
physically present and immediately
available).

(e) Professional services. Nurse
practitioners can be paid for
professional services only when the
services have been personally
performed by them and no facility or
other provider charges, or is paid, any
amount for the furnishing of the
professional services.

(1) Supervision of other nonphysician
staff by a nurse practitioner does not
constitute personal performance of a
professional service by a nurse
practitioner.

(2) The services are provided on an
assignment-related basis, and a nurse
practitioner may not charge a
beneficiary for a service not payable
under this provision. If a beneficiary has
made payment for a service, the nurse
practitioner must make the appropriate
refund to the beneficiary.

§410.76 Clinical nurse specialists’
services.

(a) Definition. As used in this section,
the term “physician” means a doctor of
medicine or osteopathy, as set forth in
section 1861(r)(1) of the Act.

(b) Qualifications. For Medicare Part
B coverage of his or her services, a
clinical nurse specialist must—

(1) Be a registered nurse who is
currently licensed to practice in the
State where he or she practices and be
authorized to perform the services of a
clinical nurse specialist in accordance
with State law;

(2) Have a master’s degree in a
defined clinical area of nursing from an
accredited educational institution; and

(3) Be certified as a clinical nurse
specialist by the American Nurses
Credentialing Center.

(c) Services. Medicare Part B covers
clinical nurse specialists’ services in all
settings in both rural and urban areas
only if the services would be covered if
furnished by a physician and the
clinical nurse specialist—

(1) Is legally authorized to perform
them in the State in which they are
performed;

(2) Is not performing services that are
otherwise excluded from coverage by
one of the statutory exclusions; and

(3) Performs them while working in
collaboration with a physician.
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(i) Collaboration is a process in which
a clinical nurse specialist works with
one or more physicians to deliver health
care services within the scope of the
practitioner’s expertise, with medical
direction and appropriate supervision as
provided for in jointly developed
guidelines or other mechanisms as
provided by the law of the State in
which the services are performed.

(ii) In the absence of State law
governing collaboration, collaboration is
a process in which a clinical nurse
specialist has a relationship with one or
more physicians to deliver health care
services. Such collaboration is to be
evidenced by clinical nurse specialists
documenting the clinical nurse
specialists’ scope of practice and
indicating the relationships that they
have with physicians to deal with issues
outside their scope of practice. Clinical
nurse specialists must document this
collaborative process with physicians.

(iii) The collaborating physician does
not need to be present with the clinical
nurse specialist when the services are
furnished, or to make an independent
evaluation of each patient who is seen
by the clinical nurse specialist.

(d) Services and supplies furnished
incident to clinical nurse specialists’
services. Medicare Part B covers services
and supplies (including drugs and
biologicals that cannot be self-
administered) incident to a clinical
nurse specialist’s services that meet the
requirements in paragraph (c) of this
section. These services and supplies are
covered only if they—

(1) Would be covered if furnished by
a physician or as incident to the
professional services of a physician;

(2) Are of the type that are commonly
furnished in a physician’s office and are
either furnished without charge or are
included in the bill for the clinical
nurse specialist’s services;

(3) Although incidental, are an
integral part of the professional service
performed by the clinical nurse
specialist; and

(4) Are performed under the direct
supervision of the clinical nurse
specialist (that is, the clinical nurse
specialist must be physically present
and immediately available).

(e) Professional services. Clinical
nurse specialists can be paid for
professional services only when the
services have been personally
performed by them and no facility or
other provider charges, or is paid, any
amount for the furnishing of the
professional services.

(1) Supervision of other nonphysician
staff by clinical nurse specialists does
not constitute personal performance of a

professional service by clinical nurse
specialists.

(2) The services are provided on an
assignment-related basis, and a clinical
nurse specialist may not charge a
beneficiary for a service not payable
under this provision. If a beneficiary has
made payment for a service, the clinical
nurse specialist must make the
appropriate refund to the beneficiary.

§410.77 Certified nurse-midwives’
services: Qualifications and conditions.

(a) Qualifications. For Medicare
coverage of his or her services, a
certified nurse-midwife must:

(1) Be a registered nurse who is
legally authorized to practice as a nurse-
midwife in the State where services are
performed;

(2) Have successfully completed a
program of study and clinical
experience for nurse-midwives that is
accredited by an accrediting body
approved by the U.S. Department of
Education; and

(3) Be certified as a nurse-midwife by
the American College of Nurse-
Midwives or the American College of
Nurse-Midwives Certification Council.

(b) Services. A certified nurse-
midwife’s services are services
furnished by a certified nurse-midwife
and services and supplies furnished as
an incident to the certified nurse-
midwife’s services that—

(1) Are within the scope of practice
authorized by the law of the State in
which they are furnished and would
otherwise be covered if furnished by a
physician or as an incident to a
physician’s service; and

(2) Unless required by State law, are
provided without regard to whether the
certified nurse-midwife is under the
supervision of, or associated with, a
physician or other health care provider.

(c) Incident to services: Basic rule.
Medicare covers services and supplies
furnished incident to the services of a
certified nurse-midwife, including drugs
and biologicals that cannot be self-
administered, if the services and
supplies meet the following conditions:

(1) They would be covered if
furnished by a physician or as incident
to the professional services of a
physician.

(2) They are of the type that are
commonly furnished in a physician’s
office and are either furnished without
charge or are included in the bill for the
certified nurse-midwife’s services.

(3) Although incidental, they are an
integral part of the professional service
performed by the certified nurse-
midwife.

(4) They are furnished under the
direct supervision of a certified nurse-

midwife (that is, the midwife is
physically present and immediately
available).

(d) Professional services. A nurse-
midwife can be paid for professional
services only when the services have
been performed personally by the nurse-
midwife.

(1) Supervision of other nonphysician
staff by a nurse-midwife does not
constitute personal performance of a
professional service by the nurse-
midwife.

(2) The service is provided on an
assignment-related basis, and a nurse-
midwife may not charge a beneficiary
for a service not payable under this
provision. If the beneficiary has made
payment for a service, the nurse-
midwife must make the appropriate
refund to the beneficiary.

(3) A nurse-midwife may provide
services that he or she is legally
authorized to perform under State law
as a nurse-midwife, if the services
would otherwise be covered by the
Medicare program when furnished by a
physician or incident to a physicians’
professional services.

§410.78 Consultations via
telecommunications systems.

(a) General rule. Medicare Part B pays
for professional consultations furnished
by means of interactive
telecommunications systems if the
following conditions are met:

(1) The consulting practitioner is any
of the following:

(i) A physician as described in
§410.20.

(ii) A physician assistant as defined in
§410.74.

(iii) A nurse practitioner as defined in
§410.75.

(iv) A clinical nurse specialist as
described in §410.76.

(v) A nurse-midwife as defined in
§410.77.

(2) The referring practitioner is any of
the following:

(i) A physician as described in
§410.20.

(ii) A physician assistant as defined in
§410.74.

(iii) A nurse practitioner as defined in
§410.75.

(iv) A clinical nurse specialist as
described in §410.76.

(v) A nurse-midwife as defined in
§410.77.

(vi) A clinical psychologist as
described at §410.71.

(vii) A clinical social worker as
defined in §410.73.

(3) The services are furnished to a
beneficiary residing in a rural area as
defined in section 1886(d)(2)(D) of the
Act, and the area is designated as a
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health professional shortage area
(HPSA) under section 332(a)(1)(A) of the
Public Health Service Act (42 U.S.C.
254e(a)(1)(A)). For purposes of this
requirement, the beneficiary is deemed
to be residing in such an area if the
teleconsultation presentation takes
place in such an area.

(4) The medical examination of the
beneficiary is under the control of the
consulting practitioner.

(5) As a condition of payment, the
teleconsultation involves the
participation of the referring
practitioner, or a practitioner described
in section 1842(b)(18)(C) of the Act
(other than a certified registered nurse
anesthetist or anesthesiologist assistant)
who is an employee of the referring
practitioner, as appropriate to the
medical needs of the patient and as
needed to provide information to and at
the direction of the consultant.

(6) The consultation results in a
written report that is furnished to the
referring practitioner.

(b) Definition. For purposes of this
section, interactive telecommunications
systems means multimedia
communications equipment that
includes, at a minimum, audio and
video equipment permitting real-time
consultation among the patient,
consultant, and referring practitioner, or
a practitioner described in section
1842(b)(18)(C) of the Act (other than a
certified registered nurse anesthetist or
anesthesiologist assistant) who is an
employee of the referring practitioner,
as appropriate to the medical needs of
the patient and as needed to provide
information to and at the direction of
the consulting practitioner. Telephones,
facsimile machines, and electronic mail
systems do not meet the definition of
interactive telecommunications systems.

9. In §410.150, the introductory text
to paragraph (b) is republished, and new
paragraphs (b)(15) and (b)(16) are added
to read as follows:

§410.150 To whom payment is made.
* * * * *

(b) Specific rules. Subject to the
conditions set forth in paragraph (a) of
this section, Medicare Part B pays as
follows:

* * * * *

(15) To the qualified employer of a
physician assistant for professional
services furnished by the physician
assistant and for services and supplies
furnished incident to his or her services.
Payment is made to the employer of a
physician assistant regardless of
whether the physician assistant
furnishes services under a W-2,
employer-employee employment
relationship, or whether the physician

assistant is an independent contractor
who receives a 1099 reflecting the
relationship. Both types of relationships
must conform to the appropriate
guidelines provided by the Internal
Revenue Service. A qualified employer
is not a group of physician assistants
that incorporate to bill for their services.
Payment is made only if no facility or
other provider charges or is paid any
amount for services furnished by a
physician assistant.

(16) To a nurse practitioner or clinical
nurse specialist for professional services
furnished by a nurse practitioner or
clinical nurse specialist in all settings in
both rural and nonrural areas and for
services and supplies furnished incident
to those services. Payment is made only
if no facility or other provider charges,
or is paid, any amount for the furnishing
of the professional services of the nurse
practitioner or clinical nurse specialist.
* * * * *

10. In §410.152, the headings to
paragraphs (a) and (a)(1) are
republished, and paragraph (a)(1)(v) is
revised to read as follows:

§410.152 Amount of payment.

(a) General provisions—(1) Exclusion
from incurred expenses.* * *

(v) In the case of expenses incurred
for outpatient physical therapy services
including speech-language pathology
services, the expenses excluded are
from the incurred expenses under
§410.60(e). In the case of expenses
incurred for outpatient occupational
therapy including speech-language
pathology services, the expenses
excluded are from the incurred
expenses under §410.59(e).

* * * * *

PART 413—PRINCIPLES OF
REASONABLE COST
REIMBURSEMENT; PAYMENT FOR
END-STAGE RENAL DISEASE
SERVICES; OPTIONAL
PROSPECTIVELY DETERMINED
PAYMENT RATES FOR SKILLED
NURSING FACILITIES

C. Part 413 is amended as set forth
below.

1. The authority citation for part 413
continues to read as follows:

Authority: Secs. 1102, 1861(v)(1)(A), and
1871 of the Social Security Act (42 U.S.C.
1302, 1395x(Vv)(1)(A), and 1395hh).

2. Section 413.125 is amended by
designating the existing text as
paragraph (a) and adding paragraph (b)
to read as follows:

§413.125 Payment for home health agency
services.
* * * * *

(b) The reasonable cost of outpatient
rehabilitation services furnished by a
home health agency to homebound
patients who are not entitled to home
health benefits may not exceed the
amounts payable under the physician
fee schedule for comparable services
effective January 1, 1999.

PART 414—PAYMENT FOR PART B
MEDICAL AND OTHER HEALTH
SERVICES

D. Part 414 is amended as set forth
below:

1. The authority citation for part 414
continues to read as follows:

Authority: Secs. 1102, 1871, and 1881(b)(1)
of the Social Security Act (42 U.S.C. 1302,
1395hh, and 1395rr(b)(1)).

2.1n 8414.1, the introductory text is
republished, and the following statutory
authorities are added in numerical order
to read as follows:

§414.1 Basis and scope.

This part implements the indicated
provisions of the following sections of
the Act:

1802—Rules for private contracts by
Medicare beneficiaries.

1820—Rules for Medicare reimbursement
for telehealth services.

* * * * *

3. Sections 414.20 through 414.62 are
redesignated as Subpart B, and a new
heading is added to read ‘“Subpart B—
Physicians and Other Practitioners”.

4. In §414.22, the introductory text to
the section is revised and the heading to
paragraph (b) is republished, and new
paragraph (b)(5) is added to read as
follows:

§414.22 Relative value units (RVUs).

HCFA establishes RVUs for
physicians’ work, practice expense, and
malpractice insurance.

* * * * *

(b) Practice expense RVUs. * * *

(5) For services furnished beginning
January 1, 1999, the practice expense
RVUs are based on 75 percent of the
practice expense RVUs applicable to
services furnished in 1998 and 25
percent of the relative practice expense
resources involved in furnishing the
service. For services furnished in 2000,
the practice expense RVUs are based on
50 percent of the practice expense RVUs
applicable to services furnished in 1998
and 50 percent of the relative practice
expense resources involved in
furnishing the service. For services
furnished in 2001, the practice expense
RVUs are based on 25 percent of the
practice expense RVUs applicable to
services furnished in 1998 and 75
percent of the relative practice expense
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resources involved in furnishing the
service. For services furnished in 2002
and subsequent years, the practice
expense RVUs are based entirely on
relative practice expense resources.

(i) Usually one of two levels of
practice expense RVUs per code can be
applied to each service. The lower
practice expense RVUs apply to services
furnished to hospital, skilled nursing
facility, or ambulatory surgical center
patients. The higher practice expense
RVUs apply to services performed in a
physician’s office; services, other than
evaluation and management services,
furnished to patients in a nursing
facility, in a facility or institution other
than a hospital, skilled nursing facility,
or ambulatory surgical center, or in the
home; and other services furnished to
facility patients for which the facility
payment does not include physicians’
practice costs.

(ii) Only one practice expense RVU
per code can be applied for each of the
following services: services that have
only technical component practice
expense RVUs or only professional
component practice expense RVUSs;
evaluation and management services,
such as hospital or nursing facility
visits, that are furnished exclusively in
one setting; and major surgical services.
* * * * *

5. 1n §414.32, the heading and
paragraph (b) are revised to read as
follows:

§414.32 Determining payments for certain
physicians’ services furnished in facility
settings.

* * * * *

(b) General rule. If physicians’
services of the type routinely furnished
in physicians’ offices are furnished in
facility settings before January 1, 1999,
the physician fee schedule amount for
those services is determined by
reducing the practice expense RVUs for
the services by 50 percent. For services
furnished on or after January 1, 1999,
the practice expense RVUs are
determined in accordance with
§414.22(b)(5).

* * * * *

6. In §414.34, the section heading is
revised, and a new paragraph (a)(2)(iii)
is added to read as follows:

§414.34 Payment for services and
supplies incident to a physician’s service.

(a) Medical supplies. * * *

(2) * K X

(iii) It is furnished before January 1,
1999.
* * * * *

7.1n §414.52, the section heading and
introductory text are revised, and a new

paragraph (d) is added to read as
follows:

§414.52 Payment for physician assistants’
services.

Allowed amounts for the services of a
physician assistant furnished beginning
January 1, 1992 and ending December
31, 1997, may not exceed the limits
specified in paragraphs (a) through (c) of
this section. Allowed amounts for the
services of a physician assistant
furnished beginning January 1, 1998,
may not exceed the limits specified in
paragraph (d) of this section.

* * * * *

(d) For services (other than assistant-
at-surgery services) furnished beginning
January 1, 1998, 85 percent of the
physician fee schedule amount for the
service. For assistant-at-surgery services,
85 percent of the physician fee schedule
amount that would be allowed under
the physician fee schedule if the
assistant-at-surgery service were
furnished by a physician.

8. Section 414.56 is revised to read as
follows:

§414.56 Payment for nurse practitioners’
and clinical nurse specialists’ services.

(a) Rural areas. For services furnished
beginning January 1, 1992 and ending
December 31, 1997, allowed amounts
for the services of a nurse practitioner
or a clinical nurse specialist in a rural
area (as described in section
1861(s)(2)(K)(iii) of the Act) may not
exceed the following limits:

(1) For services furnished in a
hospital (including assistant-at-surgery
services), 75 percent of the physician fee
schedule amount for the service.

(2) For all other services, 85 percent
of the physician fee schedule amount
for the service.

(b) Non-rural areas. For services
furnished beginning January 1, 1992 and
ending December 31, 1997, allowed
amounts for the services of a nurse
practitioner or a clinical nurse specialist
in a nursing facility may not exceed 85
percent of the physician fee schedule
amount for the service.

(c) Beginning January 1, 1998. For
services (other than assistant-at-surgery
services) furnished beginning January 1,
1998, allowed amounts for the services
of a nurse practitioner or clinical nurse
specialist may not exceed 85 percent of
the physician fee schedule amount for
the service. For assistant-at-surgery
services, allowed amounts for the
services of a nurse practitioner or
clinical nurse specialist may not exceed
85 percent of the physician fee schedule
amount that would be allowed under
the physician fee schedule if the

assistant-at-surgery service were
furnished by a physician.

9. Section 414.65 is added to subpart
B, to read as follows:

§414.65 Payment for consultations via
interactive telecommunications systems.

(a) Limitations on payment. Medicare
payment for a professional consultation
conducted via interactive
telecommunications systems is subject
to the following limitations:

(1) The payment may not exceed the
current fee schedule amount applicable
to the consulting practitioner for the
health care service provided.

(2) The payment may not include
reimbursement for any telephone line
charges or any facility fees.

(3) The payment is subject to the
coinsurance and deductible
requirements of sections 1833(a)(1) and
(b) of the Act.

(4) The payment differential of section
1848(a)(3) of the Act applies to services
furnished by nonparticipating
physicians.

(b) Prohibited billing. The beneficiary
may not be billed for any telephone line
charges or any facility fees.

(c) Assignment required for
nonphysician practitioners. Payment to
nonphysician practitioners is made only
on an assignment-related basis.

(d) Who may bill for the consultation.
Only the consultant practitioner may
bill for the consultation.

(e) Sharing of payment. The
consultant practitioner must provide to
the referring practitioner 25 percent of
any payments he or she receives for the
consultation, including any applicable
deductible or coinsurance amounts.

(f) Sanctions. A practitioner may be
subject to the applicable sanctions
provided for in chapter V, parts 1001,
1002, and 1003 of this title if he or she—

(1) Knowingly and willfully bills or
collects for services in violation of the
limitations of this section on a repeated
basis; or

(2) Fails to timely correct excess
charges by reducing the actual charge
billed for the service to an amount that
does not exceed the limiting charge for
the service or fails to timely refund
excess collections.

PART 415—SERVICES FURNISHED BY
PHYSICIANS IN PROVIDERS,
SUPERVISING PHYSICIANS IN
TEACHING SETTINGS, AND
RESIDENTS IN CERTAIN SETTINGS

E. Part 415 is amended as set forth
below:

1. The authority citation for part 415
continues to read as follows:
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Authority: Secs. 1102 and 1871 of the
Social Security Act (41 U.S.C. 1302 and
1395hh).

2. Section 415.110 is revised to read
as follows:

§415.110 Conditions for payment:
Medically directed anesthesia services.

(a) General payment rule. Medicare
pays for the physician’s medical
direction of anesthesia services for one
service or two through four concurrent
anesthesia services furnished after
December 31, 1998, only if each of the
services meets the condition in
§415.102(a) and the following
additional conditions:

(1) For each patient, the physician—

(i) Performs a pre-anesthetic
examination and evaluation;

(ii) Prescribes the anesthesia plan;

(iii) Personally participates in the
most demanding aspects of the
anesthesia plan including, if applicable,
induction and emergence;

(iv) Ensures that any procedures in
the anesthesia plan that he or she does
not perform are performed by a
qualified individual as defined in
operating instructions;

(v) Monitors the course of anesthesia
administration at frequent intervals;

(vi) Remains physically present and
available for immediate diagnosis and
treatment of emergencies; and

(vii) Provides indicated post-
anesthesia care.

(2) The physician directs no more
than four anesthesia services
concurrently and does not perform any
other services while he or she is
directing the single or concurrent
services so that one or more of the
conditions in paragraph (a)(1) of this
section are not violated.

(3) If the physician personally
performs the anesthesia service, the
payment rules in § 414.46(c) of this
chapter apply (Physician personally
performs the anesthesia procedure).

(b) Medical documentation. The
physician alone inclusively documents
in the patient’s medical record that the
conditions set forth in paragraph (a)(1)
of this section have been satisfied,
specifically documenting that he or she
performed the pre-anesthetic exam and
evaluation, provided the indicated post-
anesthesia care, and was present during
the most demanding procedures,
including induction and emergence
where applicable.

PART 424—CONDITIONS FOR
MEDICARE PAYMENT

F. Part 424 is amended as set forth
below:

1. The authority citation for part 424
continues to read as follows:

Authority: Secs. 1102 and 1871 of the
Social Security Act (41 U.S.C. 1302 and
1395hh).

2.1n §424.24, paragraphs (c)
introductory text, (c)(1)(ii), (c)(1)(iii),
©@)(i), (©)(3)(ii), (c)(4), (N(2), and (f)(3)

are revised to read as follows:

§424.24 Requirements for medical and
other health services furnished by
providers under Medicare Part B.

* * * * *

(c) Outpatient physical therapy and
speech-language pathology services—(1)
Content of certification. * * *

(ii) The services were furnished while
the individual was under the care of a
physician, nurse practitioner, clinical
nurse specialist, or physician assistant.

(iii) The services were furnished
under a plan of treatment that meets the
requirements of §410.61 of this chapter.
* * * * *

(3) Signature. * * *

(i) If the plan of treatment is
established by a physician, nurse
practitioner, clinical nurse specialist, or
physician assistant, the certification
must be signed by that physician or
nonphysician practitioner.

(i) If the plan of treatment is
established by a physical therapist or
speech-language pathologist, the
certification must be signed by a
physician or by a nurse practitioner,
clinical nurse specialist, or physician
assistant who has knowledge of the
case.

(4) Recertification—(i) Timing.
Recertification statements are required
at least every 30 days and must be
signed by the physician, nurse
practitioner, clinical nurse specialist, or
physician assistant who reviews the
plan of treatment.

(ii) Content. The recertification
statement must indicate the continuing
need for physical therapy or speech-
language pathology services and an
estimate of how much longer the
services will be needed.

(iii) Signature. Recertifications must
be signed by the physician, nurse
practitioner, clinical nurse specialist, or
physician assistant who reviews the
plan of treatment.

* * * * *
* * X%

(2) Signature. The certificate must be
signed by a physician, nurse practioner,
clinical nurse specialist, or physician
assistant who has knowledge of the
case.

(3) Timing. The physician, nurse
practioner, clinical nurse specialist, or
physician assistant may provide
certification at the time the services are
furnished or, if services are provided on
a continuing basis, either at the

beginning or at the end of a series of
visits.
* * * * *

PART 485—CONDITIONS OF
PARTICIPATION: SPECIALIZED
PROVIDERS

G. Part 485 is amended as set forth
below:

1. The authority citation for part 485
continues to read as follows:

Authority: Secs. 1102 and 1871 of the
Social Security Act (41 U.S.C. 1302 and
1395hh).

2. Section 485.705 is revised to read
as follows:

§485.705 Personnel qualifications.

(a) General qualification
requirements. Except as specified in
paragraphs (b) and (c) of this section, all
personnel who are involved in the
furnishing of outpatient physical
therapy, occupational therapy, and
speech-language pathology services
directly by or under arrangements with
an organization must be legally
authorized (licensed or, if applicable,
certified or registered) to practice by the
State in which they perform the
functions or actions, and must act only
within the scope of their State license or
State certification or registration.

(b) Exception for Federally defined
qualifications. The following Federally
defined qualifications must be met:

(1) For a physician, the qualifications
and conditions as defined in section
1861(r) of the Act and the requirements
in part 484 of this chapter.

(2) For a speech-language pathologist,
the qualifications specified in section
1861(11)(1) of the Act and the
requirements in part 484 of this chapter.

(c) Exceptions when no State
Licensing laws or State certification or
registration requirements exist. If no
State licensing laws or State
certification or registration requirements
exist for the profession, the following
requirements must be met—

(1) An administrator is a person who
has a bachelor’s degree and:

(i) Has experience or specialized
training in the administration of health
institutions or agencies; or

(ii) Is qualified and has experience in
one of the professional health
disciplines.

(2) An occupational therapist must
meet the requirements in part 484 of
this chapter.

(3) An occupational therapy assistant
must meet the requirements in part 484
of this chapter.

(4) A physical therapist must meet the
requirements in part 484 of this chapter.



