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The Medicare Access and CHIP Reauthorization Act of 2015 requires CMS to remove Social Security Numbers 

(SSNs) from all Medicare cards by April 2019. CMS will begin mailing new Medicare cards with a new Medicare 

number (currently called the Medicare Claim Number on cards) to your patients in April 2018. You may need to 

change your systems to:  

Ý Accept the new Medicare number (Medicare Beneficiary Identifier or MBI). Use the MBI format specifications 

(Click on link) if you currently have edits on the current Health Insurance Claim Number (HICN). 

Ý Identify your patients who qualify for Medicare under the Railroad Retirement Board (RRB). You will no longer 

be able to distinguish RRB patients by the number on the new Medicare card. You will be able to identify them 

by the RRB logo on their card, and we will return a message on the eligibility transaction response for a RRB 

patient. The message will say, ñRailroad Retirement Medicare Beneficiaryò in 271 Loop 2110C, Segment MSG. 

If you use the number only to identify your RRB patients beginning in April 2018, you must identify them dif-

ferently to send Medicare claims to the RRB Specialty Medicare Administrative Contractor, Palmetto GBA.  

Ý Update your practice management systemôs patient numbers to automatically accept the new Medicare number 

or MBI from the remittance advice (835) transaction. Beginning in October 2018, through the transition period, 

CMS will return your patientôs MBI on every electronic remittance advice for claims you submit with a valid 

and active HICN. It will be in the same place you currently get the ñchanged HICNò: 835 Loop 2100, Segment 

NM1 (Corrected Patient/Insured Name), Field NM109 (Identification Code).  

If you use vendors to bill Medicare, contact them if they havenôt already shared their new Medicare card system 

changes with you; they can also tell you how they will pass the new Medicare number to you. Visit the New Medi-

care Card Provider webpage for the latest information. 

 

Having your Social Security number removed from your Medicare card helps fight medical identity theft 
and protect your medical and financial information. But even with these changes, scammers will still look for 
ways to take what doesnôt belong to them. Here are some ways to avoid Medicare scams: 

Is someone calling, claiming to be from Medicare, and asking for your Social Security number or bank infor-
mation? Hang up. Thatôs a scam. First, Medicare wonôt call you. Second, Medicare will never ask for your 
Social Security number or bank information. 

Is someone asking you to pay for your new card? Thatôs a scam. Your new Medicare card is free. 

Is someone threatening to cancel your benefits if you donôt give up information or money? Also a scam. New 
Medicare cards will be mailed out to you automatically. There wonôt be any changes to your benefits. 
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Providers and beneficiaries have the right to appeal claim determinations made by NGS. NGS has 60 days to process 

and complete your first level of appeal. 

Submitting duplicate appeal requests, either via paper or through NGSConnex, in an effort to speed up this process 

causes administrative delays and slows down the processing of your appeal. Please do not submit a duplicate appeal. 

NGS asks for your patience in waiting up to 60 days for an appeal decision to be made. 

You may check on the status of your appeal request through several self-help tools on the NGS website. 

Ý Appeals Calculator - To determine the timely filing date for your appeal 

request 

Ý NGSConnex - To check the status of your appeal request 

Ý Interactive Voice Response System Information - To check the status of your appeal request 

Modifier GZ must be used when physicians, practitioners, or suppliers want to indicate that they expect that 

Medicare will deny an item as not reasonable and necessary, and they do not have an Advance Beneficiary of 

Noncoverage (ABN) signed by the beneficiary. 

Use modifier GZ to: 

Ý Report an ABN was not issued for a service 

Ý Indicate an ABN may be required but was not obtained 

Ý Indicate an ABN was obtained but is invalid 
 

Effective 07/01/11, all claim line(s) items submitted with a GZ modifier shall be denied automatically and will 

not be subject to complex medial review. Line items denied due to the presence of the GZ modifier will reflect a 

Claim Adjustment Reason Code of 50 (these services are noncovered services because this is not deemed a 

ñmedical necessityò by the payer) and a Group Code of CO (Contractual Obligation) to show provider/supplier 

liability. 

Avoid exhausting valuable time and delays in payment by resubmitting a new claim with the required or corrected 

information.  

NGS has seen an increased number of inquiries to their TRU for claims that have denied as "unprocessable." If your 

claim has rejected as "unprocessable," please correct and resubmit a new claim.  

RARCs are used to provide additional explanation for an adjustment already described by a CARC or to convey in-

formation about remittance processing. Unprocessable claims are returned with the MA130 remittance advice mes-

sage and a corresponding RARC to denote why the claim was incomplete or invalid.  

They ask that you take time to review your NGS Medicare remittance advices. Please review the RARC and CARC 

references published on the WPC website before requesting a clerical error reopening, redetermina-

tion or written inquiry to NGS.       

https://www.ngsmedicare.com/ngs/portal/ngsmedicare/newngs/home-lob/pages/calculators/appeals-calc/%21ut/p/a1/04_Sj9CPykssy0xPLMnMz0vMAfGjzOJNHD1dDQ2dDbwt_IwMDBydjQ0c3cz8DNwdTfULsh0VAfC2tzE%21/
https://connex.ngsmedicare.com/home/start.swe?SWECmd=Start&SWEHo=connex.ngsmedicare.com
https://www.ngsmedicare.com/ngs/portal/ngsmedicare/newngs/home-lob/header/contact-us/%21ut/p/a1/04_Sj9CPykssy0xPLMnMz0vMAfGjzOJNHD1dDQ2dDbwNgoOcDRy9zYKMwiwNDQ0MzIAKIpEV-Bv7Wxg4mrg5ubgEBhi7OxkRp98AB3A0IKQ_XD8KVYl7iLcjUImhj4-_i5uhu5E5ugJ_Z1egAhMXPzM_RzdDfwNTDAW
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On 6/26/2017, a revision was published for LCD L33636 in the Medicare Coverage Database (MCD). To allow 

sufficient notice of the change to providers, the revised LCD can be found in the MCD on the Centers for Medi-

care & Medicaid Services (CMS) website under FUTURE Local Coverage Determination (LCD): Routine Foot 

Care and Debridement of Nails (L33636)  until 8/15/2017, when it becomes effective. 

Click on the underlined link above for the revised LCD. 

The following change was made: 

Due to an inconsistency with CMS Internet-Only Manual (IOM) Publication 100-02,Medicare Benefit Policy 

Manual, Chapter 15, Section 290, (1 MB) the following language has been removed from the "Limitations" sec-

tion, where the active care requirement is defined as: 

"or if the patient had come under a physician's care shortly after the services were furnished." 

 

Old Verbiage-The red colored verbiage will be omitted in the revised LCD 

Limitations:  

When the patient's condition is designated by an ICD-10-CM code with an asterisk (*) (see ICD-10-CM Codes 

That Support Medical Necessity), routine foot care procedures are reimbursable only if the patient is under the 

active care of a doctor of medicine or osteopathy (MD or DO) or qualified non-physician practitioner for the treat-

ment and/or evaluation of the complicating disease process during the six (6) month period prior to the rendition 

of the routine-type service or if the patient had come under a physicianôs care shortly after the services were 

furnished.  

New Verbiage-  

Limitations:  

When the patient's condition is designated by an ICD-10-CM code with an asterisk (*) (see ICD-10-CM Codes 

That Support Medical Necessity), routine foot care procedures are reimbursable only if the patient is under the 

active care of a doctor of medicine or osteopathy (MD or DO) or qualified non-

physician practitioner for the treatment and/or evaluation of the complicating dis-

ease process during the six (6) month period prior to the rendition of the routine-

type service. 

 

https://www.cms.gov/medicare-coverage-database/details/lcd-details.aspx?LCDId=33636&ver=39&Date=07%2f10%2f2017&DocID=L33636&SearchType=Advanced&bc=KAAAABAAAAAAAA%3d%3d&
https://www.cms.gov/medicare-coverage-database/details/lcd-details.aspx?LCDId=33636&ver=39&Date=07%2f10%2f2017&DocID=L33636&SearchType=Advanced&bc=KAAAABAAAAAAAA%3d%3d&
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For the Quality Payment Program Year 2, CMS wants to keep whatôs working and use stakeholder and clinician 

feedback to improve the policies finalized in the transition year. Some prominent proposals include modestly in-

creasing the performance period requirements to include a full year of data for the Quality and Cost performance 

categories, though CMS would not use Cost performance scores for final score determination. CMS is also propos-

ing to  increase the performance period to 90-days of data for the Improvement Activities and Advancing Care In-

formation performance categories. In an effort to continue to reduce burden and offer flexibilities to help clinicians 

to successfully participate, other proposals include:  

Ý Offering the Virtual Groups participation option.  

Ý Increasing the low-volume threshold so that more small practices and eligible clinicians in rural and Health Pro-

fessional Shortage Areas (HPSAs) are exempt from MIPS participation.  

Ý Continuing to allow the use of 2014 Edition CEHRT (Certified Electronic Health Record Technology), while 

encouraging the use of 2015 edition CEHRT.  

Ý Adding bonus points in the scoring methodology for:  

 - Caring for complex patients.  

 - Using 2015 Edition CEHRT exclusively.  

Ý Incorporating MIPS performance improvement in 

scoring quality performance.  

Ý Incorporating the option to use facility-based scoring 

for facility-based clinicians.  

CMS is also proposing more flexibilities for clinicians in 

small practices that would:  

Ý Add a new hardship exception for clinicians in small 

practices under the Advancing Care Information per-

formance category.  

Ý Add bonus points to the Final Score of clinicians in 

small practices.  

Ý Continue to award small practices 3 points for measures in the Quality performance category that donôt meet 

data completeness requirements.  

Based on stakeholder and clinician feedback, CMS has proposed policies with respect to the use of Appropriate Use 

Criteria, and certain policies enacted under the 21st Century Cures Act that affect the Quality Payment Program.  

 

What are Virtual Groups?  

The Year 2 proposed rule offers Virtual Group participa-

tion, which is another way clinicians can elect to partici-

pate in MIPS. Virtual Groups would be composed of solo 

practitioners and groups of 10 or fewer eligible clinicians, 

eligible to participate in MIPS, who come together 

ñvirtuallyò with at least 1 other such solo practitioner or 

group to participate in MIPS for a performance period of a 

year. Our goal is to make it as easy as possible for Virtual 

Groups to form no matter where the group members are 

located or what their medical specialties are. Generally, 

clinicians in a Virtual Group will report as a Virtual Group 

across all 4 performance categories and will need to meet 

the same measure and performance category requirements 

as non-virtual MIPS groups.  


