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Introduction to the 
Annual Planned Visit Toolkit 

Dear CMG Member,   

Community Medical Group has compiled a number of resources designed to assist you and your 
practice in making the most of Medicare’s yearly planned visits: the Initial Preventive Physical 
Examination (IPPE) and both initial and subsequent Annual Wellness Visits (AWV):  

Initial Preventive Physical Examination (IPPE): This visit is also known as the “Welcome to 
Medicare Preventive Visit,” and its goals are health promotion, disease prevention, and 
detection. Medicare pays for one IPPE per lifetime, and it must occur within the first 12 months 
of Medicare coverage. You are expected to review the patient’s medical and social history, 
potential risk factors for depression and other mood disorders, functional ability, and level of 
safety. A routine examination and, if the patient consents, end-of-life planning should also be 
part of this visit. Finally, patient education, counsel, and referrals to Medicare-covered 
screenings and other preventive services should conclude the visit. 

Initial and Subsequent Annual Wellness Visits (AWV): Similar to the IPPE, these visits also 
require you to create or update a personalized prevention plan for your patient. The goal is to 
help prevent illness based on the patient’s current health and risk factors. The visit is only 
covered if the patient has had Medicare coverage for more than 12 months and has not 
received an IPPE or AWV in the past 12 months.  

Within this toolkit, you will find valuable information and resources that address the following: 

• Required components for the IPPE, initial AWV, and subsequent AWVs
• Billing and coding the IPPE, AWV, and additional preventive services
• Payor coverage and guidelines for our Medicare Advantage ACOs
• Health risk assessment and screenings (including large-print forms for the visually impaired

and translated versions for Spanish speakers)
• Patient education on the benefits of both visits
• Questions frequently posed by providers and patients
• Ways to keep track of preventive care needs and referrals

Our hope is that some or all of these tools may become a valuable resource for your practice, and 
support you as you strive to provide the best care for your patients.  

Sincerely, 

Joseph L. Quaranta, MD 
CMG President 
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The Practice Survival Guide to the 
Annual Planned Visits
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Educating Patients on Annual Planned Visits: 
Sample Scripts for Appointment Schedulers 

Initial Preventive Physical Examination (IPPE), aka “Welcome to Medicare” Visit: 
Scheduler Outreach Call Script 

Scheduler: Hello Mr./Mrs./Ms. [patient’s name] This is [scheduler’s name] from [clinician’s 
name]’s office. We are contacting all of our patients who are new to Medicare 
to schedule your ‘Welcome to Medicare’ visit. How are you doing today? 

Patient: I am doing well. What is a “Welcome to Medicare” visit? 

Scheduler: As you may already know, it is very important for you to see your primary care 
provider at least once a year. As a new Medicare member, you are allowed a 
comprehensive ‘Welcome to Medicare’ preventive visit within the first 12 months 
of your coverage.  

This visit includes a brief examination with routine measurements (like height and 
weight), review of your medical and social history related to your health, and 
counseling about Medicare preventive services. Our goal is to help you reach your 
goals in getting or staying healthy. Your Medicare plan pays 100% of the cost for this 
exam with no out-of-pocket expense to you. However, if we need to address other 
medical concerns (like a sore knee or other medical conditions) at this visit, we want 
you to know you may have a deductible or copay. 

Patient: Okay, I see. Sure, I’ll come in. 

Scheduler: What would be a good day to get your “Welcome to Medicare” visit scheduled for 
you? 

Patient: I can come in anytime in the next few weeks. 

Scheduler: We will schedule your appointment on [date/time]. 

To prepare for this visit, please bring all medications, vitamins (including inhalers and 
injectable), supplements and topical creams you are taking so we can update your 
records. We look forward to seeing you soon! 
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Annual Wellness Visit (AWV), Initial or Subsequent: 
Scheduler Outreach Call Script 

Scheduler: Hello Mr./Mrs./Ms. [patient’s name] This is [scheduler’s name] from [clinician’s 
name]’s office. We are contacting all of our Medicare patients to schedule your 
Annual Wellness Visit. How are you doing today? 

Patient: I am doing well. What is an Annual Wellness Visit? 

Scheduler: As you may already know, it is very important for you to see your primary care 
provider at least once a year. As a Medicare member, you are allowed a 
comprehensive Annual Wellness Visit every 12 months.  

This visit includes a brief examination with routine measurements (like height and 
weight), review of your medical and social history related to your health, and 
counseling about Medicare preventive services. Our goal is to develop or update your 
personalized prevention health plan in order to prevent disease and disability based 
on your current health and risk factors. Your Medicare plan pays 100% of the cost for 
this exam with no out-of-pocket expense to you. However, if we need to address 
other medical concerns (like a sore knee or other medical conditions) at this visit, we 
want you to know you may have a deductible or copay. 

Patient: Okay, I see. I would definitely like to come in. 

Scheduler: What would be a good day to get your Annual Wellness Visit scheduled for you? 

Patient: I can come in anytime in the next few weeks. 

Scheduler: We will schedule your appointment on [date/time]. 

To prepare for this visit, please bring all medications, vitamins (including inhalers and 
injectable), supplements and topical creams you are taking so we can update your 
records. When you arrive, we will ask that you complete a Health Risk Assessment 
form to assist us in developing your personalized prevention plan for you to stay 
healthy. If you like, we can also send this form to you to fill out before your 
appointment. We look forward to seeing you soon! 
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Comparing Initial Preventive Physical Examinations (IPPEs) 
with Annual Wellness Visits (AWVs) 

Required Components 
Initial 

Preventive Physical 
Examination (IPPE) 

Initial 
Annual Wellness 

Visit (AWV) 

Subsequent 
Annual Wellness 

Visits (AWV) 
Performed during first 12 months of Medicare coverage 

Performed after first 12 months of Medicare coverage 

Review of medical and social history (including opioid use) 

Update medical and social history (review of opioid use is recommended, not required) 

Administer Health Risk Assessment (HRA) before or during appointment 

Establish/update a list of current providers and suppliers 

Review of potential risk factors for depression and other mood disorders 

Review of functional ability and level of safety 
Exam: height, weight, BMI, BP, and other factors deemed appropriate based on 
medical/social history and current clinical standards 
Exam: visual acuity screen 

Detect any cognitive impairment the patient might have 

End-of-life planning* (with patient’s consent) 

Education, counseling, and referrals provided** 
Brief written plan provided to patient to obtain appropriate screenings and Medicare-covered 
preventive services 
Establish a written screening schedule/checklist for next 5-10 years 
Establish a list of risk factors and conditions for which the primary, secondary, or tertiary 
interventions are recommended or underway 

*End-of-life planning is not a required component of the AWV, but it is recommended as an optional (billable) component.
**Education, counseling, and referrals should be provided during all visits. However, CMS specifies that referrals to “services or programs aimed at community-based lifestyle
interventions to reduce health risks and promote self-management and wellness, including: fall prevention, nutrition, physical activity, tobacco-use cessation, [and] weight loss” be
provided during all AWVs. These specific recommendations are not stated for the IPPE.

This guide is based on the following resources provided by the CMS Medicare Learning Network: “The ABCs of the Initial Preventive Physical Examination (IPPE)” and “The ABCs 
of the Annual Wellness Visit (AWV),” both published in April 2017.  
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Initial Preventive Physical Examination (IPPE) Guide 
The goals of the Initial Preventive Physical Examination (IPPE), also known as the 
“Welcome to Medicare Visit,” are health promotion and disease detection. This guide 
explains the components included in the IPPE. All components of the IPPE must be 
provided, or provided and referred, prior to submitting a claim for the IPPE. 

1. Before scheduling the appointment, confirm that the patient is eligible for coverage.
Medicare provides coverage of the IPPE for all newly enrolled beneficiaries who receive 
the IPPE within the first 12 months after the effective date of their Medicare Part B 
coverage. Please note that this is a one-time benefit per Medicare Part B enrollee. 

2. Counsel your patient to prepare for their appointment.
Before the appointment, encourage patients to bring the following information with them: 
 Medical records, including immunization records
 Family health history, in as much detail as possible
 Full list of medications and all OTC supplements, including calcium and vitamins,

including how often and how much of each is taken

3. Obtain a detailed medical and social history.
At a minimum, the following should be reviewed: 
 Past medical/surgical history (experiences with illnesses, hospital stays, operations,

allergies, injuries, and treatments)
 Current medications and supplements (including calcium and vitamins)
 Review of opioid use, including opioid use disorder (OUD)
 Family history (review of medical events in the family, including diseases that may be

hereditary or place the patient at risk)
 History of alcohol, tobacco, and illicit drug use
 Diet
 Physical activities

4. Assess potential risk factors for depression and other mood disorders.
Use any appropriate screening instrument for persons without a current diagnosis of 
depression recognized by national professional medical organizations to obtain current or 
past experiences with depression or other mood disorders. CMG recommends that the 
PHQ-9 be used to screen for depression.   

5. Assess patient’s functional ability and level of safety.
Use any appropriate screening questions or standardized questionnaires recognized by 
national professional medical organizations to review, at a minimum, the following areas: 
 Hearing impairment
 Activities of daily living (ADLs)
 Falls risk
 Home safety

6. Begin examination.
Obtain the following: 
 Height, weight, and blood pressure
 Visual acuity screen
 BMI (Body Mass Index) measurement
 Other factors deemed appropriate based on the patient’s medical and social history and

current clinical standards
15



7. Discuss end-of-life planning, with the patient’s consent.
End-of-life planning is a required service, upon the patient’s consent. End-of-life planning 
is verbal or written information provided to the patient regarding: 
 The patient’s ability to prepare an advance directive in the case that an injury or illness

causes the patient to be unable to make health care decisions
 Whether the physician is willing to follow the patient’s wishes as expressed in the advance

directive

8. Provide counsel to the patient based on your assessment.
Based on the results of the review and evaluation services provided, provide education 
and counseling to the patient. 

9. Write a brief follow-up plan for the patient.
Complete a brief, written plan (such as a checklist) to be given to the patient for obtaining 
a screening electrocardiogram (EKG), as appropriate, and any other appropriate 
screenings/preventive services that are covered as separate Medicare Part B benefits. 

Medicare Part B-Covered Preventive Services include: 
o Annual Wellness Visit (AWV)1

o Bone Mass Measurements
o Cardiovascular Screening Blood Tests
o Colorectal Cancer Screening
o Counseling to Prevent Tobacco Use2

o Diabetes Screening Tests
o Diabetes Self-Management Training (DSMT)
o Glaucoma Screening
o Human Immunodeficiency Virus (HIV) Screening
o Medical Nutrition Therapy (MNT)
o Prostate Cancer Screening
o Seasonal Influenza, Pneumococcal, and Hepatitis B Vaccinations and their Administration
o Screening Mammography
o Screening Pap Tests and Pelvic Examination
o Ultrasound Screening for Abdominal Aortic Aneurysm (AAA)3

1. For dates of service on or after January 1, 2011, the Affordable Care Act allows for coverage of an Annual
Wellness Visit (AWV), providing Personalized Prevention Plan Services (PPPS).

2. Effective for dates of service on or after August 25, 2010, Medicare provides coverage of counseling to prevent
tobacco use.

3. A Medicare beneficiary with certain risk factors for AAAs may receive a referral for a one-time preventive
ultrasound screening for the early detection of AAAs. Important: Eligible beneficiaries must receive a referral for
an ultrasound screening for AAA as a result of an IPPE.

This guide is based on a resource provided by the CMS Medicare Learning Network, “The ABCs of the Initial Preventive Physical 
Examination (IPPE),” published in April 2017.  
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Initial Annual Wellness Visit (AWV) Guide 
The Affordable Care Act allows for coverage of the Annual Wellness Visit (AWV), providing 
Personalized Prevention Plan Services (PPPS). This guide explains the components included 
in the Initial AWV. All components of the Initial AWV must be provided, or provided and 
referred, prior to submitting a claim for the Initial AWV.  

1. Before scheduling the appointment, confirm that the patient is eligible for coverage.
Medicare will pay for an AWV for a beneficiary who is no longer within 12 months after the 
effective date of his or her first Medicare Part B coverage and who has not received either 
an IPPE or an AWV providing PPPS within the past 12 months. Medicare pays for only one 
initial AWV per beneficiary per lifetime, and pays for one subsequent AWV per year thereafter. 

2. Counsel your patient to prepare for their appointment.
Before the appointment, encourage patients to bring the following with them: 
 Medical records, including immunization records
 Family health history, in as much detail as possible
 Full list of medications and all OTC supplements, including calcium and vitamins – how 

often and how much of each is taken
 Full list of current providers and suppliers involved in providing care
 A completed Health Risk Assessment (HRA) – you or the patient can also complete the 

HRA during the appointment if preferred (see below) 

3. Administer Health Risk Assessment (HRA).
The HRA collects self-reported information from the patient. You or the patient can 
complete the HRA before or during the AWV. The HRA must meet the following standards: 
 Accounts for the communication needs of underserved populations, persons with limited

English proficiency, and persons with health literacy needs and is appropriately tailored to
their needs

 Takes no more than 20 minutes to complete
 At a minimum, addresses the following topics:

o Demographic data
o Self-assessment of health status
o Psychosocial risks
o Behavioral risks
o Activities of Daily Living (ADLs), including, but not limited to: dressing, bathing, and

walking
o Instrumental ADLs, including, but not limited to: shopping, housekeeping,

managing own medications, and handling finances

4. Establish a list of current providers and suppliers.
This list should include all current providers and suppliers who are regularly involved in 
providing medical care to the patient. 

5. Obtain a detailed medical and social history.
At a minimum, the following should be reviewed: 
 Past medical/surgical history (experiences with illnesses, hospital stays, operations,

allergies, injuries, and treatments)
 Use or exposure to medications and all OTC supplements, including calcium and vitamins
 Review of opioid use, including opioid use disorder (OUD)
 Medical events in the patient’s parents and any siblings and children, including diseases

that may be hereditary or place the patient at increased risk
17



6. Assess potential risk factors for depression and other mood disorders.
Use any appropriate screening instrument for persons without a current diagnosis of 
depression, which the health professional may select from various available standardized 
screening tests designed for this purpose and recognized by national professional 
medical organizations. CMG recommends that the PHQ-9 be used to screen for depression.   

7. Assess patient’s functional ability and level of safety.
Use direct observation of the beneficiary, or any appropriate screening questions or a 
screening questionnaire, which the health professional may select from various available 
screening questions or standardized questionnaires designed for this purpose and 
recognized by national professional medical organizations to assess, at a minimum, the 
following topics: 
 Hearing impairment
 Ability to successfully perform activities of daily living

(ADLs)
 Falls risk
 Home safety

8. Begin examination.
Obtain the following: 
 Height, weight, and blood pressure
 BMI (Body Mass Index) measurement (or waist circumference, if appropriate)
 Other routine measurements as deemed appropriate, based on medical and family history

9. Evaluate the patient’s cognitive function.
Assess the patient’s cognitive function by direct observation, with due consideration of 
information obtained by way of: 
 Patient reports
 Concerns raised by family members, friends, caretakers, or others

10. Establish a written screening schedule for the patient as appropriate.
Write out a screening schedule, such as a checklist for the next 5-10 years, as 
appropriate. Base written screening schedule on: 
 Age-appropriate preventive services Medicare covers
 Recommendations from the United States Preventive Services Task Force (USPSTF) and

the Advisory Committee on Immunization Practices (ACIP)
 The patient’s HRA, health status, and screening history

Medicare Part B-Covered Preventive Services include: 
o Annual Wellness Visit (AWV)1

o Bone Mass Measurements
o Cardiovascular Screening Blood Tests
o Colorectal Cancer Screening
o Counseling to Prevent Tobacco Use2

o Diabetes Screening Tests
o Diabetes Self-Management Training (DSMT)
o Glaucoma Screening
o Human Immunodeficiency Virus (HIV) Screening
o Medical Nutrition Therapy (MNT)
o Prostate Cancer Screening
o Seasonal Influenza, Pneumococcal, and Hepatitis B Vaccinations and their Administration

18



o Screening Mammography 
o Screening Pap Tests and Pelvic Examination 
o Ultrasound Screening for Abdominal Aortic Aneurysm (AAA)3 

 
11. Establish a list of risk factors and conditions of which the primary, secondary, and 

tertiary interventions are recommended or underway for the patient. 
Any of the following should be included in this list: 
 Any mental health conditions or any such risk factors that have been identified through an 

IPPE 
 A list of treatment options and their associated risks and benefits 

 
12. Provide personalized health advice to the patient and a referral as appropriate to 

health education or prevention counseling services. 
This may include referrals to programs aimed at: 
 Community-based lifestyle interventions to reduce health risks and promote self-

management and wellness 
 Fall prevention 
 Nutrition 
 Physical activity 
 Tobacco-use cessation 
 Fall prevention 
 Weight loss 

 

1. For dates of service on or after January 1, 2011, the Affordable Care Act allows for coverage of an Annual 
Wellness Visit (AWV), providing Personalized Prevention Plan Services (PPPS).  

2. Effective for dates of service on or after August 25, 2010, Medicare provides coverage of counseling to prevent 
tobacco use. 

3. A Medicare beneficiary with certain risk factors for AAAs may receive a referral for a one-time preventive 
ultrasound screening for the early detection of AAAs. Important: Eligible beneficiaries must receive a referral for 
an ultrasound screening for AAA as a result of an IPPE. 

This guide is based on a resource provided by the CMS Medicare Learning Network, “The ABCs of the Annual Wellness Visit 
(AWV),” published in April 2017.  
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Subsequent Annual Wellness Visit (AWV) Guide 
The Affordable Care Act allows for coverage of the Annual Wellness Visit (AWV), providing 
Personalized Prevention Plan Services (PPPS). This guide explains the components 
included in Subsequent AWVs. All components of the Subsequent AWV must be provided, 
or provided and referred, prior to submitting a claim for the Subsequent AWV.  

1. Before scheduling the appointment, confirm that the patient is eligible for coverage.
Medicare will pay for an AWV for a beneficiary who is no longer within 12 months after the 
effective date of his or her first Medicare Part B coverage and who has not received either 
an IPPE or an AWV providing PPPS within the past 12 months. Medicare pays for only one 
initial AWV per beneficiary per lifetime, and pays for one subsequent AWV per year thereafter. 

2. Counsel your patient to prepare for their appointment.
Before the appointment, encourage patients to bring the following with them: 
 Medical records, including immunization records
 Family health history, in as much detail as possible
 Full list of medications and all OTC supplements, including calcium and vitamins -how 

often and how much of each is taken
 Full list of current providers and suppliers involved in providing care
 An updated Health Risk Assessment (HRA) – you or the patient can also complete the 

HRA during the appointment if preferred (see below) 

3. Complete an updated Health Risk Assessment (HRA).
The HRA collects self-reported information from the patient. You or the patient can 
complete the updated HRA before or during the AWV. The HRA must meet the following 
standards: 
 Accounts for the communication needs of underserved populations, persons with limited

English proficiency, and persons with health literacy needs and is appropriately tailored to
their needs

 Takes no more than 20 minutes to complete
 At a minimum, addresses the following topics:

o Demographic data
o Self-assessment of health status
o Psychosocial risks
o Behavioral risks
o Activities of Daily Living (ADLs), including, but not limited to: dressing, bathing, and

walking
o Instrumental ADLs, including, but not limited to: shopping, housekeeping,

managing own medications, and handling finances

4. Obtain an update of the patient’s previously established list of providers and suppliers.
This list should include all current providers and suppliers who are regularly involved in 
providing medical care to the patient.  

5. Obtain an update of the patient’s medical/family history.
At a minimum, collect and document the following: 
 Past medical/surgical history (experiences with illnesses, hospital stays, operations,

allergies, injuries, and treatments)
 Use or exposure to medications and all OTC supplements, including calcium and vitamins
 Medical events in the patient’s parents and any siblings and children, including diseases

that may be hereditary or place the patient at increased risk
21



6. Begin examination.
Obtain the following: 
 Weight (or waist circumference, if appropriate) and blood pressure
 Other routine measurements as deemed appropriate, based on medical and family history

7. Evaluate the patient’s cognitive function.
Assess the patient’s cognitive function by direct observation, with due consideration of 
information obtained by way of: 
 Patient reports
 Concerns raised by family members, friends, caretakers, or others

8. Update the previously established screening schedule for the patient as appropriate.
Review the patient’s previously established screening schedule and adjust as necessary. 
Base written screening schedule on: 
 Age-appropriate preventive services covered by Medicare (see below)
 Recommendations from the United States Preventive Services Task Force (USPSTF) and

the Advisory Committee on Immunization Practices (ACIP)
 The patient’s health status and screening history

Medicare Part B-Covered Preventive Services include: 
o Annual Wellness Visit (AWV)1

o Bone Mass Measurements
o Cardiovascular Screening Blood Tests
o Colorectal Cancer Screening
o Counseling to Prevent Tobacco Use2

o Diabetes Screening Tests
o Diabetes Self-Management Training (DSMT)
o Glaucoma Screening
o Human Immunodeficiency Virus (HIV) Screening
o Medical Nutrition Therapy (MNT)
o Prostate Cancer Screening
o Seasonal Influenza, Pneumococcal, and Hepatitis B Vaccinations and their Administration
o Screening Mammography
o Screening Pap Tests and Pelvic Examination
o Ultrasound Screening for Abdominal Aortic Aneurysm (AAA)3

9. Update the list of risk factors and conditions of which the primary, secondary, and
tertiary interventions are recommended or underway for the patient.

Be sure to include any such risk factors or conditions that have been identified. 

10. Provide personalized health advice to the patient and a referral as appropriate to
health education or prevention counseling services.

This may include referrals to programs aimed at: 
 Community-based lifestyle interventions to reduce health risks and promote self-

management and wellness
 Fall prevention
 Nutrition
 Physical activity
 Tobacco-use cessation
 Fall prevention

22



 Weight loss

1. For dates of service on or after January 1, 2011, the Affordable Care Act allows for coverage of an Annual
Wellness Visit (AWV), providing Personalized Prevention Plan Services (PPPS).

2. Effective for dates of service on or after August 25, 2010, Medicare provides coverage of counseling to prevent
tobacco use.

3. A Medicare beneficiary with certain risk factors for AAAs may receive a referral for a one-time preventive
ultrasound screening for the early detection of AAAs. Important: Eligible beneficiaries must receive a referral for
an ultrasound screening for AAA as a result of an IPPE.

This guide is based on a resource provided by the CMS Medicare Learning Network, “The ABCs of the Annual Wellness Visit 
(AWV),” published in April 2017.  
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Annual Planned Visits: Provider Q&A 
The following section answers questions frequently asked by healthcare 
providers about IPPEs and AWVs. Please visit the Centers for Medicare & 
Medicaid Services website for the most up-to-date and accurate information. 

Initial Preventive Physical Examinations (IPPEs) 
Q: Who can perform an IPPE? 
A: Medicare Part B covers an IPPE if it is furnished by a: 
• Physician (doctor of medicine or osteopathic medicine), or
• Another qualified non-physician practitioner (physician assistant, nurse practitioner, or clinical
nurse specialist)

Q: When is a beneficiary eligible for the IPPE? 
A: Medicare provides coverage of the IPPE for all beneficiaries who receive the IPPE within the 
first 12 months after the effective date of their first Medicare Part B coverage period. This is a one-
time benefit per Medicare Part B enrollee. A summary of the information regarding Medicare 
coverage of the IPPE is available on page 33.

Q: Is there a way to find out whether a beneficiary previously had an IPPE and when these 
services were performed? 
A: In order to verify whether the coverage requirements concerning time intervals between services 
have been met, you should contact the local Medicare contractor that has jurisdiction for the 
beneficiary. If the beneficiary has moved, you should contact the Medicare contractor where you 
believe the service may have been provided previously. The Review Contractor Directory Map can 
be found at this web address: https://www.cms.gov/Research-Statistics-Data-and-Systems/
Monitoring-Programs/Medicare-FFS-Compliance-Programs/Review-Contractor-Directory-
Interactive-Map/.

Q: What elements need to be included in the IPPE? 
A: The IPPE, also commonly referred to as the “Welcome to Medicare” Preventive Visit, 
includes all of the elements (as defined in Medicare regulations) that can be found 
summarized on page 15.

Q: Is the IPPE required or mandated? 
A: No. While CMS encourages healthcare providers to furnish the IPPE or Annual Wellness Visit 
(AWV) services to Medicare beneficiaries, they are not required to do so. Both IPPE and AWV are 
statutorily defined benefits.  

Q: Does the supervising physician have to be in the same room with the patient to meet the 
requirements for Direct Supervision for the IPPE? 
A: To meet the Direct Supervision requirement, the physician or non-physician practitioner who is 
billing Medicare for the service must be present in the office suite and immediately available to 
provide assistance and direction throughout the time the service is being provided, but they do not 
have to be in the room where the services are being furnished. 

Q: Is an Advanced Beneficiary Notice required for non-covered services? 
A: The Advanced Beneficiary Notice (ABN) is not required for services that are statutorily excluded 
from coverage, such as preventive exams. Practitioners should alert beneficiaries to financial 
liabilities and the voluntary ABN is one way of doing so.  

25
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A: Yes, the IPPE and AWV must be covered by all Medicare Managed Care plans following CMS 
coverage requirements and guidelines for these services. Medicare Advantage Organizations 
(MAOs) are required by statute and regulation to cover (by furnishing, arranging, or making 
payment for) all items and services covered under Medicare Parts A & B and that are available to 
Medicare beneficiaries in the plan’s service area. In addition, MAOs must comply with coverage 
requirements in the Code of Federal Regulations, CMS National Coverage Determinations, local 
coverage determinations from MACs with jurisdictions over the plan’s service area, and general 
coverage guidelines and instructions in Medicare manuals, the Federal Register and other 
instructions, unless superseded by other Medicare Advantage specific requirements and 
instructions. 

Q: What do I need to know about billing the IPPE? 
A: You can read about billing and coding the IPPE on page 33.

Annual Wellness Visits (AWVs) 
Q: Who can perform an AWV? 
A: Medicare Part B covers the AWV if it is furnished by a: 
• Physician (doctor of medicine or osteopathic medicine)
• Physician assistant
• Nurse practitioner
• Clinical nurse specialist
• Medical professional (including a health educator, a registered dietitian, nutrition
professional, or other licensed practitioner) or a team of such medical professionals working
under the direct supervision of a physician (doctor of medicine or osteopathy)

Q: When is a beneficiary eligible for the AWV? 
A: Medicare provides coverage of an AWV for a beneficiary who is no longer within 12 months after 
the effective date of his or her first Medicare Part B coverage period and who has not received 
either an Initial Preventive Physical Exam (IPPE) or an AWV within the past 12 months. Medicare 
pays for only one first AWV per beneficiary per lifetime, and pays for one subsequent AWV per 
year thereafter. A brief summary of the information regarding Medicare coverage of the AWV is 
available on page 33. 

Q: Is there a way to find out whether a beneficiary previously had an AWV and when these 
services were performed? 
A: In order to verify whether the coverage requirements concerning time intervals between services 
have been met, you should contact the local Medicare contractor that has jurisdiction for the 
beneficiary. If the beneficiary has moved, you should contact the Medicare contractor where you 
believe the service may have been provided previously. The Review Contractor Directory Map is 
located at the web address listed on the previous page.

Q: What elements need to be included in the AWV? 
A: The Initial AWV and Subsequent AWVs should include all of the elements (as defined 
in Medicare regulations) that can be found summarized on pages 17-21.   

Q: Where can I find more information on the Health Risk Assessment (HRA) for the AWV? 
Are there templates or examples I can use? 
A: According to CMS, the standards outlined for the HRA are those that experts in the field of 
HRAs report as being scientifically valid and for which there is evidence of effectiveness. CMS 
believes it is important that health professionals have the flexibility to address additional topics, as 

Q: Do all Medicare Managed Care plans cover the IPPE? 

26

http://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/provider-compliance-interactive-map/index.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Review-Contractor-Directory-Interactive-Map/


appropriate, based on patient needs. Feel free to utilize the HRA included in this toolkit (page 
43; Spanish version on page 71), but keep in mind that there are many kinds of HRAs that 
will meet the minimum requirements below. 

Minimum HRA requirements, as outlined by CMS: 
 Accounts for the communication needs of underserved populations, persons with limited

English proficiency, and persons with health literacy needs and is appropriately tailored to
their needs

 Takes no more than 20 minutes to complete
 At a minimum, addresses the following topics:

o Demographic data
o Self-assessment of health status
o Psychosocial risks
o Behavioral risks
o Activities of Daily Living (ADLs), including, but not limited to: dressing, bathing, and

walking
o Instrumental ADLs, including, but not limited to: shopping, housekeeping, managing

own medications, and handling finances

Q: Is the AWV required or mandated? 
A: No. While CMS encourages health care providers to furnish the Initial Preventive Physical Exam 
(IPPE) or AWV services to Medicare beneficiaries, they are not required to do so. Both IPPE and 
AWV are statutorily defined benefits.  

Q: Do all Medicare Managed Care plans cover the AWV? 
A: Yes, the IPPE and AWV must be covered by all Medicare Managed Care plans following CMS 
coverage requirements and guidelines for these services. Medicare Advantage Organizations 
(MAOs) are required by statute and regulation to cover (by furnishing, arranging, or making 
payment for) all items and services covered under Medicare Parts A & B and that are available to 
Medicare beneficiaries in the plan’s service area. In addition, MAOs must comply with coverage 
requirements in the Code of Federal Regulations, CMS National Coverage Determinations, local 
coverage determinations from MACs with jurisdictions over the plan’s service area, and general 
coverage guidelines and instructions in Medicare manuals, the Federal Register and other 
instructions, unless superseded by other Medicare Advantage specific requirements and 
instructions. 

Q: Are clinical laboratory tests part of the AWV? 
A: No, the AWV does not include any clinical laboratory tests, but the provider may want to make 
referrals for such tests as part of the AWV. 

Q: Is the AWV the same as a beneficiary’s yearly physical? 
A: No, this visit is a preventive wellness visit and not a “routine physical checkup” that some 
seniors may receive every year or two from their physician or other qualified non-physician 
practitioner. Medicare does not provide coverage for routine physical exams. 

Q: What do I need to know about billing the AWV? 
A: You can read about billing and coding the AWV on page 33.

The information provided in this document is based on resources published by the Centers for Medicare & Medicaid Services. 
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Annual Planned Visits: Patient Q&A 
The following section answers questions frequently asked by patients about 
IPPEs and AWVs. Please visit the Centers for Medicare & Medicaid Services 
website for the most up-to-date and accurate information. 

“Welcome to Medicare” Preventive Visits (IPPEs) and Annual Wellness Visits 
Q: What is the “Welcome to Medicare” preventive visit? Why should I get it? 
A: The “Welcome to Medicare” preventive visit puts you in control of your health and your Medicare 
from the start. Offered during the first year that you are enrolled in Medicare, this comprehensive 
visit is an easy way for you and your primary care provider to get an accurate reference point for 
your health now and for the future.

Q: What’s covered during the preventive visit? 
A: You and your primary care provider will review your medical and family history, assess current 
health conditions and prescriptions, and conduct tests and screenings that allow the two of you to 
establish a baseline for future, personalized care. It’s also an opportunity for you and your primary 
care provider to discuss short-and long-term steps to prevent disease, improve your health and 
stay well. Following the preventive visit, your provider will write out a plan or checklist outlining the 
screenings and preventive services you should get. In addition, encourage your primary care 
provider to discuss with you the preventive benefits and other services available to you through 
Medicare. It is also a time to make sure your healthcare wishes are carried out in the future. 

Q: How much does the preventive visit cost? 
A: The “Welcome to Medicare” preventive visit is free for most people with Medicare. 

Q: I have a Medicare Advantage Plan. Can I still get the “Welcome to Medicare” preventive 
visit? 
A: Yes. The “Welcome to Medicare” preventive visit is available to people who are in Medicare 
Advantage Plans. Check with your plan to find out if the visit will be free for you. 

Q: How can I get the “Welcome to Medicare” preventive visit? 
A: It’s easy to take advantage of the “Welcome to Medicare” preventive visit. If you currently have a 
primary care provider, just ask him/her about it, and schedule an appointment. 

Q: If my primary care provider already knows my health history, what’s the benefit of this 
preventive visit? 
A: Enrollment in Medicare is an important step in your health care. At the start of this new stage, 
the “Welcome to Medicare” preventive visit is an opportunity for a complete assessment of your 
health and provides a baseline for future, personalized care with your primary care provider.  

The “Welcome to Medicare” preventive visit is more comprehensive than a typical visit and allows 
for you and your primary care provider to discuss short- and long-term steps to prevent disease, 
improve your health, and stay well. It is also the time to make sure that your healthcare wishes are 
carried out in the future.  

Q: How long do I have to get the “Welcome to Medicare” preventive visit after I enroll in 
Medicare? 
A: The “Welcome to Medicare” preventive visit is offered during the first 12 months that you are 
enrolled in Medicare. Once you enroll, it’s important to schedule your “Welcome to Medicare” 
preventive visit.  
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Q: What if I have been enrolled in Medicare longer than 12 months? Can I still get the 
“Welcome to Medicare” preventive visit? 
A: No. After the 12-month period has passed, you will need to schedule your visit as an Annual 
Wellness Visit as opposed to the “Welcome to Medicare” preventive visit. 

Q: What is the Annual Wellness Visit? 
A: This is a visit to develop or update a prevention plan just for you, based on your current health 
and risk factors. You’ll pay nothing for this benefit if your primary care provider participates in the 
Medicare program.  

Q: Should I do anything to prepare for these preventive visits? 
A: To make the most of your visit, you should bring the following things with you when you go to 
your “Welcome to Medicare” preventive visit:  
 Medical records, including immunization records (if you are seeing a new doctor for the first

time)
 Family health history – in advance of your appointment, try to learn as much as you can

about your family’s health history before your appointment; any information you can give
your doctor can help determine if you are at risk for certain diseases

 A list of prescription drugs and over-the-counter medications that you currently take, how
often you take them and why

Q: Where can I get more information on the “Welcome to Medicare” preventive visit? 
A: Get more information about the “Welcome to Medicare” preventive visit at 
Medicare.gov/welcome or call 1-800-MEDICARE (1-800-633-4227). TTY users should call 
1-877-486-2048.

The information provided in this document is based on resources published by the Centers for Medicare & Medicaid Services. 
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Annual Planned Visit Payor Coverage Guide 
Traditional 

Medicare Part 
B 

Aetna 
Medicare 

Anthem 
Medicare 

CarePartners 
of Connecticut 

ConnectiCare 
Medicare 

United 
Healthcare 
Medicare 

WellCare 
Medicare 

INITIAL PREVENTIVE PHYSICAL EXAMINATION 

Covered for all newly enrolled beneficiaries within the 
first 12 months after the effective date of their Medicare 
Part B coverage 

Billing code: G0402 

ANNUAL WELLNESS VISIT:
Initial and Subsequent 

Covered for beneficiaries who are no longer within 12 
months after the effective date of their first Medicare 
Part B coverage and who have not received either an 
IPPE or an AWV providing PPPS (Personalized 
Prevention Plan Services) within the past 12 months. 
Medicare pays for only one first AWV per beneficiary 
per lifetime, and pays for one subsequent AWV per year 
thereafter. 

Billing codes: 
Initial - G0438 
Subsequent - G0439 

ANNUAL ROUTINE PHYSICAL 

Covered 

Billing codes: 99381 - 99387, 99391 - 99397 

33



34



 

Billing & Coding: Other Preventive Services 

CPT Description CPT/HCPC Diagnosis Code Coding Tips 
Commonly 

Used 
Modifiers 

Cost Share, 
Deductible, & 
Coinsurance 

Average 
Reimbursement 

Range 
Brief emotional/behavioral 
assessment with scoring and 
documentation, per standardized 
instrument (e.g., PHQ-9, ASRS) 
 

96127 
 
 
 
 
 
 

For simple emotional 
and behavioral 
screenings, use 
Z13.89. 
 

You can bill up to 4 
screenings per patient, per 
visit. Essentially, these are 
brief measures used to 
assess for depression, 
anxiety, suicide risk, 
substance abuse, ADHD, 
eating disorders – such as 
the GAD-7. 
 

24, 25, 
33*, and 
59 
 

Cost share may 
apply.           
 

$7-$13 
 

Smoking and tobacco use 
cessation counseling visit; 
intermediate, greater than 3 
minutes up to 10 minutes 
 

99406 
 

F17.210, F17.211. 
F17.220, F17.221, 
F17.290, F17.291, 
T65.211A, T65.212A, 
T65.213A, T65.214A, 
T65.221A, T65.223A, 
T65.224A, T65.291A, 
T65.292A, T65.293A, 
T65.294A, and Z87.891 

Counseling (99406 - 99407) 
can be reported with E/M 
(99201 - 99215) on the same 
day – append Modifier 25 to 
E/M to indicate separate 
identifiable service.** 

24, 25, 
and 33* 
 

Deductible and 
coinsurance are 
waived. 
 

$16-$27 
 

Smoking and tobacco use 
cessation counseling visit; 
intensive, greater than 10 minutes 

 

99407 
 

$30-$50 
 

Alcohol and/or substance 
(other than tobacco) abuse 
structured assessment (e.g., 
AUDIT, DAST), and brief 
intervention (SBI) services, 5-14 
minutes 

G2011 
 

Z13.39 If the provider performs the 
screening and decides the 
patient does not require an 
intervention, include the 
screening in the selection of 
the E/M or preventive service 
code. 
 

 Deductible and 
coinsurance are 
waived. 
 

$18 
 

Annual alcohol misuse 
screening; 15 minutes (e.g., 
AUDIT) 

G0442                                 
 
 
 
 
 
 
 
 
 

Z13.39 
 

G0442 must be billed first in 
order for subsequent claims 
for G0443 to be covered.  
Medicare covers G0442 
annually. Both screening and 
counseling can be covered 
on same date of service.** 
 

N/A Deductible and 
coinsurance are 
waived. 
 

$10-$32 
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CPT Description CPT/HCPC Diagnosis Code Coding Tips 
Commonly 

Used 
Modifiers 

Cost Share, 
Deductible, & 
Coinsurance 

Average 
Reimbursement 

Range 
Brief face-to-face alcohol 
counseling for alcohol misuse; 
for those who screen positive; 4 
times per year; 15 minutes 
 

G0443 
 

E24.4, F10.10, 
F10.120, F10.121, 
F10.129, F10.14, 
F10.150, F10.151, 
F10.159, F10.180, 
F10.181, F10.182, 
F10.188, F10.19, 
F10.20, F10.21, 
O99.310 - O99.315, 
T51.8X2A, T51.8X3A, 
T51.8X4A, T51.92XA, 
T51.93XA, T51.94XA, 
Z02.83, Z63.72, 
Z71.41, Z71.42, and 
Z81.1 
 

Covered for those who 
screen positive for alcohol 
misuse, but not alcohol 
dependence; covered 4 times 
per year.** 
 

N/A 
 

Deductible and 
coinsurance are 
waived. 
 

$27-$50 
 

Annual depression screening; 
15 minutes 
 

G0444 
 

Z13.31 For Medicare & Medicare 
Advantage plans, G0444 
cannot be billed in 
conjunction with an IPPE or 
initial AWV as it is considered 
inclusive. "Annual" = covered 
only once a year. 
 

33* and 
59 
 

Deductible and 
coinsurance are 
waived. 
 

$20-$30 
 

Annual, face-to-face intensive 
behavioral therapy for 
cardiovascular disease; 
individual, 15 minutes 
 

G0446 
 

Cardio Disease – ICD-
10 "I" codes series. 
 

"Annual" = covered only once 
a year. 
 

59 
 

Deductible and 
coinsurance are 
waived. 
 

$28  
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CPT Description CPT/HCPC Diagnosis Code Coding Tips 
Commonly 

Used 
Modifiers 

Cost Share, 
Deductible, & 
Coinsurance 

Average 
Reimbursement 

Range 
Face-to-face behavioral 
counseling for obesity; 15 
minutes.  
Criteria:  
 BMI greater than 30 
 Patient competent, alert 
 1st month: 1 visit per week 
 Months 2-6: 1 visit every other 

week 
 Months 7-12: 1 visit per month 
 6 month assessment is done to 

determine improvement and a 
minimum of a 3 kg weight 
reduction.**                                                           

 

G0447 
 

Code BMI: Z68.30 
through Z68.39, Z68.40 
through Z68.45.     
 

Medicare has indicated that 
you should not bill G0447 
with any other visit code.                                 
 

59 
 

Deductible and 
coinsurance are 
waived. 
 

$28-$50 
 

Face-to-face behavioral 
counseling for obesity; group (2 
- 10), 30 minutes.  
Criteria:  
 BMI greater than 30 
 Patient competent, alert 
 1st month: 1 visit per week 
 Months 2-6: 1 visit every other 

week 
 Months 7-12: 1 visit per month. 
 6 month assessment is done to 

determine improvement and a 
minimum of a 3 kg weight 
reduction.**                                                           

                   
 

G0473 
 

Code Obesity and BMI: 
E66.XX, Z68.30 
through Z68.39, Z68.40 
through Z68.45     
 

Group counseling – note that 
same criteria applies (see 
G0447).  
 

N/A 
 

Deductible and 
coinsurance are 
waived. 
 

$13-$23 
 

Advance Care Planning; 
including the explanation and 
discussion of advance directives, 
such as standard forms (with 
completion of such forms, when 
performed), by the physician or 
other QHCP; first 30 minutes, 
face-to-face with the patient, 
family member(s), and/or 
surrogate 
 

99497 
 

Use diagnosis for the 
condition you are 
counseling for. 
 

When ACP is provided 
outside of the AWV, notify the 
patient that cost share 
applies. There are no limits 
on the # of times you can 
report ACP in a given time 
period. Document the change 
in the patient’s health status 
and/or wishes regarding their 
care. 
 

33* 
 

When billed with 
the AWV, 
coinsurance and 
deductible are 
waived; with an 
E/M, deductible 
and coinsurance 
will be applied. 
 

$90-$145 
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CPT Description CPT/HCPC Diagnosis Code Coding Tips 
Commonly 

Used 
Modifiers 

Cost Share, 
Deductible, & 
Coinsurance 

Average 
Reimbursement 

Range 
Advance Care Planning; each 
additional 30 minutes. List 
separately in addition to code for 
primary procedure. 

99498 
 

N/A N/A N/A N/A $80-$135 

Screening Pap (Papanicolaou) 
Smear; obtaining, preparing and 
conveyance of cervical or vaginal 
smear to laboratory 
 

Q0091 
 

High Risk: Z72.51, 
Z72.52, Z72.53, 
Z77.53, Z77.29, Z77.9, 
Z91.89, Z92.89            
Low Risk: Z01.411, 
Z01.419, Z12.4, 
Z12.72, Z12.79, Z12.89 
 

If using CPT preventive 
medicine services, and also 
performing a screening pap 
smear, report a code in 
99381-99397 series and 
Q0091. 
 
If using E/M codes for a 
symptom or condition and 
practitioner also obtains a 
pap smear, report only the 
E/M service. Do not report 
Q0091 because it is for 
obtaining a screening test.** 
 

N/A Deductible and 
coinsurance are 
waived. 
 

$33-$50 
 

Cervical or vaginal cancer 
screening; pelvic and clinical 
breast examination 
 

G0101 
 

Z11.51, Z12.39, Z12.4, 
Z12.72 
 

N/A N/A Deductible and 
coinsurance are 
waived. 
 

$41-$67 
 

Prolonged preventive service(s) 
(beyond the 
typical service time of the 
primary procedure), in 
the office or other outpatient 
setting requiring 
direct patient contact beyond 
the usual service; 
first 30 minutes (list separately in 
addition to code 
for the preventive service) 

G0513 Use code for 
condition(s) being 
addressed or applicable 
screening code 
(ZXX.XX). 

N/A 24, 25, 
33* 

Deductible and 
coinsurance are 
waived. 
 

$70 

38



CPT Description CPT/HCPC Diagnosis Code Coding Tips 
Commonly 

Used 
Modifiers 

Cost Share, 
Deductible, & 
Coinsurance 

Average 
Reimbursement 

Range 
Prolonged preventive service(s) 
(beyond the typical service time 
of the primary 
procedure), in the office or 
other outpatient setting 
requiring direct patient contact 
beyond the usual service; each 
additional 30 minutes (list 
separately in addition to 
code G0513 for additional 30 
minutes of preventive service) 
 

G0514 Use code for 
condition(s) being 
addressed or applicable 
screening code 
(ZXX.XX). 

N/A 24, 25, 
and 33* 

Deductible and 
coinsurance are 
waived. 
 

$70 

 

*Tips for Billing CPT Modifier 33: The modifier 33 was created to aid compliance with the Affordable Care Act (ACA) which prohibits member cost sharing for 
defined preventive services for non-grandfathered health plans. The appropriate use of modifier 33 reduces claim adjustments related to preventive services and 
your corresponding refunds to members. Modifier 33 is applicable to CPT codes representing preventive care services. CPT codes not appended with modifier 33 
will process under the member’s medical or preventive benefits, based on the diagnosis and CPT codes submitted. Modifier 33 should be appended to codes 
represented for services described in the US Preventive Services Task Force (USPSTF) A and B recommendations, the Advisory Committee on Immunization 
Practices (ACIP) of the Centers for Disease Control and Prevention (CDC), and certain guidelines for infants, children, adolescents, and women supported by the 
Health Resources and Services Administration (HRSA) Guidelines. The CPT® 2016 Professional Edition Manual shares the following information regarding the 
billing of modifier 33, “When the primary purpose of the service is the delivery of an evidence-based service in accordance with a US Preventive Services Task 
Force A or B rating in effect and other preventive services identified in preventive mandates (legislative or regulatory), the service may be identified by adding 33 to 
the procedure. For separately reported services specifically identified as preventive, the modifier should not be used.” 
**Not all carriers may cover all services listed – check with individual carriers. You should also check with carriers regarding frequency limitations for 
each service. Under Section 2713 of the ACA, private health plans must provide coverage for a range of preventive services and may not impose cost-sharing 
(such as copayments, deductibles, or co-insurance) on patients receiving these services. Any E/M services reported on the same day must be distinct and 
reported with modifier 25, and time spent providing these services may not be used as a basis for the E/M code selection   
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Health Risk Assessment Form 

Patient Information 
Today’s Date:  

First Name:  
Last Name, Suffix:  

Date of Birth:  
Sex:  

General Questions 
 

1. What is your height? 
_____ feet _____ inches 

 
2. What is your weight? 

� Under 100 pounds 
� 100-125 pounds 
� 126-150 pounds 
� 151-175 pounds 
� 176-200 pounds 
� 201-225 pounds 
� Over 226 pounds 

 
3. In general, how would you rate your health? 

� Excellent 
� Very good 
� Good 
� Fair 
� Poor 

 
4. Have you had a flu shot this year or are you planning to receive one 

this year?  
� Yes 
� No 
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5. When is the last time you had a pneumonia vaccine? 

� In the last year 
� In the last 2-4 years 
� In the last 5 years 
� In the last 10 years 
� Never 
� Not applicable 

 
6. When is the last time you had a breast cancer screening 

(mammogram)? 
� In the last year 
� In the last 2-4 years 
� In the last 5 years 
� In the last 10 years 
� Never 
� Not applicable 

 
7. When is the last time you had a colorectal cancer screening 

(colonoscopy)? 
� In the last year 
� In the last 2-4 years 
� In the last 5 years 
� In the last 10 years 
� Never 
� Not applicable 

 
Your Health 

 
8. What medical conditions do you have or have you had in the past? 
� Asthma  
� Bipolar disorder 
� Cancer 
� COPD or 

emphysema 
� Coronary artery 

disease 
� Dementia 

� Diabetes 
� Hearing 

problems 
� Heart failure 
� Hypertension 
� Organ transplant 
� Renal/kidney 

failure 

� Stroke 
� Vision problems 
� Other medical 

conditions: 
__________________ 
__________________ 
__________________ 

� No medical conditions 
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9. How many medications do you take? 

� No medications 
� 1-3 medications 
� 4-5 medications 
� 6-7 medications 
� 8 or more medications 

 
10. Do you find that you sometimes have to choose between buying 

groceries or medications? 
� Yes 
� No 

 
11. Have you fallen in the past 6 months? (A fall is when your body 

goes to the ground without being pushed.) 
� Yes 
� No 

 
12. In the past 3 months, how many times did you go to the Emergency 

Room? 
� 0 times 
� 1 time 
� 2 times 
� 3 or more times 

 
13. In the past 3 months, how many times have you had unplanned 

overnight stays as a patient in a hospital? 
� 0 times 
� 1 time 
� 2 times 
� 3 or more times 

 
14. Has your health care provider recently told you that you need to 

lose weight? 
� Yes 
� No 

 
15. Are you on a special diet recommended by your health care 

provider? 
� Yes 
� No 
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16. How many times per week do you eat red meat?
� 0-1 times per week 
� 2-3 times per week 
� 4-5 times per week 
� 5 or more times per week 

17. How many times per week do you eat vegetables?
� 0-1 times per week 
� 2-3 times per week 
� 4-5 times per week 
� 5 or more times per week 

18. How many times per week do you eat prepared meals (frozen pizza
or TV dinners like Lean Cuisine, Healthy Choice, Stouffer’s, etc.)?

� 0-1 times per week 
� 2-3 times per week 
� 4-5 times per week 
� 5 or more times per week 

19. How many times per week do you cook your own meals from
scratch?

� 0-1 times per week 
� 2-3 times per week 
� 4-5 times per week 
� 5 or more times per week 

20. How many times per week do you eat out at a restaurant?
� 0-1 times per week 
� 2-3 times per week 
� 4-5 times per week 
� 5 or more times per week 
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21. When was the last time you smoked or used any tobacco products,
including cigarettes, chew, snuff, pipes, cigars and/or vapor
cigarettes?

� Today 
� Last week 
� Last month 
� Last 3 months 
� Last year 
� A year to 5 years ago 
� Longer than 5 years ago 
� Never 

22. Are you interested in quitting tobacco use?
� Yes 
� No 
� Not applicable 

23. In the past 2 weeks, have you felt stressed or anxious?
� Yes 
� No 

24. In the past 2 weeks, have you had little interest or pleasure in
doing things that you normally like to do?

� Yes 
� No 

25. In the past 2 weeks, have you been feeling downhearted,
depressed, or “blue” more than usual?

� Yes 
� No 

26. Are you using any street drugs or abusing medications?
� Yes 
� No 
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27. Do you drink alcohol?
� Yes 
� No 

28. Have you ever thought you should cut down your drug or alcohol
use?

� Yes 
� No 
� Not applicable 

29. Have you ever felt annoyed when people have commented on your
drug or alcohol use?

� Yes 
� No 
� Not applicable 

30. Have you ever felt guilty or badly about your drug or alcohol use?
� Yes 
� No 
� Not applicable 

31. Have you ever used drugs to ease withdrawal symptoms, or to
avoid feeling low after using drugs or alcohol?

� Yes 
� No 
� Not applicable 

32. Have you ever been treated for drug or alcohol abuse?
� Yes 
� No 
� Not applicable 
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33. In the past 4 weeks, how much body pain have you had? 

� None 
� Very mild 
� Mild 
� Moderate 
� Severe 
� Very severe 

 
34. During the past 4 weeks, how much did pain interfere with your 

normal activities? 
� Not at all 
� A little bit 
� Moderately 
� Quite a bit 
� Extremely 

 
35. During the past 4 weeks, how has your health impacted your ability 

to work or caused you to be absent from activities you enjoy? 
� Not at all  
� A little bit 
� Moderately 
� Quite a bit 
� Extremely 

 
36. Which of the following (if any) do you need help doing? 
� Standing up from a sitting position � Getting dressed 
� Walking in the house � Bathing 
� Walking outside of the house � Using the toilet 
� Preparing a meal � Organizing your day 
� Eating a meal � Driving or getting to places 

 
37. If you need help doing any of the above activities, do you have 

someone who can assist you? 
� Yes 
� No 
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38. How often do you need to have someone help you when you read
instructions, pamphlets, or other written material from your health
care provider or pharmacy?

� Always 
� Usually 
� Sometimes 
� Never 

39. In the past 2 weeks, have you experienced a significant change in
the amount you normally sleep, either trouble getting to sleep or
sleeping too much?

� Yes 
� No 

Advance Care Planning 

40. Do you have a Medical Power of Attorney? (Medical Power of
Attorney = someone to make medical decisions for you in the event
you are unable to.)

� Yes 
� No 
� I do not know or remember 

41. Do you have a living will or advance directive? (These are
documents that make your health care wishes known.)

� Yes 
� No 
� I do not know or remember 

42. Is a copy of your advance directive on file at your health care
provider’s office?

� Yes 
� No 
� I do not know or remember 
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About You 
43. Please indicate how strongly you agree or disagree with the

following statements:
STRONGLY 
DISAGREE 

DISAGREE AGREE STRONGLY 
AGREE 

My health is important to me. � � � � 
It is important for me to take an 
active role in my health care. 

� � � � 

I am confident I can prevent or 
reduce problems associated with 
my health. 

� � � � 

I am confident I know when I 
need to seek medical care and 
when I am able to take care of 
myself. 

� � � � 

I am confident I can talk to my 
health care provider about my 
health concerns even when he or 
she does not ask.  

� � � � 

I am confident I can follow 
through on medical treatments I 
may need to do at home. 

� � � � 

44. Who completed this Health Risk Assessment form?
� Myself 
� Relative of mine 
� Friend of mine 
� Professional caregiver of mine 

45. Who do you live with, if anyone?
� I live alone. 
� I live with my spouse or significant other. 
� I live with a family member.  
� I live with someone who is not related to me. 
� I live in a nursing home or assisted living facility 

46. What is your primary language?
� English 
� Spanish 
� Other language 
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47. What is the highest grade or level of school that you completed?
� 8th grade or less 
� Some high school, but I did not graduate 
� High school graduate or GED 
� Some college or 2-year college degree 
� 4-year college degree 
� More than a 4-year college degree 

48. What is your ethnicity?
� African-American 
� Native American 
� Hispanic 
� Native Hawaiian 
� Indian 
� Asian 
� Caucasian 
� Pacific Islander 
� Other 

49. Do you ever choose not to seek medical care because of religious
or personal beliefs?

� Yes 
� No 
� No answer 

Thank you for taking the time to fill out your Health Risk Assessment. 

Note: This HRA was created with guidance from a template designed by Cigna HealthSpring. The HRA 
questions outlined above are provided as examples. They represent one HRA model; use of this model is 
not a requirement for the Medicare Annual Wellness Visit HRA, as a variety of HRA instruments will meet 
the Medicare HRA definition. Clinician discretion will guide the implementation and use of HRAs. HRAs 
are not intended to be prescriptive, and clinician judgment will identify appropriate interventions for 
individual patients. 
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Patient Questionnaire (PHQ-9)
Patient Information 

Today’s Date: 
Patient Name: 
Date of Birth: 

Sex: 
Questionnaire 

Over the last 2 weeks, how often have you been 
bothered by any of the following problems? 
(Please circle your answers.) 

Not 
at all 

Several 
days 

More 
than half 
the days 

Nearly 
everyday 

1. Little interest or pleasure in doing things 0 1 2 3 
2. Feeling down, depressed, or hopeless 0 1 2 3 
3. Trouble falling or staying asleep, or sleeping too

much 0 1 2 3 

4. Feeling tired or having little energy 0 1 2 3 
5. Poor appetite or overeating 0 1 2 3 
6. Feeling badly about yourself – or feeling that you

are a failure or have let yourself or your family
down

0 1 2 3 

7. Trouble concentrating on things, such as reading
the newspaper or watching television 0 1 2 3 

8. Moving or speaking so slowly that other people
could have noticed; or, the opposite – being so
fidgety or restless that you have been moving
around a lot more than usual

0 1 2 3 

9. Thoughts that you would be better off dead or of
hurting yourself in some way 0 1 2 3 

Healthcare providers, please calculate totals for 
each column and combine for Total Score: 0 

Total Score: 

If you checked off any of the problems above, how difficult have these problems made it 
for you to do your work, take care of things at home, or get along with other people? 

� Not difficult at all 
� Somewhat difficult 
� Very difficult 
� Extremely difficult 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from 
Pfizer Inc. No permission required to reproduce, translate, display or distribute. 

53



54



Fall Risk Assessment
Patient Information 

Today’s Date: 
First Name: 

Last Name, Suffix: 
Date of Birth: 

Sex: 
Fall Risk Assessment 

Questions Yes No 
1. Are you over the age of 65? 1 0 
2. For the healthcare provider: Does the patient have 3 or more co-existing medical

diagnoses? 1 0 

3. Have you fallen once in the last three months? 1 0 
4. If you answered “Yes” to the previous question, were you injured?

a. If yes, please describe injury: _______________________________ 1 0 

5. Do you have any inability to make it to the bathroom or commode in a timely
manner? (This includes frequency, urgency, and/or nocturia.) 1 0 

6. Do you have any visual impairment? (Examples: macular degeneration, diabetic
retinopathies, visual field loss, age-related changes, decline in visual acuity, glare
intolerance, depth perception, or night vision.)

1 0 

7. Do you have any gait (walking) problems? (Examples: arthritis, pain, fear of falling,
foot problems, impaired sensation, or impaired coordination.) 1 0 

8. Are there any environmental hazards at home, such as poor lighting, equipment
tubing, inappropriate footwear, pets, uneven floor surfaces, or clutter in the
doorways?

1 0 

9. Are you taking at least 4 or more prescriptions of ANY type? (Drugs associated
with fall risk include narcotics, anti-depressants, cardiac medications, and anti-
anxiety drugs.)

1 0 

10. Do you have pain severe enough to affect your ability to move or pain severe
enough to be a factor in maintaining your safety? 1 0 

11. For the healthcare provider: Does the patient suffer from dementia or Alzheimer’s?
Have they suffered a stroke? Do they have decreased comprehension or memory
deficits?

1 0 

Total Score: 
A total score of 4 or more is considered at risk for falling. 

This Fall Risk Assessment form was created with guidance from the Johns Hopkins Fall Risk Assessment Tool. 

___________________________________________ 
Healthcare Provider - Sign Above 
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Patient Questionnaire (GAD-7)*
Patient Information 

Today’s Date: 
Patient Name: 
Date of Birth: 

Sex: 
Questionnaire 

Over the last 2 weeks, how often have you been 
bothered by any of the following problems? 
(Please circle your answers.) 

Not 
at all 

Several 
days 

More 
than half 
the days 

Nearly 
everyday 

1. Feeling nervous, anxious, or on edge 0 1 2 3 

2. Not being able to stop or control worrying 0 1 2 3 

3. Worrying too much about different things 0 1 2 3 

4. Trouble relaxing 0 1 2 3 

5. Being so restless that it is hard to sit still 0 1 2 3 

6. Becoming easily annoyed or irritable 0 1 2 3 

7. Feeling afraid, as if something awful might
happen 0 1 2 3 

Healthcare providers, please calculate totals for 
each column and combine for Total Score: 0 

Total Score: 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer Inc. No 
permission required to reproduce, translate, display or distribute. 

*Please note that providers are not required to administer the GAD-7 during the IPPE or any AWVs. This screening form is included as
an optional resource for your practice to use.
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Patient Questionnaire (Audit-C)
Patient Information 

Today’s Date: 
First Name: 

Last Name, Suffix: 
Date of Birth: 

Sex: 
Questionnaire 

1. How often do you have a drink containing alcohol?
� Never 
� Monthly or less 
� 2-4 times a month 
� 4 or more times a week 

2. How many standard drinks containing alcohol do you have on a typical day?
� 1 or 2 
� 3 or 4 
� 5 or 6 
� 7 to 9 
� 10 or more 

3. How often do you have six or more drinks on one occasion?
� Never 
� Less than monthly 
� Monthly 
� Weekly 
� Daily or almost daily 

This form was created with guidance from the U.S. Department of Veterans Affairs website. The Audit-C Test is a publication of the 
World Health Organization.   
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Six Item Cognitive Impairment Test (6CIT)
Patient Information 

Today’s Date: 
First Name: 

Last Name, Suffix: 
Date of Birth: 

Sex: 
Six Item Cognitive Impairment Test 

Questions Possible Points Points 
1. “What year is it?” Correct = 0 points 

Incorrect = 4 points 

2. “What month is it?” Correct = 0 points 
Incorrect = 3 points 

3. “About what time is it?” Correct = 0 points 
Incorrect = 3 points 

4. “Count backwards from 20
to 1.”

Correct = 0 points 
1 error = 2 points 
More than 1 error = 4 points 

Before proceeding to the next item, tell the patient, “Remember these four words: book, 
car, eagle, and phone.” (You can also tell the patient to memorize any 5-item street address.)

5. “Say the months of the
year in reverse.”

Correct = 0 points 
1 error = 2 points 
More than 1 error = 4 points 

6. “Repeat the four words.” Correct = 0 points 
1 error = 2 points 
2 errors = 4 points 
3 errors = 6 points 
4 errors = 8 points 
All wrong = 10 points 

      points 
28 possible points 

This form was created with guidance from OPTUM’s Cognitive-Function Screening Form. 

___________________________________________ 
Healthcare Provider - Sign Above 

Scoring Guide: 0-7 = Normal; 8-9 = Mild Cognitive Impairment; 
10-28 = Significant Cognitive Impairment

6CIT Score:
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Screening Results Interpretation Guide 
The following section briefly describes how to interpret results from the 
screenings included in this toolkit. For more detailed instructions, please 
visit: http://www.phqscreeners.com and/or http://www.mdcalc.com.  

Six Item Cognitive Impairment Test (6CIT) 
Dementia screening 

Patient scored between 0 and 7: Normal – Referral to specialist not necessary at present time 
Patient scored between 8-9: Mild cognitive impairment – Probably refer the patient to 

specialist 
Patient scored between 10-28: Significant cognitive impairment – Refer the patient to 

specialist 
Audit-C for Alcohol Use 

Identifies at risk drinkers (i.e., binge drinking) who may be alcohol dependent 
Men: A score of 4 or more is considered positive – optimal for 

identifying hazardous drinking or active alcohol use disorders. 
Women: A score of 3 or more is considered positive – optimal for 

identifying hazardous drinking or active alcohol use disorders
Exceptions: When the points are all from question #1 alone (#2 and #3 are 

zero), it can be assumed that the patient is drinking below 
recommended limits and it is suggested that the provider 
review the patient’s alcohol intake over the past few months to 
confirm accuracy.  

Generally, the higher the score, the more likely it is that the 
patient’s drinking is affecting his or her safety. 

GAD-7 
Measures severity of anxiety 

Patient scored between 5-9: Mild symptom severity – Monitor the patient 
Patient scored between 10-14: Moderate symptom severity – Possible clinically significant 

condition 
Patient scored 15 or above: Severe symptom severity – Active treatment is probably 

warranted 
PHQ-9 

Objectifies degree of depression severity 
Patient scored between 0-4: Minimal or no depression – Monitor, may not require 

treatment 
Patient scored between 5-9: Mild depression – Use clinical judgment (symptom duration, 

functional impairment) to determine necessity of treatment 
Patient scored between 10-14: Moderate depression – Use clinical judgment (symptom 

duration, functional impairment) to determine necessity of 
treatment 

Patient scored between 15-19: Moderately severe depression – Warrants active treatment 
with psychotherapy, medications, or combination 

Patient scored between 20-27: Severe depression - Warrants active treatment with 
psychotherapy, medications, or combination 
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Are You Up-to-Date on 
Your Preventive Services? 

Preventive Services Date 
One-time "Welcome to Medicare" Preventive Visit – This visit occurs 
within the first 12 months you have Medicare Part B. 
Yearly Annual Wellness Visit – This first visit occurs 12 months after your 
"Welcome to Medicare" preventive visit; subsequent visits occur every 12 
months. 
Abdominal Aortic Aneurysm Screening 
Alcohol Misuse Screening and Counseling 
Bone Mass Measurement (Bone Density Test) 
Cardiovascular Disease (Behavioral Therapy) 
Cardiovascular Screenings (cholesterol/lipids/triglycerides) 
Colorectal Cancer Screenings 
Depression Screening 
Diabetes Screening 
Diabetes Self-Management Training 
Annual Flu Shot (Vaccine) 
Glaucoma Test 
Hepatitis B Shot (Vaccine) 
Hepatitis C Shot (Vaccine) 
HIV Screening 
Breast Cancer Screening (Mammogram) 
Medical Nutrition Therapy Services 
Obesity Screening and Counseling 
Pap Test and GYN Exam 
Pneumococcal Shot (Vaccine) 
Prostate Cancer Screenings 
Sexually Transmitted Infection Screening and Counseling 
Shingles Shot (Vaccine) 
Tobacco Use Cessation (Counseling to Stop Smoking) 
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ANNUAL PLANNED VISITS
WHAT THEY ARE AND WHAT THEY MEAN TO YOU

1

INITIAL PREVENTIVE PHYSICAL EXAMINATION (IPPE)
The IPPE is the "Welcome to Medicare" preventive visit. You can only get 
this visit within the first 12 months of your Medicare Part B enrollment. 
The visit includes a physical examination, review of your medical and 
social history related to your health, and counseling about Medicare 
preventive services. 

YYour Medicare plan pays 100% of the cost of the exam, with no 
out-of-pocket expense to you. However, if we need to address other 
medical concerns at this visit, there may be a deductible or co-pay. 

ANNUAL WELLNESS VISIT (AWV)
As a Medicare member, you are allowed a comprehensive AWV every 
12 months.The AWV is used to provide and coordinate preventive 
services.

Your primary care provider can use the AWV to personalize, develop, 
and update a plan that prevents disease based on current health 
status and attributed risk factors. A Health Risk Assessment will be 
completed prior to or during the visit with your provider.

YYour provider may also perform this visit with another routine visit. For 
example, if you are there for a follow-up, they may perform the AWV 
at no extra out-of-pocket expense to you.

A comprehensive examination to screen for disease, promote a healthy 
lifestyle, and assess a member’s potential risk factors for future 
medical problems.

The ARP is available to Medicare Advantage patients and can be done 
in conjunction with the AWV. Medicare patients are limited to the IPPE 
and subsequent AWVs.

ANNUAL ROUTINE PHYSICAL (ARP)



2

ANNUAL PLANNED VISITS
WHAT TO EXPECT

YOUR PROVIDER WILL

WHAT TO BRING FOR YOUR “WELCOME TO MEDICARE” EXAM

Record and evaluate your medical and family history, current health 
conditions, medications, and supplements.

Check your blood pressure, vision, weight, and height to get a baseline 
for your care.

Make sure you are up-to-date with preventive screenings and services, 
like cancer screenings and shots.

Order further tests, depending on your general health and medical historOrder further tests, depending on your general health and medical history.
After the visit, your provider will give you a plan or checklist with Medicare 
covered screenings.

Medical records, including immunization records. You should gather as much 
medical information as you can to make sure nothing is missed, even if 
you are seeing a primary care provider you have seen before.

Family health history. Try to learn as much as you can about your family's 
health history before your appointment. The information will help you and 
your provider better understand your needs.

Prescription drugs.Prescription drugs. Bring a list of any prescription drugs, over-the-counter 
drugs, vitamins, and supplements that you currently take, how often you 
take them, and why.

If needed, you may want to bring a pair of reading glasses as well.
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Forma de evaluación de riesgo de salud 

Información de paciente 
Fecha de hoy:  

Primer nombre:  
Apellido:  

Fecha de nacimiento:  
Sexo:  

Preguntas generales 
 

1. ¿Cuál es su estatura? 
_____ pies _____ pulgadas 

 
2. ¿Cuál es su peso? 

� Menos de 100 libras 
� 100-125 libras 
� 126-150 libras 
� 151-175 libras 
� 176-200 libras 
� 201-225 libras 
� Sobre 226 libras 

 
3. ¿En general, cómo usted considera su salud? 

� Excelente 
� Muy buena 
� Buena 
� Aceptable 
� Pobre 

  
4. ¿Ha tenido su vacuna de influenza este año, o está planeando 

recibirla este año?  
� Sí 
� No 
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5. ¿Cuando fue la última vez que tuvo la vacuna de neumonía? 

� En el último año  
� En los últimos 2-4 años 
� En los últimos 5 años 
� En los últimos 10 años 
� Nunca 
� No aplica 

 
6. ¿Cuando fue la última vez que tuvo un examen para cancer de 

senos (mamograma)? 
� En el último año 
� En los últimos 2-4 años 
� En los últimos 5 años 
� En los últimos 10 años 
� Nunca 
� No aplica  

 
7. ¿Cuando fue la última vez que tuvo un examen de cancer colorectal 

(colonoscopía)? 
� En el último año 
� En los últimos 2-4 años 
� En los últimos 5 años 
� En los últimos 10 años 
� Nunca 
� No aplica  

 
Su salud 

 
8. ¿Qué condiciones médicas tiene o ha tenido en el pasado? 
� Asma 
� Desorden de 

bipolar 
� Cancer 
� COPD/enfisema 
� Enfermedad de 

arteria coronaria 
� Demencia 

� Diabetes 
� Problema de 

audición 
� Problem del 

corazón 
� Hipertensión 
� Transplante 

de organo 
� Fallo renal 

� Derrame cerebral 
� Problemas de visión 
� Otras condiciones 

médicas: 
__________________ 
__________________ 
__________________ 

� No condiciones 
médicas 
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9. ¿Cuantos medicamentos usted toma? 

� No medicamentos 
� 1-3 medicamentos 
� 4-5 medicamentos 
� 6-7 medicamentos 
� 8 o más medicamentos 

 
10. ¿Usted siente que a veces tienes que escoger entre comprar 

alimentos o medicamentos? 
� Sí 
� No 

 
11. ¿Ha tenido alguna caída en los último 6 meses? (Una caída es 

cuando su cuerpo cae al piso sin ser empujado.) 
� Sí 
� No 

 
12. ¿En los últimos 3 meses, cuantas veces fue a la sala de 

emergencia? 
� 0 veces 
� 1 vez 
� 2 veces 
� 3 o más veces 

 
13. ¿En los últimos 3 meses, cuantas veces ha tenido estadias no 

planeadas en el hospital? 
� 0 veces 
� 1 vez 
� 2 veces 
� 3 o más veces 

 
14. ¿Le ha dicho su provedor de salud recientemente que tiene que 

bajar de peso?  
� Sí 
� No 

 
15. ¿Esta usted en una dieta especial recomendada por su provedor 

de salud? 
� Sí 
� No 
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16. ¿Cuantas veces a la semana usted come carnes rojas? 

� 0-1 vez por semana 
� 2-3 veces por semana 
� 4-5 veces por semana 
� 5 o más veces por semana 

 
17. ¿Cuantas veces a la semana usted come vegetales? 

� 0-1 vez por semana 
� 2-3 veces por semana 
� 4-5 veces por semana 
� 5 o más veces por semana  

 
18. ¿Cuantas veces a la semana usted come comidas preparadas 

(pizza congelada o comidas congeladas, como Lean Cuisine, 
Healthy Choice, Stouffer’s, etc.)? 

� 0-1 vez por semana 
� 2-3 veces por semana 
� 4-5 veces por semana 
� 5 o más veces por semana  

 
19. ¿Cuantas veces a la semana usted cocina su propria comida?  

� 0-1 vez por semana 
� 2-3 veces por semana 
� 4-5 veces por semana 
� 5 o más veces por semana  

 
20. ¿Cuantas veces a la semana usted come fuera en un restaurante? 

� 0-1 vez por semana 
� 2-3 veces por semana 
� 4-5 veces por semana 
� 5 o más veces por semana  

 

74



 
21. ¿Cuando fue la última vez que usted fumó o usó algún producto 

con tabaco, incluyendo cigarrillos, masticado, inhalado, pipas, 
cigarro, o cigarrillos de vapor? 

� Hoy 
� La semana pasada 
� El mes pasado 
� Los últimos 3 meses 
� El año pasado 
� Hace 1-5 años 
� Más de 5 años 
� Nunca 

 
22. ¿ Está interesado en dejar de fumar o usar tabaco?  

� Sí 
� No 
� No aplica 

 
23. ¿En las pasadas 2 semanas, se ha sentido estresado o ancioso? 

� Sí 
� No 

 
24. ¿En las pasadas 2 semanas, ha sentido poco interés or placer en 

hacerlas cosas que normalmente hace? 
� Sí 
� No 

 
25. ¿En las pasados 2 semanas, se he sentido desanimado o 

deprimido más de lo usual? 
� Sí 
� No 

 
26. ¿Está usando algunas drogas ilícitas o abusando medicamentos? 

� Sí 
� No 
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27. ¿Usted toma alcohol? 

� Sí 
� No 

 
28. ¿Ha pensado usted que debería disminuir su uso de drogas o 

alcohol? 
� Sí 
� No 
� No aplica 

 
29. ¿Se ha sentido alguna vez molesto cuando alguna persona ha 

comentado acerca de su uso de droga o alcohol? 
� Sí 
� No 
� No aplica 

 
30. ¿Se ha sentido alguna vez culpable o mal sobre su uso de drogas 

o alcohol? 
� Sí 
� No 
� No aplica 

 
31. ¿Alguna vez ha usado drogas para ayudar con el alivio de 

síntomas de abstinencia o para evitar sentirse desanimado 
después de usar drogas o alcohol? 

� Sí 
� No 
� No aplica 

 
32. ¿Ha sido tratado para el abuso de drogas o alcohol? 

� Sí 
� No 
� No aplica 
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33. ¿En las pasadas 4 semanas, cuanto dolor de cuerpo ha tenido? 

� Nada 
� Muy poco 
� Poco 
� Moderado 
� Severo 
� Muy severo 

 
34. ¿Durante las pasadas 4 semanas, cuanto interfirio el dolor con sus 

actividades normales? 
� Para nada 
� Un poco 
� Moderadamente 
� Bastante 
� Extremadamente 

 
35. ¿Durante las pasadas 4 semanas, cuanto su salud ha afectado su 

capacidad de trabajo o ha causado que se ausente de las 
actividades que disfruta?  

� Para nada 
� Un poco 
� Moderadamente 
� Bastante 
� Extremadamente 

 
36. ¿Con cuál de las siguientes (si alguna) usted necesita ayuda para 

hacer? 
� Parándose de una posición sentada � Vestirse 
� Caminando en la casa � Bañarse 
� Caminando afuera de la casa � Usando el inodoro 
� Preparando alimentos � Organizando su día 
� Comiendo alimentos � Manejando o llegando a 

lugares 
 

37. ¿Si usted necesita ayuda haciendo algunas de las actividades 
antes mencionadas, tiene alguien que lo ayude? 

� Sí 
� No 
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38. ¿Qué tan seguido necesita alguien que lo ayude a leer 

instrucciones, panfletos, o algún otro material escrito de su 
provedor de salud or farmacia? 

� Siempre 
� Usualmente 
� Algunas veces 
� Nunca 
 

39. ¿En las pasadas 2 semanas, ha experimentado usted algún cambio 
significativo en la cantidad de tiempo que usted duerme 
normalmente, ya sea problemas para poder dormir o dormiendo 
mucho? 

� Sí 
� No 

 
Planificación de cuidado avanzado 

 
40. ¿Usted tiene un Poder Legal Médico (Poder Legal Médico = alguien 

que puede tomar decisiones médicas en caso de que usted no 
pueda)? 

� Sí 
� No 
� No sé o no recuerdo 

 
41. ¿Usted tiene un testamento o directiva médica anticipada? (Estos 

son documentos para que se conozcan sus deseos de cuidado de 
salud.) 

� Sí 
� No 
� No sé o no recuerdo 

 
42. ¿Hay una copia de sus directiva médica anticipada en su record en 

la oficina de su provedor primario? 
� Sí 
� No 
� No sé o no recuerdo 
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Acerca de usted 
43. ¿Por favor indique cuán fuertemente usted esta de acuerdo o 

desacuerdo con las siguientes declaraciones? 
 TOTALMENTE EN 

DESACUERDO 
DESACUERDO DE 

ACUERDO 
TOTALMENTE 
DE ACUERDO 

Mi salud es importante 
para mi. 

� � � � 

Es importante para mi 
tomar un rol activo en 
mi cuidado de salud. 

� � � � 

Estoy confiado que me 
puedo provenir o reducir 
problemas asociados 
con mi salud. 

� � � � 

Estoy confiado de que 
sé cuando necesito 
buscar cuidado médico 
y cuando puedo 
cuidarme yo mismo. 

� � � � 

Estoy confiado de que 
puedo hablar con mi 
provedor de salud sobre 
mis preocupaciones de 
salud aún cuando él o 
ella no pregunten.  

� � � � 

Estoy confiado de que 
puedo continuar 
tratamientos médicos 
que yo necesito hacer 
en la casa.  

� � � � 

 
44. ¿Quién completó esta evaluación de riesgo de salud? 

� Yo mismo 
� Un familiar 
� Un amigo 
� Mi cuidador profesional 
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45. ¿Con quién vive? 

� Yo vivo solo. 
� Yo vivo con mi esposo o pareja.  
� Yo vivo con un familiar. 
� Yo vivo con alguien que no esta relacionado conmigo. 
� Yo vivo en un asilio de ancianos o en una facilidad de vivienda 

asistida.  
 

46. ¿Cuál es su idioma principal? 
� Ingles 
� Español 
� Otro idioma 

 
47. ¿Cuál es el grado o nivel más alto que usted alcanzó en la 

escuela? 
� 8 grado o menos 
� Parte de escuela superio, pero no me gradué 
� Escuela superior o GED 
� Parte de colegio o título universitario de 2 años 
� Título universitario de 4 años 
� Más de 4 años  

 
48. ¿Cuál es su etnicidad? 

� Africano-Americano 
� Nativo Americano 
� Hispano 
� Nativo Hawaiiano 
� Indio 
� Asiático 
� Blanco 
� Isleño Pacífico 
� Otro 

 
49. ¿Ha usted escogido alguna vez no buscar atención médica basado 

en sus creencias religiosas o personales? 
� Sí 
� No 
� No respuesta 
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Gracias por tomar de su tiempo para completar esta evaluación de riesgo de 
salud. 

Nota: Esta evaluación de riesgo de salud fue diseñada basada en una forma provista por Cigna 
HealthSpring. Las preguntas mencionadas anteriormente están provistas como ejemplos. Estas 
representan un modelo de evaluación de riesgo de salud. El uso de este modelo no es requerido para 
visita de bienestar anual de Medicare, pues hay una variedad de instrumentos de evaluación de riesgo 
de salud que cumple con los requisitos de la definición provista por Medicare. Discreción clínica guiara la 
implementación y uso de la evaluación de riesgo de salud. Esto no está destinado a ser prescriptivo y 
juicio clínico identificara las intervenciones apropiadas para cada pacientes individualmente.  
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Cuestionario sobre la salud del paciente (PHQ-9)
Información de paciente 

Fecha de hoy: 
Primer nombre y apellido: 

Fecha de nacimiento: 
Sexo: 

Cuestionario 

Durante las últimas 2 semanas, ¿qué tan seguido 
ha tenido molestias debido a los siguientes 
problemas? (Por favor circule sus respuestas.) 

Ningún 
día 

Varios 
días 

Más de 
la mitad 
de los 
días 

Casi 
todos 

los 
días 

1. Poco interés o placer en hacer cosas 0 1 2 3 
2. Se ha sentido decaído(a), deprimido(a) o sin

esperanzas 0 1 2 3 

3. Ha tenido dificultad para quedarse o permanecer
dormido(a), o ha dormido demasiado 0 1 2 3 

4. Se ha sentido cansado(a) o con poca energía 0 1 2 3 
5. Sin apetito o ha comido en exceso 0 1 2 3 
6. Se ha sentido mal con usted mismo(a) – o que es

un fracaso o que ha quedado mal con usted
mismo(a) o con su familia

0 1 2 3 

7. Ha tenido dificultad para concentrarse en ciertas
actividades, tales como leer el periódico o ver la
televisión

0 1 2 3 

8. ¿Se ha movido o hablado tan lento que otras
personas podrían haberlo notado? o lo contrario –
muy inquieto(a) o agitado(a) que ha estado
moviéndose mucho más de lo normal

0 1 2 3 

9. Ha tenido pensamientos de que estaría mejor
muerto(a) o de lastimarse de alguna manera 0 1 2 3 

Healthcare providers, please calculate totals for each 
column and combine for Total Score: 0 

Total Score: 
Si marcó cualquiera de los problemas, ¿qué tanta dificultad le han dado estos 
problemas para hacer su trabajo, encargarse de las tareas del hogar, o llevarse bien 
con otras personas?  

� No ha sido difícil 
� Un poco difícil 
� Muy difícil 
� Extremadamente difícil 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer Inc. No 
permission required to reproduce, translate, display or distribute. 
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  Evaluación de riesgo de caída
Información de paciente 

Fecha de Hoy: 
Primer Nombre: 

Apellido: 
Fecha de Nacimiento: 

Sexo: 
Evaluación de riesgo de caída 

Preguntas Sí No 
1. ¿Tienes más de 65 años? 1 0 
2. For the healthcare provider: Does the patient have 3 or more co-existing medical

diagnoses? 1 0 

3. ¿Se ha caído una vez en los últimos tres meses? 1 0 
4. Si respondió “Sí” a la pregunta anterior, ¿estuvo lesionado?

a. En caso afirmativo, describa la lesión: _____________________________ 1 0 

5. ¿Es incapaz de llegar al baño o al baño portátil a tiempo? (Esto incluye frecuencia
urinaria, urgencia y/o necesidad de levantarse a orinar en la noche.) 1 0 

6. ¿Tienes algún impedimento visual? (Ejemplos: degeneración macular, retinopatía
diabética, pérdida del campo visual, cambios relacionados con la edad,
disminución de la agudeza visual, intolerancia al resplandor, percepción de la
profundidad o visión nocturna.)

1 0 

7. ¿Tienes algún problema para caminar? (Ejemplos: artritis, dolor, miedo a caerse,
problemas en los pies, problemas de la sensibilidad o problemas de cordinación.) 1 0 

8. ¿Hay algún riesgo ambiental en el hogar, como iluminación deficiente, tubos de
equipo, calzado inadecuado, mascotas, superficies irregulares del piso o desorden
que bloquea las puertas?

1 0 

9. ¿Está tomando por lo menos 4 o más medicamentos de cualquier tipo? (Los
medicamentos asociados con el riesgo de caída incluyen narcóticos,
antidepresivos, medicamentos cardíacos y medicamentos contra la ansiedad).

1 0 

10. ¿Tiene un dolor lo suficientemente severo como para afectar su capacidad para
moverse o un dolor lo suficientemente severo como para ser un factor en
mantener su seguridad?

1 0 

11. Fort healthcare provider: Does the patient suffer from dementia or Alzheimer’s?
Have they suffered a stroke? Do they have decreased comprehension or memory
deficits?

1 0 

Total Score: 
A total score of 4 or more is considered at risk for falling. 

This Fall Risk Assessment form was created with guidance from the Johns Hopkins Fall Risk Assessment Tool. 

___________________________________________ 
Healthcare Provider – Sign Above 
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Cuestionario sobre la salud (GAD-7)
Información de paciente 

Fecha de hoy: 
Nombre y apellido: 

Fecha de nacimiento: 
Sexo: 

Cuestionario 
Durante las últimas 2 semanas, ¿qué tan 
seguido ha tenido molestias debido a los 
siguientes problemas? (Por favor circule sus 
respuestas. 

Ningún 
día 

Varios 
días 

Más de 
la mitad 
de los 
días 

Casi 
todos 

los días 

1. Se ha sentido nervioso(a), ansioso(a) o con los
nervios de punta 0 1 2 3 

2. No ha sido capaz de parar o controlar su
preocupación 0 1 2 3 

3. Se ha preocupado demasiado por motivos
diferentes 0 1 2 3 

4. Ha tenido dificultad para relajarse 0 1 2 3 

5. Se ha sentido tan inquieto(a) que no ha podido
quedarse quieto(a) 0 1 2 3 

6. Se ha molestado o irritado fácilmente 0 1 2 3 

7. Ha tenido miedo de que algo terrible fuera a
pasar 0 1 2 3 

Healthcare providers, please calculate totals for 
each column and combine for Total Score: 0 

Total Score: 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer Inc. No 
permission required to reproduce, translate, display or distribute. 
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Cuestionario de prueba de detección de alcohol 
(Audit-C)

Información de paciente 
Fecha de hoy: 

Primer nombre y apellido: 
Fecha de nacimiento: 

Sexo: 
Cuestionario 

1. ¿Con qué frecuencia consume alguna bebida alcohólica?
� Nunca 
� Una o menos veces al mes 
� De 2 a 4 veces al mes 
� De 2 a 3 veces a la semana 
� 4 o más veces a la semana 

2. ¿Cuantas bebidas alcohólicas suele consumir en un día de consumo normal?
� 1 o 2 
� 3 o 4 
� 5 o 6 
� 7, 8, o 9 
� 10 o más 

3. ¿Con qué frecuencia toma 6 o más bebidas alcohólicas en un sólo día?
� Nunca 
� Menos de una vez al mes 
� Mensualmente 
� Semanalmente 
� A diario o casi a diario 

This form was created with guidance from the U.S. Department of Veterans Affairs website. The Audit-C Test is a publication of the 
World Health Organization.
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6 artículo prueba de deterioro cognitivo (6CIT)
Información de paciente 

Fecha de hoy 
Primer nombre: 

Apellido: 
Fecha de nacimiento: 

Sexo: 
6 artículo prueba de deterioro cognitivo 

Questions Possible Points Points 
1. "¿Que año es?" Correct = 0 points 

Incorrect = 4 points 

2. “¿Qué mes es?" Correct = 0 points 
Incorrect = 3 points 

3. “¿Aproximadamente, qué
hora es?"

Correct = 0 points 
Incorrect = 3 points 

4. “Cuente hacia atrás de 20
a 1.”

Correct = 0 points 
1 error = 2 points 
More than 1 error = 4 points 

Before proceeding to the next item, tell the patient, "Recuerda estas cuatro palabras: libro, 
automóvil, águila y teléfono.”
5. “Diga los meses del año al

revés.”
Correct = 0 points 
1 error = 2 points 
More than 1 error = 4 points 

6. "Repite las cuatro
palabras".

Correct = 0 points 
1 error = 2 points 
2 errors = 4 points 
3 errors = 6 points 
4 errors = 8 points 
All wrong = 10 points 

6CIT Score:       points 
28 possible points 

This form was created with guidance from OPTUM’s Cognitive-Function Screening Form. 

___________________________________________ 
Healthcare Provider - Sign Above 

Scoring Guide: 0-7 = Normal; 8-9 = Mild Cognitive Impairment; 
10-28 = Significant Cognitive Impairment
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 ¿Está al día con sus servicios 
preventivos? 

Servicios preventivos Fecha 
Visita preventiva "Bienvenido a Medicare" por única vez: esta visita se 
realiza dentro de los primeros 12 meses que tiene Medicare Parte B. 
Visita de bienestar anual: esta primera visita se realiza 12 meses 
después de su visita preventiva de "Bienvenida a Medicare"; las visitas 
posteriores ocurren cada 12 meses. 
Detección de aneurisma aórtico abdominal 
Detección y asesoramiento de abuso de alcohol 
Medición de masa ósea (prueba de densidad ósea) 
Enfermedad cardiovascular (terapia conductual) 
Exámenes cardiovasculares (colesterol / lípidos / triglicéridos) 
Exámenes de detección de cáncer colorrectal 
Detección de depresión 
Detección de diabetes 
Entrenamiento para el autocontrol de la diabetes 
Vacuna antigripal anual 
Prueba de glaucoma 
Vacuna contra la hepatitis B  
Vacuna contra la hepatitis C 
Prueba de detección del VIH 
Examen de detección de cáncer de mama (mamografía) 
Servicios de terapia de nutrición médica 
Examen de obesidad y consejería 
Prueba de papanicolaou y examen GYN 
Vacuna neumocócica 
Pruebas de cáncer de próstata 
Detección y asesoramiento de infecciones de transmisión sexual 
Vacuna contra la culebrilla 
Cese de uso de tabaco (asesoramiento para dejar de fumar) 
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VISITAS ANUALES PLANEADAS
QUE SON Y QUE SIGNIFICAN PARA USTEO

EXAMINACIÓN FISICA PREVENTIVA INICIAL (IPPE)
El IPPE es la visita preventiva de “Bienvenida a Medicare”. Usted puede
tener esta visita dentro de les primeros 12 meses de su registración con
Medicare Parte B. Esta visita incluye un examen físico, una revisión de su
historial médico y social relacionado con su salud, y consegeńa acerca de los
servicios preventivos de Medicare.

Su plan de Medicare paga el 100% del costo de su examen, sin ningún costo
de su bolsillo. Sin embargo, si tuvieramos que tratar otros problemas médicosde su bolsillo. Sin embargo, si tuvieramos que tratar otros problemas médicos
en esta visita, esto podría tener un deducible o co-pago.

VISITA DE BIENESTAR ANUAL (AWV)
Como miembro de Medicare, usted está permitido a tener una visita de
bienestar cada 12 meses. La visita de bienestar anual es usada para proveer
y coordinar servicios preventivos.

Su proveedor de cuidado primarió puede usar su visita de bienestar anual
para personalizar, desarollar y actualizar un plan que prevenga
enfermedades basadas en su actual estado de salud y factores de riesgo
atribuidos. Una evaluación de Riesgos de Salud sera completada antes oatribuidos. Una evaluación de Riesgos de Salud sera completada antes o
durante la visita con su proveedor.

Provee una examinación exhaustiva para detectar enfermedades,
promueve un estilo de vida saludable y evalua riesgos potenciales para
futuros problemas médicos.

El ARP está disponibles para pacientes de Medicare Advantage y puede
hacerce en conjunto con la Visita de Bienestar Anual. Pacientes de
Medicare están limitados al IPPE y Visitas de Bienestar Anual
subsecuentes.subsecuentes.

FÍSICO DE RUTINA ANUAL (ARP)



VISITAS ANUALES PLANEADAS
QUE ESPERAR

SU DOCTOR PODRA

QUE DEBE TRAER PARA SU EXAMEN DE BIENVENIDA  A MEDICARE

Registar y evaluar su historial médico y familiar, condición de salud actual, 
medicamentos, y suplementos.

Chequear su presión sanguinea, visión, peso, y estatura para tener una 
base de su cuidado.

Asegurarse de que este al día con sus examener y servicios preventivos, 
como detección de cancer y vaccunas.

Ordenar estudios adicionales, dependiendo de su salud general y su historial Ordenar estudios adicionales, dependiendo de su salud general y su historial 
mèdico. Despuès de su visita, su doctor le dara un plan o lista de control con 
examenes de detección cubiertos por Medicare



RESOURCES 
SUPPLEMENTAL
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2018 Annual Visit Guidelines
Annual Visits
Medicare Advantage plans will continue to offer coverage for routine physicals in 2018 for individual Medicare Advantage 
members. A routine physical exam will help aid in appropriately diagnosing, monitoring, assessing, evaluating, and/or treating 
conditions that may not otherwise be captured, closing gaps in care, and creating a comprehensive care plan to manage possible 
chronic conditions.

When the routine physical is completed by an in-network provider in an HMO and/or PPO plan, there are no out-of-pocket costs 
for the member. Physicals completed by out-of-network providers for members in PPO plans will be subject to member co-pay as 
applicable by the member’s plan. For the HMO plans, there will be no out-of-network coverage for routine physicals as they must 
be rendered by an in-network provider.

Visit Types
Initial Preventative Physical Exam (IPPE) Annual Wellness Visit (AWV) Annual Routine Physical

G0402 G0438 & G0439 99381-99397

Must be completed by a CMS-approved 
provider

Must be completed by a CMS-approved 
provider

Must be completed by a CMS-approved 
provider

$0 in-network copayment $0 in-network copayment $0 in-network copayment

Face-to-face visit; includes a preventive 
evaluation and management service.

This exam is a preventive physical exam 
and not a comprehensive physical 
checkup.

This service is limited to new 
beneficiaries during the first 12 months 
of Medicare enrollment.

G0438 Initial AWV
Face-to-face visit; includes a personalized 
prevention plan of services.
Services limited to beneficiary during 
the second year the patient is eligible for 
Medicare Part B. Only one first AWV per 
beneficiary per lifetime.

G0439 – Subsequent AWV
Face-to-face visit; includes a personalized 
prevention plan of services. Coded the year 
following the Initial AWV. 

This benefit is once per calendar year.

This exam is a preventive physical exam 
and not a comprehensive physical 
checkup.

Note: The AWV is intended to build upon 
the previously established IPPE visit.

Face-to-face comprehensive, multi-
system exam based on the patient’s 
age, gender, and identified risk factors.
The comprehensive history obtained 
as part of the preventive medicine 
E/M service is not problem-oriented 
and does not involve a chief complaint 
or present illness. It does include a 
comprehensive system review and 
comprehensive or interval past, 
family, and social history, as well as a 
comprehensive assessment/history of 
pertinent risk factors.

Note: Additional cost share may apply 
for additional services or testing 
performed during the visit.  Contact 
the patients’ health plan to verify 
eligibility and benefits.

This benefit is once per calendar 
year.

*The IPPE and AWV are not a routine physical exam.

Medicare Advantage
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Modifier 25 may be appended (attached) when there is an equivalent service being provided that is different from the first 
services.  

It is important to note:  
○ Accurate and complete documentation in the medial record is required to support the services being provided and billed.
○ Documentation must support the appending (attaching) of any modifiers to a claim.

Below are example scenarios for completing the IPPE, AWV and the Annual Routine Physical along with coding and modifier use.  

Examples of scenarios for completing the IPPE, AWV and the Annual Routine Physical. 

Note:  If treatment for an existing medical condition during the preventive service, or other services are billed in addition to the 
preventive service, cost sharing for the care received may also apply.

Additional Screenings
Other screenings can be done once per year. Check benefits to identify frequency and specific types of screenings.
○ Depression Screening (G0444)
○ Alcohol Screening (G0442)
○ Colorectal Cancer Screening
○ Breast Cancer Screening
○ Cardiovascular Screening
○ Flu Shot

○ Hba1c And Diabetic Retinal Exams for Patients with
Diabetes

○ HIV Screening
○ Sexually Transmitted Infections Screening and Counseling
○ Obesity Screening and Counseling (G0447)

Please note
For OB/GYN providers:  A Pap test and pelvic exam for our Medicare Advantage members are covered annually only if at high-risk 
for developing cervical or vaginal cancer, or childbearing age with abnormal Pap test within past three years. Otherwise, a Pap test 
and pelvic exam are covered every two years for women at normal risk. These services should be filed as separate codes from the 
routine physical if they are rendered.

Medicare Advantage member benefits are subject to change from year to year. Please review benefits on the Medicare Advantage 
Provider page of the provider portal.

For further information or to verify member eligibility, benefits, or account information, please call the telephone number listed on 
the back of the member’s identification card.

Resources
www.cms.gov/Medicare/Prevention/PrevntionGenInfo/medicare-preventive-services/MPS-QuickReferenceChart-1.html

Initial Preventative 
Physical Exam (IPPE)

Annual Routine 
Physical

G0402        
99381-99397

Annual Wellness Visit 
(AWV)

Annual Routine 
Physical

G0438 or G0439   
99381-99397

Annual Wellness Visit 
(AWV)

Office Visit

G0438 or G0439   
Appropriate          

Office Visit code 

Annual Routine 
Physical

Office Visit

99381-99397 
Appropriate          

Office Visit code

Modifier 25 Modifier 25 Modifier 25Modifier 25

Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc. In Connecticut: Anthem Health Plans, Inc. In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Maine: 
Anthem Health Plans of Maine, Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefits underwritten by 
HMO Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits. In Nevada: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc., dba HMO Nevada. In New Hampshire:  Anthem Health Plans of New Hampshire, 
Inc. In Ohio: Community Insurance Company. In Virginia: Anthem Health Plans of Virginia, Inc. trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town of Vienna, and the area east of State Route 123. In Wisconsin: Blue Cross Blue Shield of Wisconsin 
(BCBSWi), which underwrites or administers the PPO and indemnity policies; Compcare Health Services Insurance Corporation (Compcare), which underwrites or administers the HMO policies; and Compcare and BCBSWi collectively, which underwrite or administer the POS policies. Independent licensees of the Blue Cross and 
Blue Shield Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.
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A PROVIDER’S GUIDE TO PREVENTIVE HEALTH

SERVICES FOR YOUR PATIENTS 

(MEDICARE PLANS ONLY) 

If you have questions about your patient’s health 
plan, call ConnectiCare’s Medicare Provider 
Services at 1-877-224-8230 for assistance.

ConnectiCare, together with the Centers for Medicare & Medicaid Services, encourages the use of preventive 
health services. For certain basic preventive health services, ConnectiCare Medicare Plan beneficiaries will not 
be required to pay copayments, deductibles or coinsurance costs if provided by participating in-network health 
care providers. 

In order to receive accurate payments for 
preventive health services, it’s important to use the 
correct coding. 

Please make sure to: 
 Submit the ICD-10 code that describes the preventive care services. These services cannot be for the

treatment of an illness or injury.
 Identify the preventive service as the primary diagnosis code on the claim form. If the primary diagnosis

code represents the treatment of an illness or injury, the claim will not be considered a preventive
health service and the claim will be processed according to the patient’s Plan benefits.

Preventive Services 
 Advance Care Planning (ACP)

 Alcohol misuse screening and counseling

 Annual physical exam

 Annual wellness exam

 Bone mass measurement

 Cardiovascular disease screening tests

 Colorectal cancer screening

 Counseling to prevent tobacco use

 Depression screening

 Diabetes screening

 Diabetes Self-Management Training (DSMT)

 Glaucoma screening

 Hepatitis C Virus (HCV) screening

 Human Immunodeficiency Virus (HIV)
screening

 Initial Preventive Physical Examination
(IPPE)

 Intensive Behavioral Therapy (IBT) for
Cardiovascular Disease (CVD)

 Intensive Behavioral Therapy (IBT) for
Obesity

 Lung Cancer Screening Counseling and
Annual Screening for Lung Cancer with Low
Dose Computed Tomography

 Medical Nutrition Therapy (MNT)

 Prostate cancer screening

 Screening for STIs – High Intensity
Behavioral Counseling (HIBC)

 Screening for STIs – Chlamydia screening

 Screening for STIs – Gonorrhea screening

 Screening for STIs – Hepatitis B screening

 Screening for STIs – Syphilis Screening

 Screening Mammography

 Screening Mammography (Tomosynthesis)

 Screening Pap Tests

 Screening Pelvic Exam (includes a clinical
breast examination)

 Ultrasound Screening for Abdominal Aortic
Aneurysm (AAA)

Immunizations 
 Hepatitis B vaccine (HBV) and administration

 Influenza virus vaccine and administration

 Pneumococcal vaccine and administration

Medicare Prevention Quick Reference Chart
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A PROVIDER’S GUIDE TO PREVENTIVE HEALTH

SERVICES FOR YOUR PATIENTS 

(MEDICARE PLANS ONLY) 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Advance Care Planning 
(ACP) 

99497, 99498 
when billed with Annual 
Wellness Visit (G0438 or 
G0439) 

F17.200, F17.201, F17.210, 
F17.211, F17.220, F17.221, 
F17.290, F17.291, T65.211A, 
T65.212A, T65.213A, T65.214A, 
T65.221A, T65.222A, T65.223A, 
T65.224A, T65.291A, T65.292A, 
T65.293A, T65.294A, and Z87.891 

NOTE: Additional ICD-10 codes 
may apply 

Frequency: 1x/year
Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Alcohol misuse screening 
and counseling 

G0442 No Requirement Frequency: 1x/ year 
Age Band: All 
Gender: M/F 

G0443 No Requirement Frequency: 4x/ year 
Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Annual physical exam 99381, 99382, 99383, 
99391, 99392, 99393 

No Requirement Frequency: 1x/ year 
Age Band: All 
Gender: M/F 

99384, 99385, 99386, 
99387, 99394, 99395, 
99396, 99397 

Performed by a PCP: 
None 

Performed by a non-PCP: Z00.00, 
Z00.01, Z00.121, Z00.129, Z00.5, 
Z00.70, Z00.71, Z00.8, Z01.411, 
Z01.419, Z12.0, Z12.4, Z12.72, Z12.79, 
Z12.89, Z77.129, Z91.89 

Frequency: 1x/ year 
Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Annual wellness exam G0438 No Requirement Frequency: 1x/ lifetime 
Age Band: All 
Gender: M/F 

G0439 No Requirement Frequency: 1x/ year 
Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Bone mass measurement 76977,77078, 77080, 
77081, 77085, G0130 

M81.0, M81.6, M81.8, M85.811, 
M85.812, M85.821, M85.822, M85.831, 
M85.832, M85.841, M85.824, M85.851, 
M85.852, M85.861, M85.862, M85.871, 
M85.872, M85.88, M85.89, M94.9 

Frequency: 1x/ 2 years 
Age Band: All 
Gender: M/F 
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A PROVIDER’S GUIDE TO PREVENTIVE HEALTH

SERVICES FOR YOUR PATIENTS 

(MEDICARE PLANS ONLY) 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Cardiovascular disease 
screening tests 

80061, 82465, 83718, 
84478 

Z13.220, Z13.6 Frequency: 1x/  5 years 
Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Colorectal cancer 
screening 

00812, 81528, 82270, 
G0104, G0105, G0106, 

G0120, G0121, G0328,  

D12.0-D12.9, D13.9, K50.00, 
K50.011-K50.014, K50.018, 
K50.019, K50.10, K50.111-K50.114, 
K50.118, K50.119, K50.0, K50.811-
K50.814, K50.818, K50.819, 
K50.90, K50.911-K50.914, K50.918, 
K50.919, K51.00, K51.20, K51.211-
K51.214, K51.218, K51.219, 
K51.80, K51.30, K51.311-K51.314, 
K51.318, K51.319, K51.811-
K51.814, K51.818, K51.819, 
K51.90, K51.911-K51.914, K51.918, 
K51.919, K52.1, K52.89, K52.9, 
K62.0, K62.1, K63.5, K92.1, K92.2, , 
Z13.9, Z80.0, Z83.71, Z83.79, 
Z85.038, Z85.048, Z86.010, Z87.19,  

For Cologuard Multi-target Stool 
DNA (sDNA) Test, use Z12.11, 
Z12.12 

Frequency: 
Normal Risk: 

 Cologuard Multitarget Stool DNA
(sDNA) Test: once every 3 years;

 Screening FOBT: every year;
 Screening flexible sigmoidoscopy:

once every 4 years (unless a
screening colonoscopy has been
performed and then Medicare may
cover a screening flexible
sigmoidoscopy only after at least 119
months);

 Screening colonoscopy: every 10
years (unless a screening flexible
sigmoidoscopy has been performed
and then Medicare may cover a
screening colonoscopy only after 47
months); and

 Screening barium enema (as an
alternative to covered screening
flexible sigmoidoscopy)

High Risk:

 Screening FOBT: every year;
 Screening flexible sigmoidoscopy:

once every 4 years;
 Screening colonoscopy: every 2

years (unless a screening flexible
sigmoidoscopy has been performed
and then Medicare may cover a
screening colonoscopy only after at
least 47 months); and

 Screening barium enema (as an
alternative to covered screening
flexible sigmoidoscopy or
colonoscopy): once every 24 months.

Age Band: 50 and older 
Gender: M/F 

Back to Top 
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PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Counseling to prevent 
tobacco use 

99406,  99407 F17.200, F17.201, F17.210, 
F17.211, F17.220, F17.221, 
F17.290, F17.291, T65.211A, 
T65.212A, T65.213A, T65.214A, 
T65.221A, T65.222A, T65.223A, 
T65.224A, T65.291A, T65.292A, 
T65.293A, T65.294A, Z87.891 

NOTE: Additional ICD-10 codes 
may apply 

Frequency: 
Two cessation attempts per year. Each attempt 
may include a maximum of 4 intermediate or 
intensive sessions, with the total annual benefit 
covering up to 8 sessions per year 

Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Depression screening G0444 No Requirement Frequency: 1x/ year 
Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Diabetes screening 

Append modifier –TS 
when submitting 
claims for members 
with pre-diabetes

82947, 82950, 82951 Z13.1 Frequency: 
 Two screening tests per year for

beneficiaries diagnosed with pre-
diabetes; or

 One screening per year if previously
tested but not diagnosed with pre-
diabetes or if never tested

Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Diabetes Self-
Management Training 
(DSMT) 

G0108, G0109  E08-E13.9 Frequency: 
 Initial year: Up to 10 hours of initial

training within a continuous 12-month
period; or

 Subsequent years: Up to 2 hours of
follow-up training each year after the
initial year

Age Band: All diagnosed with diabetes 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Glaucoma screening G0117, G0118 Z13.5 Frequency: 1x/ year 
Age Band: All 
Gender: M/F 

Back to Top 
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PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Hepatitis C Virus (HCV) 
screening 

G0472 Z72.89 and F19.20 Frequency: 

 Annually only for high risk
beneficiaries with continued illicit
injection drug use since the prior
negative screening test; or

 Once in a lifetime for beneficiaries
born between 1945 and 1965 who
are not considered high risk

 An initial screening for Medicare 
beneficiaries , regardless of birth year, who
had a blood transfusion before 1992 and
beneficiaries with a current or past history 
of illicit injection drug use. 

Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Human Immunodeficiency 
(HIV) screening 

80081, G0432, G0433, 
G0435, G0475 

Increased risk factors not reported – 
Z11.4  

Increased risk factors reported – 
Z11.4 and Z72.89, Z72.51, Z72.52, 
or Z72.53  

Pregnant Medicare beneficiaries – 
Z11.4 and Z34.00, Z34.01, Z34.02, 
Z34.03, Z34.80, Z34.81, Z34.82, 
Z34.83, Z34.90, Z34.91, Z34.92, 
Z34.93, O09.90, O09.91, O09.92, or 
O09.93

Frequency: 
 Annually for Medicare beneficiaries

between the ages of 15 and 65
without regard to perceived risk; or

 Annually for Medicare beneficiaries
younger than 15 and adults older
than 65 who are at increased risk for
HIV infection

For beneficiaries who are pregnant, 3 
times per pregnancy: 

 First, when a woman is diagnosed
with pregnancy;

 Second, during the third trimester;
and

 Third, at labor, if ordered by the
woman’s clinician

Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Initial Preventive Physical 
Exam (IPPE) 

G0402, G0403, G0404, 
G0405 

No Requirement Frequency: 1x/ lifetime 
 Must furnish no later than 12 months

after the effective date of the first
Medicare Part B coverage period

Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Intensive Behavioral 
Therapy (IBT) for 
Cardiovascular Disease 
(CVD) 

G0446 No Requirement Frequency: 1x/ year 
Age Band: All 
Gender: M/F 
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PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Intensive Behavioral 
Therapy (IBT) for Obesity 

G0447, G0473 E66.01, E66.09, E66.1, E66.8, 
E66.9, Z68.30, Z68.31, Z68.32, 
Z68.33, Z68.34, Z68.35, Z68.36, 
Z68.37, Z68.38, Z68.39, Z68.41, 
Z68.42, Z68.43, Z68.44, or Z68.45 

Frequency: 
 First month: one face-to-face visit

every week; 
 Months 2–6: one face-to-face visit

every other week; and 
 Months 7–12: one face-to-face visit

every month if certain requirements
are met

At the 6-month visit, a reassessment of 
obesity and a determination of the amount 
of weight loss must be performed. 
To be eligible for additional face-to-face 
visits occurring once a month for an 
additional 6 months, beneficiaries must 
have lost at least 3kg. 

For beneficiaries who do not achieve a 
weight loss of at least 3 kg during the first 
6 months, a reassessment of their 
readiness to change and BMI is 
appropriate after an additional 6-month 
period. 

Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Lung Cancer Screening 
Counseling and Annual 
Screening for Lung 
Cancer with Low Dose 
Computed Tomography 

G0296, G0297 Z87.891, F17.210, F17.211, F17.213, 
F17.218, F17.219 

Frequency: 
 First year: Before the first lung cancer

LDCT screening, Medicare
beneficiaries must receive a
counseling and shared decision-
making visit;

 Subsequent years: The Medicare
beneficiary must receive a written
order furnished during an appropriate
visit with a physician or NPP.

Age Band: 55  to 77 
Gender: M/F 

Back to Top 
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PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Medical Nutrition Therapy 
(MNT) 

97802, 97803, 97804, 
G0270, G0271 

No Requirement Frequency:

 First year: 3 hours of one-on-one
counseling; or

 Subsequent years: 2 hours

Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Prolonged Preventive 
Services 

G0513,  G0514 No Requirement Effective for claims with dates of service 
on or after January 1, 2018. Prolonged 
preventive services will be payable when 
billed as an add-on to an applicable 
preventive service that is payable from 
the Medicare Physician Fee Schedule

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Prostate cancer screening G0102, G0103 Z00.00, Z00.01,  Z00.8, Z12.5  Frequency: 1x/ year 
Age Band: 50 and older 
Gender: M 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Screening for Cervical 
Cancer with Human 
Papillomavirus (HPV
Tests) 

G0476 Z11.51, Z01.411,  Z01.419 Frequency: 1x./ 5 years 
Age Band: 30-65 
Gender: F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Screening for Sexually 
Transmitted Infections 
(STIs) – High Intensity 
Behavioral Counseling 
(HIBC) 

G0445 Z11.3, Z72.89, Z72.51, Z72.52, 
Z72.53, Z34.00, Z34.01, Z34.02, 
Z34.03, Z34.80, Z34.81, Z34.82, 
Z34.83, Z34.90, Z34.91, Z34.92, 
Z34.93, O09.90, O09.91, O09.92, 
and O09.93

Frequency: 2x/ year 
 Up to two 20–30 minute, face-to-face

HIBC counseling sessions annually 

Age Band: All 
Gender: M/F 

Back to Top 
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PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Screening for  STIs  – 
Chlamydia screening 

86631, 86632, 87110, 
87270, 87320, 87490, 
87491, 87800, 87810 

Z11.3, Z72.89, Z72.51, Z72.52, 
Z72.53, Z34.00, Z34.01, Z34.02, 
Z34.03, Z34.80, Z34.81, Z34.82, 
Z34.83, Z34.90, Z34.91, Z34.92, 
Z34.93, O09.90, O09.91, O09.92, 
and O09.93

Frequency: 

 One annual occurrence of screening
for chlamydia in women at increased
risk who are not pregnant

 Up to two occurrences per pregnancy
of screening for chlamydia in
pregnant women who are at
increased risk for STIs and continued
increased risk for the second
screening

Age Band: All 
Gender: F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Screening for STIs – 
Gonorrhea screening 

87590, 87591, 87800, 
87850 

Z11.3, Z72.89, Z72.51, Z72.52, 
Z72.53, Z34.00, Z34.01, Z34.02, 
Z34.03, Z34.80, Z34.81, Z34.82, 
Z34.83, Z34.90, Z34.91, Z34.92, 
Z34.93, O09.90, O09.91, O09.92, 
and O09.93

Frequency: 

 Up to two occurrences per pregnancy
of screening for gonorrhea in
pregnant women who are at
increased risk for STIs and continued
increased risk for the second
screening

 One annual occurrence of screening
for  gonorrhea,in men and women at
increased risk

Age Band: All 
Gender: M/F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Screening for STIs – 
Hepatitis B Virus (HBV) 
screening  

87340, 87341, 87800 Z11.3, Z72.89, Z72.51, Z72.52, 
Z72.53, Z34.00, Z34.01, Z34.02, 
Z34.03, Z34.80, Z34.81, Z34.82, 
Z34.83, Z34.90, Z34.91, Z34.92, 
Z34.93, O09.90, O09.91, O09.92, 
and O09.93

Frequency: 
 1x/year-for those with continued high risk 

who do not receive hepatitis B vaccine
 One occurrence per pregnancy of

screening for hepatitis B in pregnant
women; one additional occurrence at
delivery if at continued increased risk
for STIs

Age Band: All 
Gender: F 

Screening for STIs – 
Syphilis screening 

86592, 86593, 86780, 
87800 

Z11.3, Z72.89, Z72.51, Z72.52, 
Z72.53, Z34.00, Z34.01, Z34.02, 
Z34.03, Z34.80, Z34.81, Z34.82, 
Z34.83, Z34.90, Z34.91, Z34.92, 
Z34.93, O09.90, O09.91, O09.92, 
and O09.93

Frequency: 
 One annual occurrence of screening for 

syphilis in men at increased risk
 One occurrence per pregnancy of

screening for syphilis in pregnant
women; up to two additional
occurrences in the third trimester and
at delivery if at continued increased
risk for STIs

 One annual occurrence of screening
for syphilis in women at increased
risk who are not pregnant.
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Age Band: All 
Gender: M/F

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Screening mammography 77067 Z12.31 Frequency: 
 Aged 35 through 39: One baseline;

or

 Aged 40 and older: Annually
Age Band: 35 and older 
Gender: F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Screening mammography 
(Tomosynthesis) 

77063  Z12.31 Frequency: 
 Aged 35 through 39: One baseline;

or

 Aged 40 and older: Annually

Age Band: 35 and older 
Gender: F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Screening pap tests G0123, G0124, G0141, 
G0143, G0144, G0145, 
G0147, G0148, P3000, 
P3001, Q0091 

High risk –Z72.51, Z72.52,
Z72.53,Z77.29, Z77.9, Z91.89 and 
Z92.89  

Low risk – Z01.411, Z01.419, Z12.4, 
Z12.72, Z12.79, and Z12.89

Frequency: 
 Annually if at high risk for developing

cervical or vaginal cancer or
childbearing age with abnormal Pap
test within past 3 years; or

 Every 2 years for women at normal
risk

Age Band: All 
Gender: F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Screening pelvic exam 
(includes a clinical breast 
examination) 

G0101 High risk –Z77.29, Z77.9, Z91.89, 
Z92.89, Z72.51, Z72.52, and Z72.53 

Low risk – Z01.411, Z01.419, Z12.4, 
Z12.72, Z12.79, and Z12.89

Frequency: 
 Annually if at high risk for developing

cervical or vaginal cancer or
childbearing age with abnormal Pap
test within past 3 years; or

 Every 2 years for women at normal
risk

Age Band: All 
Gender: F 

Back to Top 

PREVENTIVE SERVICE PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Ultrasound screening for 
Abdominal Aortic 
Aneurysm (AAA) 

76706  No Requirement Frequency: 1x/ lifetime 
Age Band: All 
Gender: M/F 
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^Note:  It is expected that immunizations will be provided in accordance with U.S. Food and Drug Administration licensure 
and Center for Disease Control and Prevention (CDC) guidelines.  Please refer to CDC’s Child, Adolescent & “Catch-up” 
Immunization Schedules and CDC’s Adult Immunization Schedule. 

IMMUNIZATION  ̂ PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Hepatitis B Virus (HBV)  
vaccine and 
administration 

90740, 90743, 90744, 
90746, 90747, G0010 
(Admin code) 

Z23 Frequency: Scheduled dosages as required 
Age Band: All 
Gender: M/F 

Back to Top  

IMMUNIZATION  ̂ PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Influenza virus vaccine 
and administration MR
LOB exempts cost 
sharing for out-of-
network services

90630, 90653, 90656, 
90662, 90673, 90674, 
90682, 90685, 90686, 
90687, 90688, 90756, 
Q2035, Q2037, Q2039 

 G0008 (Admin code)  

Z23 Frequency: 
 Once per influenza season Medicare

covers additional flu shots if medically 
necessary 

Age Band: All 
Gender: M/F 

Back to Top 

IMMUNIZATION  ̂ PROCEDURE CODE ICD-10 PAIRING GUIDELINES 

Pneumococcal vaccine 
and administration 

90670, 90732,  

G0009 (Admin code) 

Z23 Frequency: 
 An initial pneumococcal vaccine to

Medicare beneficiaries who never
received the vaccine under Medicare
Part B; and

 A different, second pneumococcal
vaccine 1 year after the first vaccine
was administered

Age Band: All 
Gender: M/F 

Back to Top 
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CMS 1500 
Reimbursement Policy 

CMS 1500 

Preventive Medicine and Screening Policy 

Policy Number 2018R0013A Annual Approval Date 3/8/2017 Approved By 
Reimbursement Policy 
Oversight Committee 

IMPORTANT NOTE ABOUT THIS REIMBURSEMENT POLICY 
You are responsible for submission of accurate claims.  This reimbursement policy is intended to ensure that you are 
reimbursed based on the code or codes that correctly describe the health care services provided.  UnitedHealthcare 
reimbursement policies may use Current Procedural Terminology (CPT®*), Centers for Medicare and Medicaid Services 
(CMS) or other coding guidelines.  References to CPT or other sources are for definitional purposes only and do not imply 
any right to reimbursement. 
This reimbursement policy applies to all health care services billed on CMS 1500 forms and, when specified, to those 
billed on UB04 forms.  Coding methodology, industry-standard reimbursement logic, regulatory requirements, benefits 
design and other factors are considered in developing reimbursement policy. 
This information is intended to serve only as a general reference resource regarding UnitedHealthcare’s reimbursement 
policy for the services described and is not intended to address every aspect of a reimbursement situation.  Accordingly, 
UnitedHealthcare may use reasonable discretion in interpreting and applying this policy to health care services provided in 
a particular case.  Further, the policy does not address all issues related to reimbursement for health care services 
provided to UnitedHealthcare enrollees.  Other factors affecting reimbursement may supplement, modify or, in some 
cases, supersede this policy.  These factors may include, but are not limited to: legislative mandates, the physician or 
other provider contracts, the enrollee’s benefit coverage documents and/or other reimbursement, medical or drug 
policies.  Finally, this policy may not be implemented exactly the same way on the different electronic claims processing 
systems used by UnitedHealthcare due to programming or other constraints; however, UnitedHealthcare strives to 
minimize these variations. 
UnitedHealthcare may modify this reimbursement policy at any time by publishing a new version of the policy on this 
Website.  However, the information presented in this policy is accurate and current as of the date of publication. 
*CPT  Copyright American Medical Association. All rights reserved. CPT® is a registered trademark of the American
Medical Association.

Application 

This reimbursement policy applies to services reported using the 1500 Health Insurance Claim Form (a/k/a CMS-1500) or 
its electronic equivalent or its successor form. This policy applies to all products and all network and non-network 
physicians and other qualified health care professionals, including, but not limited to, non-network authorized and percent 
of charge contract physicians and other qualified health care professionals. 

Policy 

Overview

Preventive Medicine Services [Current Procedural Terminology (CPT®) codes 99381-99387, 99391-99397, Healthcare 
Common Procedure Coding System (HCPCS) code G0402] are comprehensive in nature, reflect an age and gender 
appropriate history and examination, and include counseling, anticipatory guidance, and risk factor reduction 
interventions, usually separate from disease-related diagnoses. Occasionally, an abnormality is encountered or a pre-
existing problem is addressed during the Preventive visit, and significant elements of related Evaluation and Management 
(E/M) services are provided during the same visit. When this occurs, UnitedHealthcare will reimburse the Preventive 
Medicine service plus 50% of the Problem-Oriented E/M service code when that code is appended with modifier 25. If the 
Problem-Oriented service is minor, or if the code is not submitted with modifier 25 appended, it will not be reimbursed. 

When a Preventive Medicine service and Other E/M services are provided during the same visit, only the Preventive 
Medicine service will be reimbursed. 

111

mrusso
Highlight

mrusso
Highlight



Proprietary information of UnitedHealthcare. Copyright 2018 United HealthCare Services, Inc. 

Screening services include cervical cancer screening; pelvic and breast examination; prostate cancer screening/digital 
rectal examination; and obtaining, preparing and conveyance of a Papanicolaou smear to the laboratory. These Screening 
procedures are included in (and are not separately reimbursed from) the Preventive Medicine service rendered on the 
same day. 

Prolonged services are included in (and not separately reimbursed from) Preventive Medicine codes. 

Counseling services are included in (and not separately reimbursed from) Preventive Medicine codes. 

Medical Nutrition Therapy services are included in (and not separately reimbursed from) Preventive Medicine codes. 

Visual Function screening and Visual Acuity screening are included in (and not separately reimbursed from) Preventive 
Medicine Services. 

For a list of specific codes that are included in (and not separately reimbursed from) Preventive Medicine Services see the 
Codes Section. 

For the purposes of this policy, Same Specialty Physician or Other Health Care Professional is defined as a physician 
and/or other health care professional of the same group and Same Specialty Physician or Other Health Care Professional 
reporting the same Federal Tax Identification number. 

Reimbursement Guidelines

Preventive Medicine Service and Problem Oriented E/M Service 

A Preventive Medicine CPT or HCPCS code and a Problem-Oriented E/M CPT code may both be submitted for the same 
patient by the Same Specialty Physician or Other Health Care Professional on the same date of service. If the E/M code 
represents a significant, separately identifiable service and is submitted with modifier 25 appended, UnitedHealthcare will 
reimburse the Preventive Medicine code plus 50% of the Problem-Oriented E/M code. UnitedHealthcare will not 
reimburse a Problem-Oriented E/M code that does not represent a significant, separately identifiable service and that is 
not submitted with modifier 25 appended. 

Preventive Medicine Service and Other E/M Service

A Preventive Medicine CPT or HCPCS code and Other E/M CPT or HCPCS codes may both be submitted for the same 
patient by the Same Specialty Physician or Other Health Care Professional on the same date of service. However, 
UnitedHealthcare will only reimburse the Preventive Medicine CPT or HCPCS code.  

Screening Services

The comprehensive nature of a Preventive Medicine code reflects an age and gender appropriate examination. When a 
Screening code is billed with a Preventive Medicine code on the same date of service by the Same Specialty Physician or 
Other Health Care Professional, only the Preventive Medicine code is reimbursed. 

Prolonged Services

Prolonged services codes represent add-on services that are reimbursed when reported in addition to an appropriate 
primary service. Preventive Medicine Services are not designated as appropriate primary codes for the Prolonged 
services codes. When Prolonged service add-on codes are billed with a Preventive Medicine code on the same date of 
service by the Same Specialty Physician or Other Health Care Professional, only the Preventive Medicine code is 
reimbursed. 

Counseling Services 

Preventive Medicine Services include counseling. When Counseling service codes are billed with a Preventive Medicine 
code on the same date of service by the  Same Specialty Physician or Other Health Care Professional, only the 
Preventive Medicine code is reimbursed. 

Medical Nutrition Therapy Services

According to CPT, for Medical Nutrition Therapy assessment and/or intervention performed by a physician, report 
Evaluation and Management or Preventive Medicine service codes. When Medical Nutrition Therapy codes are billed with 
a Preventive Medicine code on the same date of service by the Same Specialty Physician or Other Health Care 
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Professional, only the Preventive Medicine code is reimbursed. 

Visual Function and Visual Acuity Screening

The comprehensive nature of a Preventive Medicine code reflects an age and gender appropriate examination. When 
Visual Function Screening or Visual Acuity Screening  is billed with a Preventive Medicine code  on the same date of 
service by the Same Specialty Physician or Other Health Care Professional, only the Preventive Medicine code is 
reimbursed. 

Modifiers

Modifier Description 

25 

Significant, Separately Identifiable Evaluation and Management Service by the Same Physician or 
Other Qualified Health Care Professional on the Same Day of the Procedure or Other Service
It may be necessary to indicate that on the day a procedure or service identified by a CPT code was 
performed, the patient's condition required a significant, separately identifiable E/M service above and 
beyond the other service provided or beyond the usual preoperative and postoperative care associated with 
the procedure that was performed. 

Definitions 

Preventive Medicine Services Includes annual physical and well-child examinations, usually in the absence of 
a disease-related diagnosis.  

Same Specialty Physician or Other 
Health Care Professional

Physicians and/or other health care professionals of the same group and same 
specialty reporting the same Federal Tax Identification number.  

Questions and Answers 

1 

Q: Why does UnitedHealthcare reduce reimbursement to 50% for an evaluation and management (E/M) service 
(99201-99205 or 99212-99215 with modifier 25) billed for the same person on the same date of service as a 
Preventive Medicine service? 

A:  UnitedHealthcare recognizes that a visit may begin as a Preventive Medicine service, and in the process of the 
examination it may be determined that a disease related condition exists (evaluation and management). When this 
occurs, the level of decision-making during such a visit may be more complex than the decision-making during a 
Preventive Medicine visit. However, there are elements of the Preventive Medicine service (e.g., making the 
appointment, obtaining vital signs, maintaining and stocking the exam room, etc.) that are duplicated in the 
reimbursement for an E/M code; these duplicated practice expense services are 50% of the E/M cost. 

2 

Q: In what situation is CPT code 96110 reimbursable? 

A: As defined, CPT code 96110 represents developmental screening, with interpretation and report. In the 
introduction to the section in which this code appears, the CPT book states that "it is expected that the administration 
of these tests will generate material that will be formulated into a report." Because a physician obtains developmental 
information as an intrinsic part of a Preventive Medicine service for an infant or child and because this information is 
sometimes obtained in the form of a questionnaire completed by the parents, it is expected that this code will be 
reported in addition to the Preventive Medicine visit only if the screening meets the code description. Physicians 
should report the specific CPT code, for developmental screening or other similar screening or testing, separate and 
distinct from the Preventive Medicine service only when the testing or screening results in an interpretation and report 
by the physician being entered into the medical record. 

3 

Q: Why is Q0091 not separately reimbursable when billed with a Preventive Medicine code? 

A: UnitedHealthcare considers Q0091 (obtaining, preparing and conveying a cervical or vaginal smear to the 
laboratory) to be an integral part of a Preventive Health Care service. Therefore, this component of a Preventive visit 
is not separately reimbursable.    

4 

Q:  Why is 99173 (screening test of visual acuity) not separately reimbursable when billed with a Preventive Medicine 
code? 

A:  UnitedHealthcare considers vision screening using an eye chart to be integral to a Preventive Medicine 
examination in the same way that measurements of height, weight and blood pressure are integral to a Preventive 
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Medicine examination. Therefore, vision screening using an eye chart is not reimbursed separately from a Preventive 
Medicine examination.  

5 

Q: Why is 99172 (visual function screening) not separately reimbursable when billed with a Preventive Medicine 
code? 

A:  The CPT Book clearly states that this service should not be reported in addition to an E/M code. 

6 

Q: How does UnitedHealthcare reimburse for screening tests based on a questionnaire completed by the patient or a 
family member when done in conjunction with a Preventive Medicine service? 

A:  Counseling, anticipatory guidance and risk factor reduction interventions are integral to a Preventive Medicine 
visit. Historical information may be obtained either through direct questioning or through completion of a written 
questionnaire. The responses on a questionnaire often identify areas for more focused interventions or treatments. 
Since this screening is part of a Preventive Medicine service, it is not reimbursed separately. Occasionally, a 
screening instrument requires interpretation, scoring, and the development of a report separate from the Preventive 
Medicine encounter. In those situations, where a CPT code exists for that service, screening, interpretation and 
development of a report is reimbursed separately from a Preventive Medicine service.    

Codes 

Preventive Medicine Service codes

CPT 

99381 Initial comprehensive preventive medicine evaluation and management of an individual including an age 
and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, new patient; infant (age younger than 1 
year)  

99382 Initial comprehensive preventive medicine evaluation and management of an individual including an age 
and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, new patient; early childhood (age 1 
through 4 years)  

99383 Initial comprehensive preventive medicine evaluation and management of an individual including an age 
and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, new patient; late childhood (age 5 
through 11 years)  

99384 Initial comprehensive preventive medicine evaluation and management of an individual including an age 
and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, new patient; adolescent (age 12 
through 17 years)  

99385 Initial comprehensive preventive medicine evaluation and management of an individual including an age 
and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, new patient; 18-39 years  

99386 Initial comprehensive preventive medicine evaluation and management of an individual including an age 
and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, new patient; 40-64 years  

99387 Initial comprehensive preventive medicine evaluation and management of an individual including an age 
and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, new patient; 65 years and older  

99391 Periodic comprehensive preventive medicine reevaluation and management of an individual including an 
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, established patient; infant (age younger 
than 1 year)  

99392 Periodic comprehensive preventive medicine reevaluation and management of an individual including an 
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, established patient; early childhood 
(age 1 through 4 years)  

99393 Periodic comprehensive preventive medicine reevaluation and management of an individual including an 
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age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, established patient; late childhood (age 
5 through 11 years)  

99394 Periodic comprehensive preventive medicine reevaluation and management of an individual including an 
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, established patient; adolescent (age 12 
through 17 years)  

99395 Periodic comprehensive preventive medicine reevaluation and management of an individual including an 
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, established patient; 18-39 years  

99396 Periodic comprehensive preventive medicine reevaluation and management of an individual including an 
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, established patient; 40-64 years  

99397 Periodic comprehensive preventive medicine reevaluation and management of an individual including an 
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction 
interventions, and the ordering of laboratory/diagnostic procedures, established patient; 65 years and older 

HCPCS 

G0402 Initial preventive physical examination; face-to-face visit, services limited to new beneficiary during the first 
12 months of Medicare enrollment  

Codes Included in Preventive Medicine Services

Problem Oriented E/M Service Codes 

99201, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 99215, G0463 

Other E/M Service Codes 

99211, 99241, 99242, 99243, 99244, 99245, 99251, 99252, 99253, 99254, 99255, 99281, 99282, 99283, 99284, 99285, 
G0245, G0246, S0285 
Screening Services Codes

G0101, G0102, Q0091, G0442, G0444 

Prolonged Services Codes

99354, 99355, 99415, 99416 

Counseling Services Codes

0403T, 99401, 99402, 99403, 99404, 99406, 99407, 99408, 99409, 99411, 99412, G0296, G0396, G0397, G0443, 
G0445, G0446, G0447, G0473, H0005, S0257, S0265, S9470, T1006, T1027 
Medical Nutrition Therapy Services Codes

97802, 97803, 97804, G0270, G0271 

Visual Function and Visual Acuity Screening

99172, 99173, 0333T 

Resources 

American Medical Association, Current Procedural Terminology (CPT®) and associated publications and services 

Centers for Medicare and Medicaid Services, CMS Manual System and other CMS publications and services 

Centers for Medicare and Medicaid Services, Healthcare Common Procedure Coding System, HCPCS Release and Code 
Sets 

History 
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1/1/2018 Annual Policy Version Change 
History/Updates Section - Entries prior to 1/1/2016 archived 

6/20 /2017 – 
12/31/2017 

Policy Approval Date Change, Logo, Preamble and Footer have been updated. No New Policy 
Version. 

1/1/2017 Annual Policy Version Change 
History/Updates Section - Entries prior to 1/1/2015 archived 

10/2/2016 – 
12/31/2016 

Counseling Services Codes Section: Deleted codes G0436 and G0437 removed 

7/3/2016 - 10/1/2016 Other E/M Service Codes: New code S0285 added 
3/9/2016 Policy Approval Date Change 

No New Policy Version 
1/1/2016 – 7/2/2016 Annual Policy Version Change 

Prolonged Services Codes Section : New codes 99415 and 99416 added 
Counseling Services Codes Section: New code 0403T and G0296 added 
History/Updates section - Entries prior to 1/1/2014 archived 
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A Note About Cost Sharing: All references to cost sharing for in-network and out-of-network care providers apply to most 
UnitedHealthcare Medicare Advantage plans. However, both Original Medicare and UnitedHealthcare’s Private Fee-For-Service 
Medicare Advantage plans don’t have provider networks. For these plans, the in-network cost sharing shown in each table applies.

PATH

2018 Medicare Advantage 
Preventive Screening Guidelines

Coding Procedures for Welcome to Medicare Visit, 
Annual Wellness Visit and Other Preventive Screenings
The following coding procedures for UnitedHealthcare Medicare Advantage plans for 2018 can help you 
determine the appropriate submission codes for covered preventive services. For more information on the 
Centers for Medicare & Medicaid Services (CMS) policies that define the procedures, and to determine if a 
service is covered by Medicare, please click the appropriate link in the following list:

Wellness Visits
Service Covered By Copayment Visit Frequency Submission Codes
Welcome to Medicare Visit 
Initial Preventive Physical 
Exam (IPPE)

 • Original Medicare
 •  UnitedHealthcare Medicare 
Advantage plans when 
performed by the member’s
primary care physician 
(PCP)

 • $0 in-network
 •  A copay or co-insurance 
may apply if the member 
sees an out-of-network 
doctor

Within first 12 months of 
Medicare Part B coverage

 • G0402*

Annual Wellness Visit 
Personalized Prevention Plan 
Services (PPPS)

 • Original Medicare
 •  UnitedHealthcare 
Medicare Advantage plans
when performed by the 
member’s PCP

 • $0 in-network
 •  A copay or co-insurance 
may apply if the member 
sees an out-of-network 
doctor

Every calendar year 
(visits do not need to be 
12 months apart)

 • G0438* (first visit)
 • G0439* (subsequent visit)

Annual Routine 
Physical Exam

 •  UnitedHealthcare 
Medicare Advantage plans
when performed by the 
member’s PCP

Not covered by 
Original Medicare

 • $0 in-network
 •  A copay or co-insurance 
may apply if the member 
sees an out-of-network 
doctor

Every calendar year 
(visits do not need to be 
12 months apart)

 • 99385-87
 • 99395-97

* A Welcome to Medicare Visit or an Annual Wellness Visit performed in a federally qualified health center (FQHC) is payable under the FQHC prospective
payment system (PPS). Code G0468 must be accompanied by qualifying visit code G0402, G0438 or G0439.

All codes are subject to change. Please follow original Medicare-covered indications and coding rules when billing Medicare-covered preventive
services using the CMS policies listed in the Resources section (NCCI Policy, IOM Claims Processing Manual, etc.). Please review codes at cms.gov
before submitting claims.
Doc #: PCA-1-009046b-12072017_01162018

• Medicare Physician Fee Schedule

• CMS Internet Only Manuals (IOM)

•  CMS National Correct Coding Initiative (NCCI)

•  CMS Medicare Coverage Database
(NCD/LCD Lookup)

• CMS Preventive Services Guide
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All codes are subject to change. Please follow original Medicare-covered indications and coding rules when billing Medicare-covered preventive 
services using the CMS policies listed in the Resources section (NCCI Policy, IOM Claims Processing Manual, etc.). Please review codes at cms.gov 
before submitting claims.
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Wellness Visits — continued
Notes:

 • See the Types of Office Visits section for specific services to be provided during each type of visit.
 • Annual Routine Physical Exam coverage: If you bill the 99XXX codes for these services, you must provide a head-to-toe exam
and can’t bill for a separate breast and pelvic exam, digital rectal exam or counseling to promote healthy behavior. See the Types
of Office Visits section for a list of the specific components included in the visit.
 • Members may receive either the Welcome to Medicare Visit or the Annual Wellness Visit along with the Annual Routine Physical
Exam on the same day from the same PCP as long as all components of both services are provided and fully documented in the
medical record. Please don’t submit either of these two visits with a -25 modifier.
 • When you perform a separately identifiable medically necessary Evaluation and Management (E/M) service in addition to the
IPPE, you may also bill Current Procedural Terminology (CPT®) codes 99201-15 reported with modifier -25. When medically
indicated, this additional E/M service is subject to the applicable copayment for an office visit. Any additional services provided
are subject to applicable cost-sharing. See CMS National Correct Coding Initiative (NCCI).
 • Coverage for Annual Routine Physical Exam under Medicare Advantage employer group plans may vary.

Additional Services Provided in Conjunction With the Wellness Visit
Only the codes listed on the Wellness Visit Chart are included in the $0 copayment for wellness visits. If you also bill other services 
with the visit, and those services are normally subject to a copayment or co-insurance, that copayment or co-insurance applies even if 
the primary reason for the visit was for a wellness exam.

Service Covered By Copayment Visit Frequency
Abdominal Aortic 
Aneurysm Screening

 • Original Medicare
 •  UnitedHealthcare Medicare 
Advantage plans

 • $0 in-network
 •  A copay or co-insurance may 
apply if the member sees an 
out-of-network doctor

One time only for at-risk members 
when a referral for the screening 
is received as a result of the 
wellness visit

Advanced Care Planning  • Original Medicare
 •  UnitedHealthcare Medicare 
Advantage plans

$0 in-network when billed with the 
wellness visit and a -33 modifier; 
otherwise, cost sharing may apply

Performed at the time of the 
wellness visit 

Can be performed outside of the 
wellness visit, but cost-sharing will not 
be waived

Electrocardiogram Screening  • Original Medicare
 •  UnitedHealthcare Medicare 
Advantage plans

Subject to member cost-sharing in 
most plans

One time only

Any Clinical Laboratory Tests 
or Other Diagnostic Services 
CMS recognizes and defines 
as medically necessary rather 
than preventive

 • Original Medicare
 •  UnitedHealthcare Medicare 
Advantage plans

Subject to member cost-sharing in 
most plans

Performed at the time of the 
wellness visit

Pap/Pelvic Exam

Service Covered By Copayment Visit Frequency Submission Codes
Pap/Pelvic Exam including 
pelvic exam and Pap 
collection

 • Original Medicare
 •  UnitedHealthcare Medicare 
Advantage plans

 • $0 in-network
 •  A copay or co-insurance 
may apply if the member 
sees an out-of-network 
doctor

 •  Every calendar year 
for those at high risk 
(visits do not need to be 
12 months apart)

 •  Every two calendar years for 
women not considered high 
risk (visits do not need to be 
24 months apart)

 • Exam: G0101

You may bill a separate 
E/M code only if you provided 
a separately identifiable 
E/M service.

When a member sees an obstetrician or gynecologist who is not their assigned PCP for a routine Pap/pelvic exam, only the 
Medicare-covered annual Pap/pelvic service should be performed and billed. Please refer members to their assigned PCP if a more 
comprehensive preventive service is needed.
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All codes are subject to change. Please follow original Medicare-covered indications and coding rules when billing Medicare-covered preventive 
services using the CMS policies listed in the Resources section (NCCI Policy, IOM Claims Processing Manual, etc.). Please review codes at cms.gov 
before submitting claims.
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Types of Office Visits
Welcome to Medicare Visit
A one-time preventive E/M service that includes the following:

1. Review of member’s medical and social history
2. Review of member’s potential risk factors for depression
3. Review of member’s functional ability and level of safety, including hearing impairment, daily living activities, fall risk

and home safety
4. Review of member’s full list of medications and supplements, including calcium and vitamins
5. An exam to include height, weight, body mass index, blood pressure, visual acuity and other measurements
6. End-of-life planning assistance such as an advance directive or health care proxy, with the member’s consent
7. Education, counseling and referral based on the results of numbers 1-5 in this list
8. Education, counseling and referral, including a brief written plan for obtaining a screening EKG, as appropriate, and other

appropriate screenings and/or Medicare Part B preventive services

Annual Wellness Visit
Allows the physician and member to develop a personalized prevention plan and may include the following:

1. Established or updated record of member’s medical and family history
2. Review of member’s potential risk factors for depression
3. Review of member’s functional ability and level of safety, including hearing impairment, daily living activities, fall risk

and home safety
4. Review of member’s full list of medications and supplements, including calcium and vitamins
5. An exam to include height, weight, body mass index, blood pressure and other routine measurements
6. List or updated list of member’s medical care providers and suppliers
7. Detection of any cognitive impairment
8. Established or updated screening schedule for the next five to 10 years, as appropriate
9. Established or updated list of member’s risk factors

 10. Personalized health advice and appropriate referrals to health education or preventive services

Pap/Pelvic Exam
Well Woman Exam should include at least seven of the following:

1. Inspection and palpation of breasts for masses or lumps, tenderness, symmetry or nipple discharge
2. Digital rectal examination including sphincter tone and presence of hemorrhoids or rectal masses
3. Examination of external genitalia — for example, general appearance, hair distribution or lesions
4. Examination of urethral meatus — for example, size, location, lesions or prolapse
5. Examination of urethra — for example, masses, tenderness or scarring
6. Examination of bladder — for example, fullness, masses or tenderness
7. Examination of vagina — for example, general appearance, estrogen effect, discharge, lesions, pelvic support, cystocele

or rectocele
8. Examination of cervix — for example, general appearance, lesions or discharge
9. Specimen collection for Pap smears and cultures
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Types of Office Visits — continued
Annual Routine Physical Exam
Provides a comprehensive physical examination to screen for disease, promotes a healthy lifestyle and assesses a member’s potential 
risk factors for future medical problems. It includes the components listed below. Any clinical laboratory tests or other diagnostic 
services performed at the time of the wellness visit may be subject to a copay or co-insurance.

1. Health history
2. Vital signs
3. General appearance
4. Heart exam
5. Lung exam
6. Head and neck exam
 7. Abdominal exam
8. Neurological exam

9. Dermatological exam
 10. Extremities exam
 11. Male physical exam

 – Testicular, hernia, penis and prostate exams
 12. Female physical exam

 – Breast and pelvic exams
 13. Counseling to include healthy behaviors and

screening services

You may not bill separate codes for these components with 99385-87 or 99395-97. Payment for these codes includes reimbursement 
for all services listed.

Common Preventive Services and Screenings
All UnitedHealthcare Medicare Advantage plans cover the following Medicare-covered preventive services at the same frequency as 
covered by Original Medicare, except where otherwise noted, for a $0 copay. In general, screening lab work isn’t covered by Medicare 
and therefore not covered by UnitedHealthcare Medicare Advantage plans. The exceptions are listed in the following list of commonly 
covered preventive services and screenings.

 • Alcohol misuse screening and counseling
 • Behavioral therapy to reduce cardiovascular disease risk
 • Bone mass measurement for those at high risk
 • Breast cancer screening (2D and 3D mammograms)1

 • Cardiovascular screening
 • Cervical and vaginal cancer screening

(Pap test and pelvic exam)
 • Colorectal cancer screening2

 • Depression screening
 • Diabetes screening
 • Flu shot
 • Glaucoma tests for those at high risk3

 • Hepatitis B immunization

 • Hepatitis C screening
 • Human papillomavirus (HPV) test
 • HIV screening
 • Lung cancer screening with Low Dose Computed

Tomography
 • Medical nutrition therapy services
 • Medicare Diabetes Prevention Program (MDPP), effective

April 1, 2018⁴
 • Obesity screening and counseling⁵
 • Pneumococcal shot
 • Prostate-specific antigen test⁶
 • Sexually transmitted infections screening and counseling
 • Tobacco use cessation counseling

These additional preventive services and screenings can be provided and billed separately in addition to the subsequent Annual 
Wellness Visit (G0439) as long as Medicare guidelines are met. This doesn’t apply to the Welcome to Medicare Visit (G0402) or the 
first Annual Wellness Visit (G0438).

1A screening mammography that turns into a diagnostic procedure is subject to the $0 screening cost-share.
2 A colonoscopy that begins as a Medicare-covered screening service is subject to the $0 screening cost-share regardless of whether a polyp is found and/or removed 
during the procedure.

3$0 for non-Special Needs Plans; Special Needs Plans may apply the same cost-sharing as Original Medicare.
4 Starting April 1, 2018, MDPP will be available to all eligible Medicare Advantage members. MDPP is a structured health behavior change intervention that focuses on 
dietary change, increased physical activity, and strategies for sustaining weight loss and a healthy lifestyle.

5According to Medicare guidelines, this is covered only in the primary care setting.
6A digital rectal exam is $0 for non-Special Needs Plans; Special Needs Plans may apply the same cost-sharing as Original Medicare.
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Colonoscopies and Related Subsequent Diagnostic Procedures
A colonoscopy that begins as an in-network screening service is subject to the $0 screening cost-share regardless of whether 
a polyp is found and/or removed during the procedure under all UnitedHealthcare Medicare Advantage plans.

Colonoscopy Coding
Code(s) Type of Colonoscopy Cost-Sharing
Endoscopy Codes G0104, G0121 or G0105 Screening colonoscopy  •  In-network: $0 cost-share per the Medicare 

preventive services coverage guidelines
 • Out-of-network: Applicable cost-share

CPT Code 45330 (and family codes), and  
CPT Code 45378 (and family codes) billed with 
modifier PT

Screening colonoscopy that turns into a 
diagnostic procedure

 •  In-network: $0 cost-share when billed with the 
PT modifier 

 •  Out-of-network: Applicable cost-share when billed
with the PT modifier

You may not bill both the screening and the 
diagnostic services when a screening colonoscopy 
turns into a diagnostic procedure. You may only 
bill the diagnostic code with the PT modifier in 
these circumstances.

Resources
To stay up-to-date on current CMS program information and changes, you can subscribe to Medicare Learning Network® MLN 
Matters®. If you have questions, please call the Customer Service number listed on the member’s ID card.
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Important Telephone Numbers 
Provider Services           1-855-538-0454
Eligibility Verification, Claims, Utilization Management, Language Line and 
Provider Complaints 

Nurse Advice Line 1-855-880-7016
Members may call this number to speak to a nurse 
24 hours a day, 7 days a week. 

Behavioral Health Crisis Line 1-800-411-6485 Risk Management 1-866-678-8355

WellCare’s Fraud, Waste and Abuse Hotline Care Management Referrals 1-866-635-7045

Disease Management Referrals 1-877-393-3090 Provider Job Aids

CommUnity Assistance Line 1-866-775-2192 TTY      711

Claim Submission Inquiries 

Submission Inquiries 
Support from Provider Services       1-855-538-0454 
For inquiries related to your electronic or paper submissions to WellCare, please contact our EDI Team at EDI-Master@wellcare.com. 
Electronic Funds Transfer & Electronic Remittance Advice: 
Register online using the simplified, enhanced provider registration process: 
PaySpan.com  or call 1-877-331-7154. For more details on PaySpan please refer to your Provider Manual. 
Clearinghouse Connectivity:  
WellCare has partnered with Change Healthcare, formerly known as RelayHealth, as our preferred EDI Clearinghouse. You may connect directly to Change 
Healthcare, or in some cases your existing clearinghouse, billing service, or trading partner may maintain existing reciprocal agreements with Change Healthcare. We 
encourage you to contact your claims vendor and determine if they have connectivity to Change Healthcare. If not, you may want to consider contacting Change 
Healthcare to establish free connectivity to WellCare for your EDI transactions. Change Healthcare offers Submitter/Client Connectivity Services at 1-877-411-7271. 
All Clearinghouses, Practice Management Vendors, or Billing Services may call Change Healthcare, formerly known as RelayHealth, at 1-800-527-8133 for 
connectivity services.  
ConnectCenter™ for physicians offers a web browser for direct data entry (DDE) and the upload ability to submit electronic submissions at no cost to you. To sign 
up, go to connect.relayhealth.com. For registry questions, submitter/clients may contact Provider Connectivity Services at 1-877-411-7271. Any questions regarding 
functionality of ConnectCenter should be directed to the Clearinghouse at 1-800-527-8133 opt. 2. 

 Providers will be required to enter a credit card upon initial enrollment to verify them as a valid submitter.

 Only WellCare submissions are free of charge and please ensure you use vendor code 212750 when you register.
CHANGE HEALTHCARE CLEARINGHOUSE PAYER IDs (CPIDS) 

Claim Type Fee For Service  Encounter 

Professional 1844 3211 

Institutional 8551 4949 

WELLCARE PAYER IDs – If your clearinghouse or billing system is not connected to Change Healthcare and requires a 5-digit Payer ID, please use the following 

according to the file type (Fee-For-Service or Encounters): 
Claim Type Fee For Service  Encounter 

Professional or Institutional  14163 59354 

Paper Submission Guidelines: 
WellCare follows the Centers for Medicare & Medicaid Services (CMS) guidelines for paper claim submissions. Since Oct. 28, 2010, WellCare accepts only the 
original “red claim” form for claim and encounter submissions. WellCare does not accept handwritten, faxed or replicated claim forms.  
Claim forms and guidelines may be found on our website: 
www.wellcare.com/Connecticut/Providers/Medicare/Claims  
Mail paper claim submissions to: 

WellCare Health Plans, Inc. 
Attn: Claims Department  
P.O. Box 31372 

    Tampa, FL 33631-3372 

Claim Payment Disputes 

The claim payment dispute process is designed to address claim denials for issues related to untimely filing, incidental procedures, unlisted procedure codes, non-
covered codes, etc. Claim payment disputes must be submitted in writing to WellCare within 90 calendar days of the date on the EOP. 

Mail or fax claim payment disputes with supporting documentation to: WellCare Health Plans Fax 1-877-277-1808 

Attn: Claim Payment Disputes 
P.O. Box 31370 
Tampa, FL 33631-3370 

Note: Any appeals related to a claim denial for lack of prior authorization, services exceeding the authorization, insufficient supporting documentation or late notification 
must be sent to the Appeals (Medical) address in the section below. Examples include Explanation of Payment Codes DN001, DN004, DN0038, DN039, VSTEX, DMNNE, 
HRM16, and KYREC, however, this is not an all-encompassing list of Appeals codes. Anything else related to authorization, or medical necessity that is in question should be 
sent to the Appeals post office box. Include all substantiating information (please do not include image of Claim) like a summary of the appeal, relevant medical records and 
member specific information.  
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Claim Payment Policy Disputes 

The Claims Payment Policy Disputes Department has created a new mailbox for provider issues related strictly to payment policy. Disputes for payment policy-related 
issues must be submitted to WellCare in writing within 90 calendar days of the date of denial on the EOP. Please provide all relevant documentation (please do not 
include image of Claim), which may include medical records, in order to facilitate the review. 
Mail all disputes related to Explanation of Payment Codes beginning with IHXXX, CEXXX or PDXXX to: 

WellCare Health Plans Fax 1-877-277-1808 
Attn: Claim Payment Policy Disputes 
P.O. Box 31426 
Tampa, FL 33631-3426Tha 

Mail all medical records and first level disputes related to Explanation of Payment Codes beginning with CPIXX: 
By Mail (U.S. Postal Service) 
OPTUM 
P.O. Box 52846 
Philadelphia, PA 19115 
By Delivery Services (FedEx, UPS) 
OPTUM 
458 Pike Rd 
Huntingdon Valley, PA 19006 

Mail all disputes related to Explanation of Payment Codes LTXXX: 
WellCare Health Plans 
CCR Pre-pay  
P.O. Box 31394 
Tampa, FL 33631-3394 

Mail all disputes related to Explanation of Payment Codes RVLTX: 
WellCare Health Plans 
CCR Post-pay  
P.O. Box 31395 
Tampa, FL 33631-3395 

Recovery/Cost Containment Unit (CCU) 
Refund(s) in response to a WellCare overpayment notification should include a copy of the overpayment notification as well as a copy of attachment(s) and sent to: 

WellCare Health Plans, Inc. 
Attn: CCU Recovery  
P.O. Box 31584 
Tampa, FL 33631-3584 

If you do not agree with this proposed WellCare overpayment notification related to adjustments RVXX (Except RV059 which should refer to the Claim Payment 
Disputes section above), you may request an Administrative Review by submitting your request in writing within 30 days of the date of this letter. Your request should 
detail why you disagree with these findings and must include any supporting evidence/documentation you believe is pertinent to your position. Your Administrative 
Review request should be sent to:      

   WellCare Health Plans, Inc. 
Attn: CCU  Recovery 
P.O. Box 31658 
Tampa, FL 33631-3658 

Additional documentation received after your initial Administrative Review request will not be considered. A Final Determination will be rendered within 30 days of the 
date of WellCare’s receipt of your request. If you do not object or render payment within such time period we will take action to recover the above listed amount as 
allowed by law, or applicable, the contract between you and WellCare. 
Administrative Reviews related to Explanation of Payment Codes and Comments beginning with DN227, DN228, or RV213 must be submitted in writing and 
include at a minimum: a summary of the review request, the member’s name, member’s identification number, date of service(s), reason(s) why the denial should be 
reversed and copies of related documentation and all applicable medical records related to both stays to support appropriateness of the services rendered. Your 
dispute should be sent to: 

COTIVITI HEALTHCARE                                      Fax: 1-203-202-6607 
Attn: WellCare Medical Review Unit 
555  North Lane, Suite 6125 
Conshohocken, PA 19428 

Provider Identified Refund(s) without receiving overpayment notification should include the reason for overpayment as well as any details that assist in identifying 
the member and WellCare Claim ID and can be sent to: 

WellCare Health Plans, Inc. 
Attn: CCU Recovery 
P.O. Box 31584 
Tampa, FL 33631-3584 

Note: For single-claim checks, please use the Refund Check Informational Sheet to help Recovery post accurately and timely. For checks in excess of 25 claims, 
please complete the Refund Referral Grid and email all supporting documentation, including the grid, to OverpaymentRefunds@wellcare.com to assist with 
expedited posting. Please note that only check referrals will be accepted by this email box; anything other than check referrals will not be responded to and will be 
closed. 
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WellCare Partners 

eviCore fka CareCore National 

eviCore is our in-network vendor for the following programs and clinical criteria can be accessed through the corresponding program links:  Advanced Radiology, 
Cardiology, Lab Management, Pain Management Program, Physical and Occupational Therapy and Sleep Diagnostics.  

Contact eviCore for all authorization-related submissions for the services listed above rendered in outpatient places of service (including the home setting). Please 

click on the hyperlinks above for a listing of the specific services and related criteria included in the eviCore programs. 

Web submissions are faster and if the procedure requested meets clinical criteria, the web provides an immediate approval that can be printed for easy reference.  

Member eligibility and authorization requests may be submitted via the eviCore Provider Web Portal. A searchable Authorization Lookup and Eligibility Tool is 

also available online and criteria can be accessed through the program links above. 

Urgent Authorizations and Provider Services   1-888-333-8641

HealthHelp® 

HealthHelp is our in-network vendor for the following programs and provider resources can be accessed through the corresponding program links: Radiation 
Therapy and Medical Oncology.  

Contact HealthHelp for all authorization-related submissions for the services listed above rendered in all outpatient places of service. Please click on the links above 
for a listing of the specific services and related resources included in the HealthHelp programs. 

Member eligibility and authorization request materials may be accessed via the HealthHelp Portal. A searchable Authorization Lookup also available online to 
check the status of your authorization request and criteria can be accessed through the program links above. 

  Urgent Authorizations and Provider Services 1-888-210-3736

Contracted Networks 

Dental – Healthplex 1-888-468-2183

Vision  – Premier Eye Care 1-855-749-1908

Transportation           –                    Medical Transportation Management             1-855-824-5699 
Members must call two days in advance for routine trips and may call same day for urgent care. Benefit limitations may apply. Please contact Provider Services for 

additional information. 

Appeals (Medical) 
All non-par Medicare provider appeals must be submitted within 60 calendar days and they must also submit a signed waiver of liability (WOL) with their request for  
processing. Participating providers also can seek an appeal through the Appeals Department within 90 calendar days of a claim denial for lack of prior authorization, 
services exceeding the authorization, insufficient supporting documentation or late notification. Examples include Explanation of Payment Codes DN001, DN004,  
DN0038, DN039, VSTEX, DMNNE, HRM16, and KYREC, however, this is not an all-encompassing list of Appeals codes. Anything else related to authorization or  
medical necessity that is in question should be sent to the Appeals post office box. Include all substantiating information (please do not include image of claim) like a 
summary of the appeal, relevant medical records and member-specific information.  

Mail or fax all medical appeals with supporting documentation to:  

WellCare Health Plans Fax 1-866-201-0657 
Attn: Appeals Department 
P.O. Box 31368 
Tampa, FL 33631-3368 

Grievances 

Member grievances may be filed verbally by contacting Customer Service or submitted in writing via mail or fax. Providers may also file a grievance on behalf of the 
member with the member’s written consent. Provider complaints related to any administrative issue, such as WellCare’s policies and procedures or 
authorization/referral process, must be submitted within 45 calendar days of the event that gave rise to the complaint. 

Mail or fax member grievances to: 

WellCare Health Plans Fax  1-866-388-1769 
Attn: Grievance Department 
P.O. Box 31384 
Tampa, FL 33631-3384 
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Pharmacy Services 

Pharmacy Services 1-855-538-0454
Including after-hours and weekends (CVS/Caremark™) 

Rx BIN     Rx PCN      Rx GRP 
004336 MEDDADV      788257 

  Exactus™ Pharmacy Solutions (Specialty)   1-866-458-9246
exactus@wellcare.com  TTY   1-855-516-5636 

Fax    1-866-458-9245 

  CVS/Caremark™ Mail Service 1-866-808-7471
 TTY   1-866-236-1069 
  Fax    1-866-892-8194 

Medication Appeals Fax  1-866-388-1766 
   Mail or fax Request for Redetermination (medication appeal) form with   
   supporting documentation to: 

WellCare Health Plans 
Attn: Pharmacy Appeals Department 
P.O. Box 31383 
Tampa, FL 33631-3383 

Medication appeals may also be initiated by contacting Provider Services. 
Please note that all appeals filed verbally also require a signed, written appeal. 

Formulary Inclusions 
To request consideration for inclusion of a drug to WellCare’s formulary, 
providers may submit a medical justification to WellCare in writing. 

WellCare Health Plans  
Clinical Pharmacy Department 
Director of Formulary Services  
Pharmacy & Therapeutics Committee 
P.O. Box 31577 

Tampa, FL 33631-3577 

Coverage Determination Requests Fax 1-866-388-1767 
Mail or fax a Coverage Determination Request Form with supporting 
documentation to:  
Fax: 1-866-388-1767      
Online: Coverage Determination Request Form 

Mail: WellCare Health Plans 
         Attn: Pharmacy - Coverage Determinations 

   P.O. Box 31397 
   Tampa, FL 33631-3397 

 Submit a Coverage Determination Request Form for: 
• Drugs not listed on the formulary
• Drugs listed on the formulary with a prior authorization (PA)
• Duplication of therapy 
• Prescriptions that exceed the FDA daily or monthly quantity limits 
• Most self-injectable and infusion drugs (including chemotherapy administered

in a physician’s office
• Drugs listed on the formulary with a quantity limit (QL)

• Drugs that have a step edit (ST) and the first-line therapy is inappropriate

HealthHelp will manage Medical Oncology Services. 
Please see below for HealthHelp Contact Information. 

On the web: 
www.wellcare.com/Connecticut/Providers/Medicare/Pharmacy 

 WellCare Formulary
 Participating Pharmacies
 Authorization Lookup Tool
 Pharmacy Services Forms
 Exactus Pharmacy Solutions

For Home Infusion/Enteral services: 
Please initiate requests through Coram: 

  Phone: 1-800-423-1411 or Fax: 1-866-462-6726 

WELLCARE’S PRIOR AUTHORIZATION LIST: 

Prior Authorization (PA) Requirements 
This WellCare PA list supersedes any lists that have been distributed to our providers. Please ensure that older lists are replaced with this updated 
version. Authorization changes are denoted by a  symbol for easy identification. Requirements that have been edited for clarification only are 
denoted with a  symbol. 

WellCare supports the concept of the primary care provider (PCP) as the “medical home” for its members. PCPs may refer members to network 
specialists when consultations will be rendered in an office, clinic or free-standing facility.  The specialist must document receipt of the request for a 
consultation and the reason for the referral in the medical record. No communication with the plan is necessary. 

All services rendered by nonparticipating providers and facilities require authorization including requests to utilize the member’s Point-of-
Service benefits. Specialists must coordinate all services with the member’s PCP. It is the responsibility of the provider rendering care to verify that 
the authorization request has been approved before services are rendered. 

Urgent Authorization Requests and Admission Notifications – Call 1-855-538-0454 and follow the prompts. 
• Notification is required for Inpatient Hospital admissions by the next business day (except normal maternity delivery admissions).

Telephone authorizations must be followed by a fax submission of clinical information.
• Outpatient authorizations for urgent and time-sensitive services may be submitted by phone when warranted by the member’s condition.

Please include CPT and ICD-10 codes with your authorization request. Standard authorization requests may be submitted online or via
fax using the numbers listed below if you are unable to access the portal with your secure login at https://provider.wellcare.com/.

 Web submissions are faster, and if the procedure requested meets clinical criteria, the Web provides an approval that can be printed for
easy reference. 

 Obtaining authorization does not guarantee payment, but rather only confirms whether a service meets WellCare’s determination criteria at
the time of the request. WellCare retains the right to review benefit limitations and exclusions, beneficiary eligibility on the date of service,
the medical necessity of services, and correct coding and billing practices.
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Behavioral Health Services 
WellCare Web Submission Portal 

Outpatient Authorization Requests Fax  1-888-365-5607 

Inpatient Hospitalization Clinical Submissions  Fax  1-888-365-3233 
On the web: www.wellcare.com/Connecticut/Providers/Medicare/Behavioral-Health 

Urgent Authorizations and Provider Services Phone:   1-855-538-0454 

 Inpatient admission notification is required on the next business day following admission.
 Inpatient concurrent review is done by telephone or fax. Psychological testing requests are to be submitted via fax. All other levels of care requiring

authorization, including outpatient services, can be submitted online.
 For more information on Authorization Requirements click here and select the “Behavioral Health Authorization List” PDF under Other Resources.

PROCEDURES and SERVICES Authorization Required Comments 

Emergency Behavioral Health Services No 

Non-contracted (nonparticipating) Provider Services Yes 
All services from nonparticipating providers require prior 
authorization. 

Behavioral Services See Comments 

Please refer to the Behavioral Health Authorization List 
under Other Resources for authorization requirements. 
WellCare Web Submission Portal 

Emergency Services 
PROCEDURES and SERVICES Authorization Required Comments 

Emergency Behavioral Health Services No 

Emergency Care Services No 

Emergency Transportation Services (excluding Air and 
Water Ambulances) 

No 

Urgent Care Services No 

Inpatient Services 
WellCare Web Submission Portal 

Inpatient Authorization Requests and Clinical Documentation  Fax 1-855-776-9464 
Inpatient Discharge Planning Requests  Fax 1-855-591-7136

PROCEDURES and SERVICES Authorization Required Comments 

Elective Inpatient Procedures Yes Clinical updates required for continued length of stay. 

Hospice Yes 

Inpatient Hospital Admissions Yes Clinical updates required for continued length of stay. 

Long-Term Acute Care Hospital (LTACH) Admissions Yes Clinical updates required for continued length of stay. 

Non-contracted (nonparticipating) Provider Services Yes 
All services from nonparticipating providers require prior 
authorization. 

Observations See Comments 

Elective procedures that convert to an Observation stay are 
subject to outpatient authorization requirements. 
Authorization Lookup Tool 
Services performed during a non-elective Observation stay, 
such as Advanced Radiology or Cardiology, do not require 
authorization. 
Clinical updates required for continued length of stay. 

Rehabilitation Facility Admissions Yes Clinical updates required for continued length of stay. 

Skilled Nursing Facility Admissions Yes Clinical updates required for continued length of stay. 

Outpatient Services 
WellCare Web Submission Portal 

Durable Medical Equipment (DME) Requests  Fax 1-877-431-8859 
Home Health Care Service Requests  Fax 1-866-886-4321 

Inpatient Discharge Planning Requests Fax 1-855-591-7136
Outpatient Authorization Requests Fax 1-877-892-8215 

Speech Therapy Services  Fax 1-877-709-1698       
Transplant Services  Fax 1-813-283-5320          
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PROCEDURES and SERVICES Authorization Required Comments 

Select Outpatient Procedures Yes - See Comments 

Please refer to the Authorization Lookup Tool for prior 
authorization requirements. 
WellCare Web Submission Portal 

Advanced Radiology Services: CT, CTA, MRA, MRI, 
Nuclear Cardiology, Nuclear Medicine, PET and SPECT 
Scans  

Yes - See Comments 

Contact eviCore for authorization: 
eviCore Provider Web Portal 
Phone Number 1-888-333-8641 
Advanced Radiology Program Criteria 
Radiology Request Forms 

Cardiology Services: Cardiac Imaging, Cardiac 
Catheterization, Diagnostic Cardiac Procedures and 
Echo Stress Tests  

Yes - See Comments 

Contact eviCore for authorization: 
eviCore Provider Web Portal  
Phone Number 1-888-333-8641 
Cardiology Program Criteria 
Cardiology Worksheets 

Dialysis No 

Durable Medical Equipment Purchases and Rentals Yes - See Comments 

All DME rentals require authorization. DME purchase 
items reimbursed at OR below $500 per line item do 
NOT require authorization. 

Home Infusion/Enteral Services Yes 
Please initiate requests through Coram: 

Phone: 1-800-423-1411 or Fax 1-866-462-6726 

Hospice Care Services No 

Investigational and Experimental Procedures and 
Treatment 

Yes 
Refer to Clinical Coverage Guidelines 
WellCare Web Submission Portal 

Laboratory Management 
(Certain Molecular and Genetic Tests) 

Yes - See Comments 

Contact eviCore for authorization:  
eviCore Provider Web Portal  
Phone Number 1-888-333-8641 
WellCare Lab Management Program Criteria 
Molecular and Genetic Testing Quick Reference Guide 

Medical Oncology Services Yes 

Contact HealthHelp for authorization:  
HealthHelp Portal 
Phone Number 1-888-210-3736 
Medical Oncology Program Services 

Non-contracted (nonparticipating) Provider Services Yes 
All services from nonparticipating providers require prior 
authorization. 

Orthotics and Prosthetics  Yes - See Comments 
Purchase items reimbursed at OR below $500 per line item 
do NOT require authorization. 

Pain Management Treatment  
(Certain Pain Management Treatments) 

Yes - See Comments 

Contact eviCore for authorization: 
eviCore Provider Web Portal 
Phone Number 1-888-333-8641 
Pain Management Program Criteria 
Musculoskeletal Management Request Forms 

Physical and Occupational Therapy (including home-
based therapy) 

Yes - See Comments 

Contact eviCore for authorization: 
   eviCore Provider Web Portal  

Phone Number 1-888-333-8641 
Physical and Occupational Therapy Program Criteria 
PT/OT Worksheets 

Radiation Therapy Management Yes - See Comments 

Contact HealthHelp for authorization:  
HealthHelp Portal 
Phone Number 1-888-210-3736 
Radiation Therapy Management Program Resources 

Sleep Diagnostics  Yes - See Comments 

Contact eviCore for authorization: 
eviCore Provider Web Portal 
Phone Number 1-888-333-8641 
Sleep Diagnostics Program Criteria 
Sleep Management Worksheets 

Speech Therapy Yes WellCare Web Submission Portal 

Transplant Services Yes 
Please submit clinical records for prior authorization for all 
transplant phases. 
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Note to Community Medical Physicians about Advance Care Planning Process 

A Yale New Haven Health System committee has been working on processes to ensure that, 
when patients come to emergency rooms, hospitals, or to specialist physicians, they receive the 
intensity of care that they desire.  The best way for patients to take control of their health care 
planning, and control this intensity, is to appoint a health care representative and to document 
their goals of care as explicitly as possible.   

The System has developed an “advance care planning navigator” in the Epic electronic medical 
record.  Hospital physicians can access this navigator easily by clicking on “advance care plan” 
on the header of each patient’s chart.  This navigator brings the clinician to a site which displays 
all advance care plans, living wills, and appointment of health care representative forms.  This 
navigator also outlines all “code” discussions that have occurred during prior hospital 
admissions.  Emergency room physicians, hospitalists, and resident physicians are enthusiastic 
about using this navigator to assist them with goals of care discussions with patients. 

This navigator will be helpful only if clinicians work with their patients to help them outline 
their goals of care and to appoint health care representatives.  To this end, the Health System 
has been working to make this process as simple and efficient as possible.  The System has 
acquired and developed a number of brochures and documents, including the “Conversation 
Starter”, “Advance Directives: Living Wills and Health Care Representatives”, and “How to 
Choose a Health Care Proxy”.  Specific documents include a treatment preference/living will 
form and an appointment of health care representative form. 

We recommend the following process: 

• Brochures be given to patients and their families about the advance care planning
process.

• A visit should be scheduled to discuss advance care planning.  This can be part of the
regular annual wellness visit.  Medicare will pay for this advance care discussion.  The
CPT code for a 30 minute discussion is 99497.  An additional 30 minutes can be charged
by using CPT code 99498.

• The clinician should discuss the patient’s goals of care and wishes about future care at
that visit.

• The patient should be encouraged to appoint a health care representative.  Once the
patient appoints that representative, he or she should fill out the health care
representative form, have it witnessed by two people, and return it to the physician’s
office.  That form should then be faxed to the Health System Medical Records
Department at (203) 688-1251.  The forms should be accompanied by a “fax-to-scan
cover sheet” which includes pertinent demographic information and instructions for the
medical records staff.
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• If the patient wishes to fill out a treatment preference/living will document, that
document should be provided to the patient.  Once the patient fills out the form and has
it witnessed by two individuals, the physician’s office staff can then fax the form to the
Yale New Haven Medical Records Department at (203) 688-1251, using the process
outlined above.

We believe that we now have the systems in place to ensure that patients’ wishes are followed 
when they are hospitalized.  These efforts will be effective only if clinicians ensure that patients’ 
goals of care and health care representatives are clearly outlined in the Epic electronic medical 
record. 
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Advance Care Planning Services 
Medicare Billing Information for physicians 
Codes 99497, 99498 are used to report the face-to-face service between a physician or other 
qualified health care professional and a patient, family member or surrogate in counseling and 
discussing advance directives, with or without completing relevant legal forms. An advance 
directive is a document appointing an agent and/or recording the wishes of a patient pertaining 
to his/her medical treatment at a future time should he/she lack decisional capacity at that time. 
Examples of written advance directives include, but are not limited to, Healthcare Proxy, 
Durable Power of Attorney for Health Care, Living Will and Medical Orders for Life-Sustaining 
Treatment (MOLST). 

When using codes 99497, 99498, no active management of the problem(s) is undertaken during 
the time period reported.  

Code 99497: Description 
̶ Advance care planning including the explanation and discussion of advance directives 

such as standards forms (with completion of such forms, when performed), by the 
physician or other qualified health care professional 

̶ first 30 minutes, face-to-face with the patient, family member(s) and/or surrogate 

Code 99498: Description 
̶ Add-on code, report in conjunction with an appropriate base code 
̶ Each additional 30 minutes (List separately in addition to code for primary procedure) 
̶ Use 99498 in conjunction with 99497 
̶ Do not report 99497 and 99498 on the same date of service as 99291, 99292, 99468, 

99469, 99471, 99472, 99475, 99476, 99477, 99478, 99479, 99480 

Coverage details 
Advance Care Planning Services are available in 2015; however, NOT reimbursable by 
Medicare. Private Payer coverage will vary. 

Medicare has proposed coverage for Advance Care Planning Services for 2016: 
̶ Code 99497: 

o Proposed reimbursement for 2016: Approximately $86.66
̶ Code 99498: 

o Proposed reimbursement for 2016: Approximately $75.11

Note: CPT codes, descriptions and other data are copyright 2015 by the American Medical Association and all rights 
are reserved and application FARS/DFARS clauses only.  
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ADVANCE CARE PLANNING

ICN 909289 June 2018

PRINT-FRIENDLY VERSION

Target Audience: Medicare Fee-For-Service Providers 

The Hyperlink Table, at the end of this document, provides the complete URL for each hyperlink.

CPT codes, descriptions and other data only are copyright 2018 American Medical Association. All Rights Reserved. 
Applicable FARS/HHSAR apply. CPT is a registered trademark of the American Medical Association. Applicable FARS/
HHSAR Restrictions Apply to Government Use. Fee schedules, relative value units, conversion factors and/or related 
components are not assigned by the AMA, are not part of CPT, and the AMA is not recommending their use. The AMA 
does not directly or indirectly practice medicine or dispense medical services. The AMA assumes no liability for data 
contained or not contained herein.

Copyright © 2018, the American Hospital Association, Chicago, Illinois. Reproduced with permission. No portion of the 
AHA copyrighted materials contained within this publication may be copied without the express written consent of the 
AHA. AHA copyrighted materials including the UB-04 codes and descriptions may not be removed, copied, or utilized 
within any software, product, service, solution or derivative work without the written consent of the AHA. If an entity wishes 
to utilize any AHA materials, please contact the AHA at 312-893-6816.

Making copies or utilizing the content of the UB-04 Manual, including the codes and/or descriptions, for internal purposes, 
resale and/or to be used in any product or publication; creating any modified or derivative work of the UB-04 Manual and/
or codes and descriptions; and/or making any commercial use of UB-04 Manual or any portion thereof, including the 
codes and/or descriptions, is only authorized with an express license from the American Hospital Association.

To license the electronic data file of UB-04 Data Specifications, contact Tim Carlson at (312) 893-6816 or Laryssa 
Marshall at (312) 893-6814. You may also contact us at ub04@healthforum.com.

The American Hospital Association (the “AHA”) has not reviewed, and is not responsible for, the completeness or accuracy of 
any information contained in this material, nor was the AHA or any of its affiliates, involved in the preparation of this material, 
or the analysis of information provided in the material. The views and/or positions presented in the material do not necessarily 
represent the views of the AHA. CMS and its products and services are not endorsed by the AHA or any of its affiliates.
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Effective January 1, 2016, the Centers for Medicare & Medicaid Services (CMS) pays for voluntary 
Advance Care Planning (ACP) under the Medicare Physician Fee Schedule (PFS) and the Hospital 
Outpatient Prospective Payment System (OPPS).

ACP helps Medicare patients make important decisions controlling the type of care they receive and 
when they receive it. This fact sheet includes:

● Provider and patient eligibility information
● Information on how to code ACP services
● How to bill ACP services
● An example of ACP in practice
● Resources

WHAT IS VOLUNTARY ACP?
Voluntary ACP is a face-to-face service between a physician (or other qualified health care 
professional) and a patient discussing advance directives with or without completing relevant legal 
forms. An advance directive is a document in which a patient appoints an agent and/or records the 
wishes of a patient pertaining to their medical treatment at a future time if they cannot decide for 
themselves at that time.

PATIENT ELIGIBILITY
Medicare pays for ACP as either:

● A separate Part B medically necessary service
● An optional element of a patient’s Annual Wellness Visit (AWV)

When a patient elects to receive ACP services outside of the AWV, we encourage practitioners 
to notify the patient that Part B cost sharing applies as it does for other physicians’ services.

There are no limits on the number of times you can report ACP for a given patient in a given time 
period. When billing the service multiple times for a given patient, document the change in the 
patient’s health status and/or wishes regarding their end-of-life care.

Some people may need ACP multiple times in a year if they are quite ill and/or their 
circumstances change. Others may not need the service at all in a year.
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PROVIDER AND LOCATION ELIGIBILITY
Physicians and non-physician 
practitioners (NPPs) may bill ACP 
services if their scope of practice 
and Medicare benefit category 
include the services described by 
the Current Procedural Terminology 
(CPT) codes in Table 1. Hospitals 
may also bill them.

There are no place-of-service 
limitations on ACP services. You can 
appropriately furnish ACP services 
in facility and non-facility settings. 
ACP services are not limited to a 
particular physician specialty.

DIAGNOSIS
CMS requires no specific diagnosis to bill the ACP codes. Report the condition for which you are 
counseling the patient using an International Classification of Diseases, Tenth Revision, Clinical 
Modification (ICD-10-CM) code to reflect an administrative examination, or a well exam diagnosis 
when furnished as part of the Medicare AWV.

CODING
Hospitals, physicians, and NPPs should use the CPT codes in Table 1 to file claims for ACP services.

Table 1. CPT Codes and Descriptors

CPT Codes Billing Code Descriptors

99497 Advance care planning including the explanation and discussion of advance 
directives such as standard forms (with completion of such forms, when 
performed), by the physician or other qualified health care professional; first  
30 minutes, face-to-face with the patient, family member(s), and/or surrogate

99498 Advance care planning including the explanation and discussion of advance 
directives such as standard forms (with completion of such forms, when 
performed), by the physician or other qualified health care professional; each 
additional 30 minutes (List separately in addition to code for primary procedure)

CPT only copyright 2018 American Medical Association. All rights reserved.
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BILLING
Medicare waives the coinsurance and the Medicare Part B deductible for ACP when:

● Provided on the same day as a covered AWV
● Furnished by the same provider as a covered AWV
● Billed with modifier –33 (Preventive Services)

Voluntary ACP is considered a preventive service when billed with the AWV on the same day by the 
same provider, so CMS waives the deductible and coinsurance for ACP. When AWV is medically 
necessary and billed with ACP, but the AWV is denied for exceeding the once-per-year limit, payment can 
still be made for the ACP. In that case, CMS applies the deductible and coinsurance to the ACP service.

The deductible and coinsurance DOES apply when ACP is provided outside the covered AWV.

NOTE: Critical Access Hospitals (CAHs) may bill for ACP using type of bill 85X with revenue codes 
96X, 97X, and 98X. The CAH Method II payment is based on the lesser of the actual charge 
or the facility-specific Medicare PFS.

ACP EXAMPLE
A 68-year-old male with heart failure and 
diabetes is on multiple medications. He is 
seen by his physician for the Evaluation and 
Management (E/M) of these two diseases, 
including adjusting medications as appropriate.

In addition to discussing the patient’s short-
term treatment options, the patient expresses 
his interest in discussing long-term treatment 
options. The doctor and patient talk over the 
possibility of a heart transplant if his congestive 
heart failure worsens. They also discuss 
ACP, including the patient’s desire for care 
and treatment if he suffers a health event that 
adversely affects his decision-making abilities.

In this case, the physician reports a standard 
E/M code for the E/M service and one or both of 
the ACP codes depending on the duration of the 
ACP service. The ACP service described in this 
example does not necessarily have to occur on 
the same day as the E/M service.

CPT only copyright 2018 American Medical Association. All rights reserved.
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RESOURCES
Table 2. ACP Resources

Resource Website

42 Code of Federal Regulations,  
Part 489, Subpart I (policy governing 
Advance Directives)

eCFR.gov/cgi-bin/text-idx?SID=2925ab372ec5eb080d5
97363ee17a6cc&mc=true&node=pt42.5.489&rgn=div5
#sp42.5.489.i

2016 Hospital Outpatient Prospective 
Payment Systems Final Rule (OPPS 
policy governing ACP services)
Pages 70469–70470

GPO.gov/fdsys/pkg/FR-2015-11-13/pdf/2015-27943.pdf

2016 Medicare Physician Fee Schedule 
Final Rule (Medicare PFS policy 
governing ACP services)
Pages 70955–70959

GPO.gov/fdsys/pkg/FR-2015-11-16/pdf/2015-28005.pdf

ACP Frequently Asked Questions CMS.gov/Medicare/Medicare-Fee-for-Service-
Payment/PhysicianFeeSched/Downloads/FAQ-
Advance-Care-Planning.pdf

Advance Care Planning (ACP) as an 
Optional Element of an Annual Wellness 
Visit (AWV), MLN Matters® Article 
MM9271

CMS.gov/Outreach-and-Education/Medicare-Learning-
Network-MLN/MLNMattersArticles/Downloads/
MM9271.pdf

Advance Care Planning: An Introduction 
for Public Health and Aging Services 
Professionals (free course offering 
continuing education credit)

CDC.gov/Aging/AdvanceCarePlanning/Care-Planning-
Course.htm

Advance Care Planning (information for 
Medicare patients)

Medicare.gov/Coverage/Advance-Care-Planning.html

A Physician’s Guide to Talking About 
End-of-Life Care, Journal of General 
Internal Medicine

NCBI.NLM.NIH.gov/PMC/Articles/PMC1495357

Billing for Advance Care Planning (ACP) 
Claims, MLN Matters Article MM10000

CMS.gov/Outreach-and-Education/Medicare-Learning-
Network-MLN/MLNMattersArticles/Downloads/
MM10000.pdf

Medicare Administrative Contractor 
Contact Information

Go.CMS.gov/MAC-website-list
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Table 2. ACP Resources (cont.)

Resource Website

Medicare Benefit Policy Manual
Chapter 15, Covered Medical and Other 
Health Services

CMS.gov/Regulations-and-Guidance/Guidance/
Manuals/Downloads/bp102c15.pdf

Medicare Claims Processing Manual
Chapter 18, Preventive and 
Screening Services

CMS.gov/Regulations-and-Guidance/Guidance/
Manuals/Downloads/clm104c18.pdf

National Hospice and Palliative 
Care Organization
Download Your State’s Advance Directives

CaringInfo.org/i4a/pages/index.cfm?pageid=3289

National Institute on Aging
Advance Care Planning

NIA.NIH.gov/Health/Caregiving/Advance-Care-
Planning 

Table 3. Hyperlink Table

Embedded Hyperlink Complete URL

Annual Wellness Visit https://www.cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MLNProducts/MLN-
Publications-Items/CMS1246474.html

Evaluation and Management https://www.cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MLNProducts/MLN-
Publications-Items/CMS1243514.html

International Classification of Disease, 
Tenth Revision, Clinical Modification

https://www.cms.gov/Medicare/Coding/ICD10

Part B https://www.medicare.gov/what-medicare-covers/part-b/
what-medicare-part-b-covers.html

Medicare Learning Network® Product Disclaimer

The Medicare Learning Network®, MLN Connects®, and MLN Matters® are registered trademarks of the U.S. Department 
of Health & Human Services (HHS).
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Discussing end-of-life decisions with your patients and their family members can be difficult and uncomfortable. 
As a patient’s primary care provider, family physicians are ideally suited to facilitate this conversation.

Advance care planning (ACP) enables patients and families to have this important end-of-life conversation with their 
family physician. The patient can discuss their wishes and preferences about the type of treatment and care he or she 
wants to receive during the latter stages of life. The Centers for Medicare & Medicaid Services (CMS) defines ACP  
as the face-to-face time a physician or other qualified health care professional spends with a patient, family member, 
or surrogate to explain and discuss advance directives. 

CODING FOR ADVANCE CARE PLANNING
Starting January 1, 2016, CMS began paying for ACP services for traditional Medicare beneficiaries. ACP is one  
of four care management codes highlighted by the American Academy of Family Physicians (AAFP) that can optimize 
payment now, while preparing for value-based care. ACP can satisfy a high-priority quality measure for reporting in  
the Medicare Access and CHIP Reauthorization Act (MACRA).

There are two current procedural terminology (CPT) codes used to report and file claims for ACP services: 
99497 and 99498.

CPT CODES REQUIREMENTS

99497

•Provided by the physician or other qualified health care professional

•First 30 minutes of a face-to-face discussion with the patient, family, and/or surrogate

•Discuss advance care planning, including explaining and discussing advance directives

•Completion of advance directive forms at the time when the service is performed

99498

•Provided by the physician or other qualified health care professional

•Each additional 30 minutes of a face-to-face discussion with the patient, family, and/or surrogate

•Discuss advance care planning, including explaining and discussing advance directives

•Completion of advance directive forms at the time when the service is performed

•List code separately, in addition to code for primary procedure

Making Sense of MACRA:  
Advance Care Planning

January 2018

Learn more  |  aafp.org/MACRAReady

MACRAready
The Shift to Value-Based Payment

CONTINUED ON
FOLLOWING PAGE
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TOP 10 FACTS ABOUT ADVANCE CARE PLANNING

1. Medicare and some commercial payers pay for ACP.

• Medicare average allowable for CPT code 99497 is $82.90 and 99498 is $72.50. Check with your local carriers
to find out what their allowable is for each of these codes.

2. Physicians and other qualified health professionals (QPHs) can bill for ACP.

• Medical assistants and registered nurses are not considered QPHs for the purposes of billing ACP. A QHP
includes those qualified by education, training, licensure/regulation, and facility privileging who performs a
professional service within his or her scope of practice, and independently reports the service. This includes
physicians and other non-physician practitioners, such as advance practice nurses or physician assistants.

3. When ACP is provided on the same day as the Annual Wellness Visit (AWV), it is not subject to coinsurance
and deductibles.

• Physicians billing ACP on the same day as an AWV should attach modifier -33 to the ACP code. ACP may be
provided in conjunction with other evaluation and management services, or as a stand-alone service on a
different date of service, but it would be subject to coinsurance and deductibles.

4. Completion of an advance directive is not required to provide ACP.

• Discussion and explanation of an advance directive is required in ACP.

5. There are specific documentation guidelines to bill ACP.

• Documentation should include: counseling for and explanation of an advance directive; who was present during
the encounter; and the time spent in the face-to-face encounter. For additional information, physicians may
contact their Medicare administrative contractor (MAC).

6. Medicare considers ACP a 30-minute face-to-face encounter.

• According to CPT guidelines, the time requirement for a service is met when the midway point is passed. For
ACP, this would indicate that a physician should spend at least 16 minutes providing ACP. It is important to check
with all payers regarding their policies on time thresholds.

7. There are no diagnosis restrictions for providing ACP.

• When providing ACP in conjunction with an AWV, the well-exam diagnosis would be appropriate to use with ACP.
If ACP is provided independent of an AWV, it would be appropriate to report a condition for which you are
providing counseling to the patient. ACP is subject to coinsurance and deductibles when it is provided
independent of an AWV.

8. There are no limits on the number of times or how often ACP is provided to a beneficiary.

• If billed multiple times, CMS would expect to see documented
changes in the beneficiary’s health status and/or
wishes regarding end-of-life care.

9. ACP is considered a face-to-face service.

• ACP cannot be provided via telephone or telemedicine.

10. Providing ACP can satisfy a quality measure in the
Merit-based Incentive Payment System (MIPS),
one of the two payment tracks in MACRA.

• ACP is considered a high-priority
quality measure, called “Care Plan”
(quality ID: 047).

Making Sense of MACRA: Advance Care Planning

140



Advance Care Planning: 
What Patients Need to Know

What is advance care planning?

Advance care planning (ACP) enables you, your family, and/or caregiver to discuss end-of-life decisions with your 
physician. This Medicare service involves face-to-face time a physician or other qualified health care professional 
(such as a nurse practitioner or physician assistant) spends with you, family members, or a caregiver to explain 
and discuss advanced directives and document end of life wishes.

What are advance directives? 

Advance directives are standard forms, such as a living will and a medical power of attorney.

What is a living will?

A living will is a legal document which states your health care decisions at the end of life if you are unable 
to speak for yourself. For example, you may indicate whether or not you want feeding tubes or mechanical 
respiration, such as a ventilator. 

What is a medical power of  attorney?  

A medical power of attorney is a legal document that appoints someone to act on your behalf, and make health 
care decisions in the event that you are unable to speak for yourself. 

Who needs to know this information? 

Inform your family and/or caregiver about your end-of-life decisions and your advance directive documents. 

Why is this important?

If you have not stated your wishes in advance directive documents, your family or caregiver may be burdened by 
having to make tough decisions regarding your care. 

What is my cost for this service?

Medicare will pay for both the coinsurance and deductible if this service is provided during the same day as the 
Annual Wellness Visit. 

Is there anything else I should know?

Even the healthiest person may experience a crisis, such as a sudden accident and not being able to speak for 
themselves. If you are faced with a life-threatening illness, it is particularly important to clearly state your wishes 
in writing. As your health status changes, advance directive documents may need to be reviewed and updated. 
After the initial documents are complete, a review and/or update of your wishes can occur during your Annual 
Wellness Visit. 

Are there other resources that can help me and my family prepare for advance care planning?

The American Academy of Family Physicians’ consumer website, , features physician-reviewed 
information for a patient audience. Visit familydoctor.org/plan to learn more about how to help your family plan 
and questions to ask about end-of-life care.

DPA17122138
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