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� Web In-Service Upgrade - New Web 
Address   

 
There is a new web address for accessing online learning 
courses for Vanderbilt’s Web In-Service online learning tool.  
The updated site address is:   
http://webinservice.com/vanderbilt/login50/                               
For the time being you can still access your web in-service on line assignments at 
the old site.  However, we are encouraging all faculty and staff to bookmark and 
access the new site because in the “not too distant” future the old site will be 
archived and not accessible.   
 
Not only has the Web In-Service address changed, the home page appearance has 
also changed.  The system offers more functionality and is more end-user friendly.  
You can navigate to your assigned lessons from your personal page with just one 
click.  Administrators will also benefit with easier navigation throughout the 
system.  There are new and improved reports to enhance tracking of individual and 
departmental learner progress. 
 
If you are having questions or would like more information about the upgrades to 
the system contact Aaron Finley at 343-7266.   
 
With the evaluation season upon us, we wanted to remind you of the lessons that 
are required of all Staff that can be found on the Web In-Service site: 
 

·  Standards of Conduct 2007-08 
·  Privacy and Information Security Training 2007-08 (HIPPA) 
 

If you re-take a lesson that you previously completed, the system does not update.  
Do not retake lessons already completed.  Look for lessons with the 2007-08 
notation. 
 
What about conflict of interest requirements?  Conflict of Interest training 
requirements are not on the Web In-Service site.  This information can be found at 
the following web address: https://webapp-a.mis.vanderbilt.edu/coi/ 
 
Questions related to conflict of interest should be directed to Karen Anne Rye at 
936-6667. 
 
What about Vandy Safe?  Information related to Vandy Safe is not  on the Web In-
Service site and can be found at the following address: 
http://www.safety.vanderbilt.edu/training/vandysafe.htm.  Questions related to 
Vandy Safe should be directed to Melanie Byers at 322-6163. 
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“Incident To” Services –  
Ordering Physician  

Versus Supervising 
Physician  

 
 
When a patient is seen in an 
off-site doctor’s office where 

Dr. A evaluates the patient and 
orders an injection for next week.  

The patient returns to the office the 
following week when Dr. A is out of the 
office and Dr. B is in the suite supervising 
the staff.  The nurse provides the injection 
per Dr A’s order but under the supervision 
of Dr B.  The common question asked is 
“Do I bill in the ordering physician’s name 
(Dr. A)  or the supervising (Dr. B)?”  This 
question has been answered by Cigna 
Medicare.  You should bill in the 
supervising physician’s name.  In the 
case described above the claim would be 
submitted in Dr. B’s name, even though 
Dr. B did not order the injection.   This 
information is documented in the 2008 
Medicare Conference Materials and the 
April 2005 Cigna Medicare frequently 
asked questions, both links are listed 
below.   
 
www.cignagovernmentservices.com/partb/hel
p/faqs/mr/04_05.html  
 
http://www.cignagovernmentservices.com/20
08Intermediateworshop/102_Mod7_IncidentT
o.pdf  
 

 

 
 
 
 
 

CMS Policy Clarification-  
Discharge Day Summary  

 
In a recently published CMS Transmittal 
#1460 dated February 22, 2008 
http://www.cms.hhs.gov/transmittals/dow
nloads/R1460CP.pdf  Medicare issued 
“clarification” for billing of Discharge Day 
Management Services (Codes 99238-
99239). When billing Medicare for 
discharge day management services, 
only face-to-face evaluation and 
management services between the 
patient and attending physician are 
billable.  In the transmittal you will find the 
following language “Medicare pays for the 
paperwork of patient discharge day 
management through the pre- and post- 
service work of an E/M service.”    
 
Instructions in the CPT code book 
indicate “the discharge day management  
codes include, as appropriate, final 
examination of the patient, discussion of 
the hospital stay, even if the time spent 
by the physician on that date is not 
continuous, instruction for continuing care 
to all relevant caregivers, and preparation 
of discharge records, prescriptions and 
referral forms.   
 
Code 99238 requires 30 minutes or less 
face-to-face time while code 99239 
requires more than 30 minutes face-to-
face time when billing Medicare.  In order 
for the coders to properly code for this 
service we recommend that you 
document using one of the 3 options: 
 
 
1. Document both the face to face time 
and the total time spent, and bill Medicare 
and the non-Medicare payers based on 
the differing requirements, or; 
  
2. Document the total time spent and 
always bill Medicare for the 30 minute 
code 99238, bill other payers based on 
the total time, or; 
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3. If you know that you have spent more 
than 30 minutes face to face with a 
Medicare patient you must document the 
face to face time. 
  
We encourage you to review the above 
transmittal for additional information.  If 
you have any questions contact the 
compliance office at 343-7266.  
 

 

CMS Issues New Advance 
Beneficiary Notice of 
Noncoverage (ABN)  

 
 
On March 3, 2008, CMS issued a revised 
Advance Beneficiary Notice aka ABN.  
The title of the form was changed to add 
the word Noncoverage.  Whenever you 
provide services to a Medicare 
beneficiary that are expected to be 
denied, the patient must sign an ABN.   
 
Examples of reasons services are 
expected to be denied, may include the 
following: 

1. the guidelines do not allow 
coverage for the patient’s 
condition;  

2. the patient has exceeded the 
frequency for which Medicare 
allows payment; 

3. you have knowledge based on 
previous denials; 

4. there is a Local or National 
Coverage Decision (LCD/NCD) 
that disallows coverage for the 
patient’s condition.  

 
Failure to obtain an ABN will result in 

a write off of the charges if Medicare 
denies coverage.  In addition to obtaining 
the ABN, you must add the GA modifier 
to the CPT code that is expected to be 
denied.  The GA modifier tells Medicare 
that the patient received the ABN and 
elected to receive the services.  A copy of 

the ABN must be scanned into StarPanel.  
If the patient disputes the charge we will 
have the documentation to support the 
patient’s decision to receive the service. 

 
A copy of the revised ABN is located on 
the last page of our Newsletter.   We are 
required to begin using the new form no 
later than September 1, 2008.  The forms 
will be available from our printing services 
office.  

For questions about the form or 
the process speak with your billing 
manager or contact the compliance office.   
 

 
Outpatient Order 

Requirements  
 

There must be a valid order for diagnostic 
tests.  A valid order includes the patient’s 
name, medical record number, 
test/service requested, the reason for the 
test, treating provider’s written or 
electronic signature, and date of the 
order.  These requirements may be met 
by the treating physician signing the 
completed requisition and having the 
document scanned into StarPanel.  It is 
also acceptable for the treating physician 
to document the order requirements in 
their clinic note.   

 
The requisition is not a 
valid order unless it is 
signed by the treating 
provider; MD, 
resident, or NP.  If 
signed by anyone 
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other than the treating provider it is a 
verbal order.  Verbal orders should be 
limited and only communicated to 
authorized recipients.  The recipient must 
document the order verbatim and read 
the order back to the provider.  The 
recipient must sign the order as the 
transcriber, document the name of the 
ordering provider, then date and time the 
order.  The provider must sign each 
verbal order at the time of the service or 
the end of the business day.  The 
provider has no more than 48 hours to 
sign the verbal order when a delay is 
necessary. 
 
Protocols must be patient specific.  The 
treating provider must place the patient 
on the protocol based on specific 
individual needs.  The patient’s medical 
record documentation must support the 
patient was placed on the protocol.   
 
The reason for the diagnostic test may 
not be a “rule out”, “probable” or 
“possible” diagnosis.  The reason must be 
an indication which may be signs and/or 
symptoms.  The exception to this 
diagnosis rule is when ordering screening 
test, such as routine mammography. 
 
VUMC policy OP 10-10.14 
 

 

NEW PHYSICIAN / NURSE 
PRACTITIONER EDUCATION 

SESSION 
 

All new physicians and nurse practitioners 
are required to participate in a compliance 
in-service session.  The focus of the 
session is on the Teaching Physician and 
VMG documentation and coding 
guidelines.  We have three sessions 
scheduled that will focus on information 
related to coding, documentation and 
billing.  The dates and times for the 
upcoming education sessions are listed 
below. 

Friday, April 4       12p – 1p    LH 437 
Monday, April 7     5p – 6p     LH 439 
 

New Modifers for Patient 
Care in Clinical Research 
Study - Q1 Replaces QV  

 
 
When billing Medicare for routine care 
related to a patients participation in a 
clinical research study, we are required to 
submit a special modifier and ICD-9 code 
V70.7.  The QV modifier which had been 
used to convey an item or service 
provided as routine care in a Medicare 
Qualifying Clinical Trial has been 
DELETED.  The NEW modifier replacing 
the QV modifier is Q1.  When the Q1 
modifier is on the claim form we are 
communicating to Medicare a routine 
clinical service provided in a clinical 
research study that is in an approved 
clinical research study. 
 
If approval is obtained for billing the 
investigational item, (i.e. device), you 
must append the Q0 modifier.  The Q0 
modifier communicates to Medicare that 
you are billing for an investigation clinical 
service provided in a clinical research 
study that is in an approved clinical 
research study.   
 
When billing for an approved trial that 
includes a device, in addition to the above 
modifiers, you must also submit the IDE# 
on the claim form.   
 
The rules related to clinical research study 
billing can be confusing, if you have any 
questions or need assistance contact the 
compliance office at 343-7266. 
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