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REVISION TO PODIATRY MANUAL - CHAPTER II 
REMOVAL OF PRIOR AUTHORIZATION 

It has been brought to our attention that some providers did not receive these revisions to 
the Podiatry Manual with our letter dated June 14, 1974. In the event you did receive the 
original mailing, please discard this package. 

We strongly urge you to read the attached material. There have been significant changes in 
Medicaid policy regarding podiatric services in that all requirements for prior authorization 
have been removed with the exception of molded shoes and arch supports (see Section 205.1 
and 205.2). 

Contact your Local Medical Assistance Unit or Central Office Podiatry Consultant if you 
have any questions. 
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July 26, 1971 

PODIATRY SERVICES 

Sections in your New Jersey Health Services Pro­
gram Podiatry rl":anual have been revised. 

These changes involve nearly all of Chapters II 
and III, so both sections were reprinted. Please 
remove and destroy pages 11 through 27 and replace 
with the attached pages. 
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i l R 
Governmental Health Programs Department, P.O. Box 1900, Millville, N. J. 08332 

February 1, 1971 

PODIATRY SERVICES 

Sections in your New tTersey Health Services Program 
Podiatrv Manual pertaining to routine foot care, nrescription 
policies, medications , prosthetic and orthotic services 
have been revised. 

These changes involve nearly all of Chauter II, so the 
entire section has been revised. Please remove and destroy 
pages 11 through lQ e..~d renlace with the attached Chapter II. 
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THE PRUDENTIAL INSURANCE COMPANY OF AMERICA 

NEW JERSEY HEALTH SERVICES PROGRAM 
Governmental Health Programs Department, P.O. Box 1900, Millville, N. J. 08332 

Volume P - 197 September 26, 1977 

TO: ALL PODIATRISTS 

SUBJECT: NEW JERSEY MEDICAID INJECTION POLICY - CHAPTER II 

Enclosed are Manual page revisions to your Podiatry Manual which affects Chapter II. 
Please remove and destroy page 14 REV 6/15/74 from your existing Podiatry Manual 
and insert the attached new pages 14 and 14.1. 

The changes bec~me effective October 1, 1977 and affect the reimbursement policy on 
injections in that the New Jersey Medicaid Program will now make payment for injections 
(Intradermal, Subcutaneous, Intramuscular, Intravenous) in an office or home setting. 

All changes are bracketed on the new manual pages. 



FOREWORD 

The New Jersey Medical Assistance and Health Service• Act 
(Chapter 413, Laws of 1968) established a program of aaaistaoce 
and services for defined groups of persons to enable thea to 
secure quality m•dical care. Thia is the New Jersey Yer•1on 
of a program commonly known as ''Medicaid" or "Title XIX". 
In identifying persona eligible for such assistance and aervicea 
this will be known as the New Jersey Health Services Progr•• 

This manual is designed fQr use by providers billing few senices 
furnished under the Program. It contains informational and 
procedural material needed to a~sist the provider in proapt 
and efficient payaent ~f claims and to answer questions which 
patients ll&Y ask abo~t th~ prQgram. ~e proceduies deacribed in 
tqis manual have been devised to achieve the goals of the Program 
with due consideration to the needs of the covered peraons and 
effectivJ relationships wi~h providers. 

A careful effort has been made to insure that the provisions of 
the law and the regulations are accurately reflected. Thia issuance 
should help to assure that the law is uniformly applied without 
regard to where covered services ~re furnished. 

The manual is designed to accommodate new pages as adllliniatrative 
changes i~ procedure are made. Accordingly, revised Mctiona, 
pages, or chapters will be issued as the need preaeota itNlf. 
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CHAPTER I 

GENERAL INFORMATION ABOUT THE PROGRAM 

100. WHO IS- ELIGIBLE 

In general, Medical Assistance will be available to the following 
individuals: 

All individuals receiving financial assistance under the 
State programs of Old Age Assistance, Assistance for 
Dependent Children, Aid to the Blind and Assistance to 
the Permanently and Totally Disabled. (These are referred 
to as "categorical assistance" programs.) 

Persons who would be eligible for financial assistance 
under one of the above programs except for a requirement 
that is specifically prohibited by Federal law or regu­
lations, such as execution of a reimbursement aareeaeut. 

Persons who meet the standard of need applicable to their 
circumstances under one of the cat egorical assistance 
programs, but who are not receiving and do not apply for 
such assistance. 

Ch~ldren between 18 and 21 who, except for school attendance 
requirements, would be eligible for the State program of 
Assistance for Dependent Children. 

Children under 21 years of age in foster placement under 
supervision of the Bureau of Children's Services for whom 
maintenance is being paid in whole or in part from public 
funds. 

The. spouse of a recipient of old age assistance, assistance 
for the permanently and totally disabled, or assistance for 
the blind who is living with such recipient and whose needs 
are taken into account in determining the amount of financial 
assistance for the recipient. 

2 



[ 

GENERAL INFORMATION 

101. HOW TO IDENTIFY A COVERED PERSON 

101.1 Plastic Identification Card (Exhibit I) 

This card identifies an individual or head of a family group found eligible 
for payment for authorized health services under the New Jersey Health 
Services Program administered by the Division of Medical Assistance and 
Health Services, Department of Institutions and Agencies. It will contain 
the name of the individual or head of the household and the Health Services 
Program Case Number. This card is issued by the Division of Medical 
Assistance and Health Services. It will serve as an identification card 
only. 

NOTE: THIS CARD IS NOT A GUARANTEE OF ELIGIBILITY, BUT MUST BE ACCOMPANIED 
BY A CURRENT MONTH VALIDATION FORM ISSUED BY A COUNTY WELFARE BOARD OF THE 
STATE OF NEW JERSEY (SEE SECTION 101.2). 

A plastic identification card must be retained by the person to whom it is 
issued, and~ provider shall retain an identification card for the purpose 
of rendering a service in the future. 

r 

Exhibit I 

101.2 Validation Form (Exhibit II) 

This validation for health services form is issued by the appropriate 
County or State Agency monthly and indicates the individual is currently 
eligible for coverage. 

NOTE: THIS FORM IS THE SOLE INDICATOR OF ELIGIBILITY. THE PLASTIC 
IDENTIFICATION CARD ALONE IS NOT SUFFICIENT. The validation form must 
be retained by the person to whom it is issued, and~ provider shall 
retain the form for the purpose of rendering a service in the future. 

The sample shown contains all of the required information. However , 
the form itself may vary from county to county. 

IMPORTANT: Be sure to enter name, H.S.P. Case Number, and Person Number, 
EXACTLY as it appears on the Validation form on all Requests for Authorization 
and claim forms. 

Rev. 12/01/70 3 



Exhibit 11 

GENERAL INFORMATION 

COUNTY WELFARE BOARD ---
VALmATION FOR. HEALTH SERVICES PR.OGRAM 

Valid Only for Month of Jan. 1970 

BUCKINGHAM 

01 John 
02 Mary 
20 Emma Jones 
21 Lila 
22 James 
23 Belinda Smith 

11 30 051234 

24 Olive 
25 Sarah 
26 Adolph 

101.3 Temporary Identification and Validation Form (Exhibit III) 

In certain circumstances, a temporary identification and validation 
form will be issued. This form will identify the case as eligible 
for health services for 30 days from the date of i ssue . 

LAST NAME 

fl'.AP-16(11/69) 'ID1P. FORM 

STATE OF NEW JERSEY 
llEPARTPENT OF INSTITUTICNS AND AGENCIES 

~IVISICW OF MEJICAL ASSIST~CE AND t-EALTH SERVICES 

TEMPORARY IDRNT!FICATION AND VALIDATION Of ELIGIBILITY 
CURRENT CASE NO. 

er, l'tlOG NUMlllt 

I I I I I I I 

JIRSTlllAME. .I. . BIRTH OAT& 
MO 04Y Ylt 

EXHIBIT ~II 

4 

t,ncrivt CATI 

MO 

I 

DAY YII 

I 

tm'ICE TO PR:JVIIER OF HEAL'lH SERY'ICES : 

'lbis term, when sipd by or al bet-.alt ot the perscn 
~ nmne is tirst listed, identities the person(s) 
listed as eligible tor pQfflfflt ror authorized health 
services \l'lder the New Jerwy Health Seriveea Prcsram-

'lhis ronn also servts u a teaporary val1dat1oo or 
el1g1.bll1ty tor a period not exceed.1r,g 30 ~ trail 
the errect1ve date entered above. 

'!be 1nronnat1cn appem1J'lg al th1s tom should be \Ded 
. 1n carr>letin,r the cla1m term to be ~tted to the 

appropriate cattractcr ror tile State or New Jersey. 

tm'ICE 'ro CLmll': 

'lb1s rorm r:ust be s1pd ai the line belCl!f fflll'ked 
"Sip:nature" by or en behalt' or the persa, whose nant 
1a .nrst listed. Th1s ttmn rrust be presented to the 
pl"C\1.~r ot t-.ealt."1 :ser-.1.~cs t.> pro-.-e ell~bil!ty tc.r 
pa.yrrm1t. IX> NOr t.E th1s rem atter rece1 v1ng yw:r 
plut1c idimI?rcitfai card Ind your l:IQ'lthl,y 
''Validatia, tor Health SerY1ce-1". 
Sipture _____________ _ 



GENERAL INFORMATION 

102. AUTHORIZED SERVICES FOR COVERED PERSONS 

The i tems and services provided to covered persons will not normally 
be limited in duration or amount. Any limitations imposed will be 
consistent wi~h the medical necessity of the patient's condition, 
as determined by the attending physician or other practitioner, in 
accordance with standards generally recognized by health professionals 
and promulgated through the Division of Medical Assistance and 
Health Services. The following items and services, more specifically 
defined in subsequent sections of the appropriate manual , are 
authorized under the Program: 

(a) Inpatient hospital services, other than services in an 
institution for tuberculosis or mental diseases; 

(b) Inpatient hospital services for persons 65 and older i n a 
public instit ution for tuberculosis or mental diseases; 

(c) Outpatient hospital services; 

(d) Clinic services, i.e., health services provided by an 
outpatient facility not administered or operated by a hospital; 

(e) Laboratory and x-ray services; 

(f) Skilled nursing home services; 

(g) Physicians' services, whether furnished in the office, patient's 
home, hospital, skilled nursing home or elsewhere; 

(h) Other practitioners' services, limited by State law to podiatrists 
and optometrists; 

(i) Dental services, including dentures; 

(j) Home health care services; 

(k) Pharmaceutical services - prescribed drugs (legend and non-legend) 

(1) Prosthetic devices and appliances, medical supplies and equipment; 
eyeglasses and hearing aids; 

(m) Rehabilitation services; 

(n) Transportation, i.e., ambulance service to and from a medi cal 
facility when the patient's condition precludes the use of 
other means of transportation. 

5 



GENERAL INFORMATION 

103. ELIGIBLE PROVIDERS 

Providers of services means any individual, partnership, association, 
corporation, institution, or public agency designated below, meeting 
applicable requirements and standards for participation in the Program: 

Medical and Surgical Supply Dealers; 

Certified Independent Clinical laboratories; 

Dentists; 

Hearing Aid De•lers; 

Home Health Agencies; 

Hospitals; 

Skilled Nursing Homes; 

Opticians; 

Optometrists; 

Approved Clinics (Independent Outpatient Health Facilities); 

Certified Orthotists; 

Pharmacies; 

Physicians; 

Podiatrists; 

Certified Prosthetists; (excluding dental) 

Providers of Medical Transportation. 

104. FREE CHOICE BY COVERED PERSONS 

A covered person is free to choose .qualified facilities, practitioners 
and providers of service which meet the Program standards. In the 
event that the patient has no personal practitioner, or none is 
available, the Local Medical Assistance Unit may assist in obtaining 
an appropriate practitioner or health resource. 

6 



GENERAL INFORMATION 

105. CONTRACTORS 

The Division of Medical Assistance and Health Services will process 
and make payment of claims for services by skilled nursing homes 
and eligible state and county mental and tuberculosis hospitals. 

Contracts have been negotiated on behalf of the State of New Jersey 
with the Hospital Service Plan of New Jersey and the Prudential 
Insurance Company of America to. function as its contractors. 

The Hospital Service Plan of New Jersey will be responsible for the 
processing and payment of hospital inpatient, hospital outpatient. 
and home health agency claims for those providers who have selected 
the Plan as their intermediary under Title XVIII (MEDICARE). 
In addition. the Hospital Service Plan of New Jersey will process 
and pay all pharmaceutical services claims (i.e., legend and non­
legend drugs), and claims for out of state hospitals and home health 
agencies. Hospitals who have not participated in Title XVIII are 
assigned to the Hospital Service Plan. 

The Prudential Insurance Company of America will handle the 
processing and payment of hospital inpatient 1 outpatient and home 
health agency claims for those providers who have selected Prudential 
as their intermediary under Title XVIII (MEDICARE). In addition, the 
Prudential Insurance Company will process and make payment for all 
other health services covered by the program. 

106. PRIOR AUTHORIZATION 

Under the Program. payment_ for certain services will require prior 
authorization from the Local Medical Assistance Unit 1 except in an 
emergency. It is the responsibility of the specified person or 
institution providing such service to obtain prior authorization 
before furnishing or rendering service. Specific instructions are 
detailed in the appropriate manual sections. 

107. POLICY ON OUT OF STATE MEDICAL CARE AND SERVICES 

Prior approval of the Local Medical Assistance Unit shall be required 
for medical care and services which are to be provided outside 
New Jersey. except in the following situations: 

1. Where necessary medical care is provided to a patient who is 
temporarily absent from the state. 

7 



GENERAL INFORMATION 

2. When it is customary for persons in the area generally to 
use medical care resources and facilities outside the 
State of New Jersey. 

3. When out of state care was provided in an emergency. 

108. GENERAL EXCLUSIONS 

The items listed here are general exclusions. There are certain 
additional specific exclusions and limitations which are detailed 
in the appropriate manual sections. · 

Payment is ~ made for: 

1. Any service, admission or item which is not medically required 
for diagnosis or treatment of a disease, injury or condition; 

2. Any services or items furnished in connection with elective 
cosmetic procedures; 

Note: There are certain exceptions to this rule. 
A written certification of medical necessity and a treatment 
plan must be submitted by the practitioner to the Local Medical 
Assistance Unit for consideration, and Prior Authorization 
is required. 

3. Private duty nursing service; 

4. Services or items furnished for any sickness or injury occurring 
while the Covered Person is on active duty in the military; 

5. Services or items furnished for any condition or accidental 
injury arising out of and in the course of employment, for 
which any benefits are available under the provisions of any 
Workmen's Compensation Law, Temporary Disability Benefits Law, 
Occupational Disease Law or similar legislation, whether or not 
the Covered Person claims or receives benefits thereunder, and 
whether or not any recovery is had against a third party for 
resulting damages; 

6. That part of any benefits which are covered or payable under any 
health, accident, or other insurance policy, any other private 
or governmental health benefit system, or through any similar 
third party liability; 

7. Services or items furnished prior to January 1, 1970, or prior 
to the period for which the patient presents evidence of 
eligibility for coverage; 

8 



GENERAL INFORMATION 

8. Services or items furnished after the last day of the month in 
which the patient ceases to be eligible for cover age; 

9. Any services or items furnished for which the Provider does not 
normally charge; 

10. Any admission, service or item requiring Prior Authorization, 
where authorization has not been obtained or has been denied; 

11. Services furnished by an immediate relative or member of the 
covered person's household. 

109. CONFIDENTIALITY OF RECORDS 

All individual medical records of covered persons acquired under this 
Program shall be confidential and shall not be released without the 
written consent of the covered person or his personal representative. 
This shall not preclude the release of statistical or summary data 
or i nformation in which covered persons are not, and cannot be, 
identified, nor shall it preclude exchange of information between 
individuals or institutions providing care, Contractors and State 
or local official agencies. 

110. UTILIZATION OF INSURANCE BENEFITS 

Health, . hospital, workmen's compensation, or accident insurance 
benefits shall be used to the fullest in meeting the medical needs 
of t he covered person. Supplementation of available ·benefits shall 
be as follows: 

1. Title XVIII 

The Program, in most instances, shall cover the amount of any 
deductible or co-insurance liability under Title XVI I I of the 
Social Security Act for all covered persons 65 years of age 
or older. 

2. Workmen's Compensation 

No Program payments shall be made for a patient covered by 
workmen's compensation. 

3. 0.ther Health Insurance 

When a covered person has other health insurance, the Program 
requires that such benefits be used. Supplementation shall be 
made by the Program when necessary, but the combined total shall 
not exceed the amount payable under the Program in the absence 
of other coverage. 

9 
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GENERAL INFORMATION 

111. MEDICAL REVIEW AND EVALUATION (by Local Medical Assistance Units) 

Under the provisions of Federal and State Law, the Division of Medical 
Assistance and Health Services must provide for continuing review and 
evaluation of the care and services provided in the Program. This will 
include review of utilization of services of practitioners and other 
providers. 

112. PROVISION FOR APPEALS - FAIR HEARING 

All providers of service or covered persons will be given the opportunity 
for a fair hearing concerning grievances arising from the claims payment 
process. 

113. FRAUD 

The State Agency will establish and maintain methods for identifying 
situations in which a question of fraud in the program may exist, and 
referring to law enforcement officials situations in which there is 
valid reason to suspect that fraud has been practiced. 

114. CIVIL RIGHTS 

Federal regulations require that services provided to .covered persons 
are given without discrimination on the basis of race, color, religious 
belief, or national origin. Therefore, payments are limited to providers 
of service who are in compliance with the non-discrimination requirements 
of Title VI of the Civil Rights Act. 

115. OBSERVANCE OF RELIGIOUS BELIEF 

Nothing in the Program shall be construed to require any person to 
undergo any medical screening, examination, diagnosis, or treatment 
or to accept any other health care or services provided under the Program 
for any purpose (other than for the purpose of discovering and preventing 
the spread of infection or conta~ious disease or for the purpose of 
protecting environmental health) if such person or his parent or guardian 
objects thereto on religious grounds. 

116. NEW JERSEY SALES TAX EXEMPTION 

All items and services provided to covered persons under this program 
are exempt from the New Jersey Sales Tax, by virtue of N.J.S.A. 54:32B-9. 

10 
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CHAPTER II 

PODIATRY SERVICES 

200. PODIATRY SERVICES 

201. DEFINITIONS 

201.1 Podiatrist 

Any person licensed as a podiatrist by the New Jersey State Board 
of Medical Examiners, or similarly by a comparable agency of the 
State in which he practices. 

201.2 Podiatry Services 

·"Podiatry services" means those services rfonned by a licensed 
podiatrist within the scope of his practic as defined by the 
laws of New Jersey (NJSA 45:5 ) and which are within the scope of 
services covered by the New Jersey Health Ser vices Program. 

202~ STANDARDS 

Podiatry care furnished covered persons shall be in conformity 
with the Professional and Ethical Standards of the American 
Podiatry Association as defined by the Laws of New Jersey 
45:5 et al. 

203. SCOPE OF SERVICES 

Podiatry care under the Health Services Program is allowable 
to covered persons if such services are essential. Essential 
podiatry care includes those services which require the 
prof'essional knowledge and skill of a licensed podiatrist .• 

204. NON-COVERED SERVICES 

The following foot care services are not covered: 

204 .• 1 Treatment of Flat Foot Conditions 

As herein defined, treatment of "flat foot conditi ons" means treat­
ment of the local condition of flattened arches regardless of the 
underlying etiology and encompasses all phases of services in 
connection with flat feet. 

12 



Rev. 6/15/74 

PODIATRY SERVICES 

Exceptions: (covered services) 

A. Where treatment is an integral part of post fracture or 
post-operative treatment plan . 

B. Where supportive devices (i.e., arch supports, specific 
additions to shoes, etc.) are prescribed to palliate 
pain and other symptoms associated with the condition. 

C. Where the talo-crural joint i s involved. 

D. Where there may be attachment of a s upportive device to 
a brace or bar. 

204.2 TrPatmen t of Sub luxations of the Foot 

Definition: As herein defined , "subluxation" is the structural 
misa.~ig~ent of the joints of the feet which do not require surgiCial 
me~hods of t~eatment and/or correction, with the exceptions of 
frc!_Ctures , an~ complete dislocations 0 

inclu$iO~S (not a c~vered service) - Structural misalignments of 
the feet in which the normal relationsh "p of the bones, tendons, 
ligaments, and supporti ng muscles is disturbed and which, regard­
l ess of underlying etiology, requires treatment by mechanical 
methods (i.e., whirlpool , paraffin baths, casting, strapping, 
spliµting, padding, shortwave or low voltage currents, physical 
therapy, e~ercise manipulation, massage , etco) . 

Exceptions: (covered services) 

A. Where treatment is an integral part of post fracture 
or post-operative trea tment plan • 

. -~· Where the talo-crural j oint is involved . 

C. Where there may be a ttachment of a suppor t ive device 
·to a brace or bar. 

204.3 Routine Foot Care 

Routine foot care includes the cutting or removal of corns, warts 
or calluses, the trimming of nails, routine hygienic care , and 
any other routine-type care of the feeto "Routine hygienic care" 
includes hygienic and preventive maintenance care of the feet, of 
th~ ._type, which is ordinarily within t he realm of self-care, such 
as obs_erv~tiori and cleansing of the feet, use . of s~in creams .. to 
maintain skin tone of both ambulatory and bedfast patients, 

13 



I 204.4 

PODIATRY SERVICES 

prevention and reduction of corns, calluses and warts, and any services performed in the absence of 
localized illness, injury or symptoms involving the foot. "Other routine-type care" includes any other 
part of foot care, in addition to those examples of non-covered routine hygienic care specified above, 
which are ordinarily expected to be within the realm of self-care. 

The importance of preventive or hygienic care for patients with a systemic illness such as peripheral 
vascular disease, diabetes, or with severe physical disability is recognized. These will be considered, on 
an individual basis by the Podiatry Consultant. 

If services ordinarily considered routine are performed at the same time as and as a necessary integral 
part of otherwise covered services, such as diagnosis and treatment of diabetic ulcers, wounds, and 
infections, they are covered. 

Note: Fungal (mycotic) and other infections of the feet and toenails require 
professional services which are outside the scope of "routine foot care" 
as defined above. Diagnostic and treatment services for foot infections 
are covered in the same manner as services performed for infections 
occurring elsewhere on the body, and the same types of coverage rules 
apply. 

Treatment of plantar warts that are symptomatic and/or cause disability 
will be considered a covered service. 

Injection Policy and Drugs Dispensed by a Podiatrist. 

No additional payment will be made for drugs dispensed by a podiatrist. The following is the New Jersey 
Medicaid Program Injection Policy: The New Jersey Medicaid Program will make payment for 
injections (Intradermal, Subcutaneous, Intramuscular, Intravenous) - Office or Home Setting. 

INJECTION: (Intradermal, Subcutaneous, Intramuscular, Intravenous) - Office or Home 
Setting. 

Reimbursement for the above injections are on a flat fee basis and are all inclusive for the cost of 
the service and the drug or vaccine. 

Note 1: 

Note 2: 

Rev. 10/1/77 

A visit for the sole purpose of an injection is reimbursable as an injection and 
not as an office visit plus an injection. On the other hand, if the criteria of 
an office or home visit are met, an injection may, if medically indicated, be 
considered as an add-on to the visit. The drug administered must be consistent 
with the diagnosis and conform to accepted medical and pharmacological 
principles in respect to dosage frequency and route of administration. 

Intravenous injections are reimbursable only when performed by the podiatrist. 

14 



Note 3: 

Note 4: 

Note 5: 

Note 6: 

Note 7: 

PODIATRY SERVICES 

No reimbursement will be made for vitamins, liver or iron injections or 
combinations thereof except in laboratory proven deficien~y states requiring 
parenteral therapy. 

No reimb_ursement will be made for placebos or any injections containing 
amphetamines or derivatives thereof. 

No reimbursement will be made for injection given as a pre-operative medicatio·n 
or as a local anesthetic which is part of an operative or surgical procedure since 
this injection would normally be included in the prescribed fee for such a pro­
cedure. 

Insert procedure code number 9072 as a separate item on physician and 
practitioner claim form MC-8 under Section 12D. This is to be followed by 
the name, dose of drug and route of administration. The complete diagnosis 
for which the injection was given must be inserted on the same line in 
Section 12C. 

Injectable prescliption drugs are no longer a reimbursable item to the provider. 

Exception: 1. 
2. 

In Long Term Care Facilities 
Drugs to be administered to a patient by other than the 
podiatrist or his employee. Podiatrist's prescription must 
carry the legend "Medicaid authorized". Prior authorization 
is required. 

205. PODIATRIC LABORATORY SERVICES- NOT CLINICAL 

Payment will be allowed for laboratory services rendered by a podiatrist for his own patients with prior 
authorization. 

Note: 

Rev. 10/1/77 

Services provided by an independent laboratory must be billed directly to the 
Program by the laboratory, and not by the referring practitioner. 
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PODIATRY SERVICES 

revention and reduction of corns, calluses and warts, an i 
s rvices performed in the absence of localized illness, njury or 
s ptoms involving the foot. "Other routine-type care" includes 
any other part of foot care, in addition to those ex ples of 
non- overed routine hygienic care specified ·above, w ich are 
ordin rily expected to be within the realm of sel , care. 

The imp rtance of preventive or hygienic care r patients with 
a system c illness such as peripheral vascul disease, diabetes, 
or withs vere physical disability is recog zed. These will be 
considered on an individual basis by the P diatry Consultant. 

If services rdinarily considered rout e are performed at the 
same time as d as a necessary integ al part of otherwise covered 
services, such s diagnosis and treafment of · diabetic ulcers, 
wounds, and inf tions, they are co ered. 

204.4 

No 
by 

205. 

Note: Fu 
an 
are 
defin 

d other infections of the f~et 
ire professional services which 

scope of "routine foot care" as 
Diagnostic and treatment services 

nf ctions are covered in the same manner 
performed for 'infections occurring 

o~ the body, and the same types of 
coverage ruI s apply. 

p antar warts that are symptomatic 
and/ ·r cause di ability will b·e considered a 

service. 

the Podiatrist Not Reimbursable 

payment will be made 
rist. 

injections or drugs .dispensed 

ODIATRIC LABORATORY 

Paym nt will be allowed for laboratory servi es rendered by a 
pod"atrist for his own patients orization. 

Note: Services provided by an independen laboratory must 
be billed directly to the Program b the laboratory, 
and not by the referring practitioner 

Rev. 6/15/74 14 
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PODIATRY SERVICES 

205.1 Molded Shoes 

. A. ·• Prior authorization , is r ·equired''. for molded shoes. 

'B. The podiatrist shall 
0

be allowed ·· a service fee including 
casting,' not to exceed P_rogram'., limitations. This is to 
be bi~led on a Physicians a~d . Pra,ctitioner Claim Form 
(MC-8) • 

.c;. The maximum ·allowable · ch~--rges to the Program for the 
shoes ·will be a vendor's charge not to exceed Program 
limi ta dons, and shall be bill:ed on a, Medical Suppl;l.ers 
·Clairn Form (MC-11). 

D. Exceptional case.s will be given individual consideration 
by the cons ultant as t o .fee r equested . 

205.2' Arch Supports 

Prior authorization is required fo r arch . ~upports. Casting fpr 
arch supports shall be reimbursed by a 'fee not to exceed Program 
limi t ations. This shai1 be billed on a Phy~ici ans and Practitioners 

· Claim Form ·(MC-8). The actual cost of the ·supports shall be within 
the limits of the Pr ogram and must be billed by the vendor on an 
MC-11 Medical Suppliers Claim Form. .. 

206. CLINICAL LABORATORY SERVICES 

"Clinical laboratory servicesm means professional and technical 
laboratory services provided to a patient by a laboratory that is 
qualified to p~tticipate under Title XVIII. of the Social Security 
Act, ·or is deteI1Dined currently to .meet the requirements of such 

· participation. Such laboratories· include: 

·A. · Independent clinical labo'ratqr.ies, including physician 
operated out-of-hospital laboratories which perform 
primarily diagnostic wotk r eferred by other physicians 
or pra,ctitioners, and which meet the above qualifica­
tions. · 

B. Hospi tal laboratories holdi.ng va.lid certification 
· from t he N:ew Jersey Department of Heal th, and which 

provide laboratory services to ambul a tory patients as 
requested by a practitioner •. 

'J 

207. HOSPITAL' CLINIC SERVICES 

All services rendered in the hospital clinic setti ng are considered 
hospital costs, including practitioners' services. 

15 



PODIATRY SERVICES 

208 . DIAGNOSTIC RADIOLOGY SERVICES 

imbursement will be allowed for necessary radiologica.l services 
a podiatrist, subj ect to the limitation of his licensure. 

utine x-rays for screening purposes are no t reimbursable. 

209. PRIOR AUTHORI ZATION 

The following services need prior approval by the Podiatry Services 
Unit, Division of Medical Assistance and Health Services, P.O. 
Box 2485, Trenton, New Jersey 086 25: 

1. Molded Shoes - 205.1 

2. Arch Supports - 205.2 

A written request for authorization (Form 33030) must be submitted, 
identifying the case and containing sufficient information about 
the prob lem and plan of treatment to enable the unit to make a 
proper evaluation. 

210. BASIS OF PAYMENT 

. Reimbursement for covered services f urnished under the Health 
· Services Program shall be on the basis of the customary charge, 
no~ .to exceed an allowance determined reasonable by the Commissioner 
(Institutions and Agencies), and further limited by Federal policy 

· >\·relative .to payment of practitioners and other individual providers . 
rn · no event shall the payment exceed the charge by the provider for 

_. identical services to other governmental agencies, or other groups 
or individuats in the community. 

211, MULTIPLE .VISITS OUT-OF-OFFICE . 

Podiatry services rendered in a residential or medical facility 
(i.·e., Hospital ·, Nursing Home, ·Extended Care Facility, etc.) must 
be based o~ referral by the .attending physician. 

Multiple visits to patients in the same health facility or 
cong'regate living arrangement will be reimburs~d . on an out-of..-office 
vi-sit basis for the initial visit to each patient, and on an office 
visit basfs for each subsequent visit to each patient receiving 
services. 

16 
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PODIATRY SERVICES 

212. RECORD KEEPING 

Podiatrists are to keep individual records as are necessary to 
fully disclose the kind and extent of services provided and to 
make such infonnation availab l e as the Division or its agents 
may request. For the initial examination, the records shall 
show the fol lowing as a minimum: 

a. Date of service 
b. Chief complaint(s) 
c. Per tinent historical and physical data 
d. Reports of diagnostic procedures ordered or performed 
e. Diagnosis 
f. Prescription (including medi cation) and treatment 

Progress notes may be brief but shall include date(s) of service, 
change i n patient's condition, specific medica tions and/or other 
treatments. 

213. PHARMACEUTICAL SERVICES 

213.1 Prescription Policies 

A. This section is intended to describe t he Practitioner's 
responsibility i n the writing of prescriptions in order 
to maintain t he tradi tional patient-prescriber-provider 
relationship and to insure the recipient free choice of 
provider. Practitioners are urged to familiarize them­
selves wi th all aspects of this section in order to 
effect economics consistent with good medical practices 
and to facilitate prompt payment to the pharmacist. All 
podiatris ts licensed or authorized to prescribe by the 
State of New Jersey and falling as indicated within 
policies of New Jersey Health Services Program are 
eligible. Out-of-State practitioners may prescribe 
under this program, as herein outlined, if they meet 
the same requirements in their State. 

B. Dosage and Directions 

The practitioner must include specific directions on 
all drug prescriptions or the prescription will not be 
eligible for payment. Non-acceptable directions, e.g., 
"PRN", "as directed", "ad lib", etc., ar e not eligible 
for payment. This ruling does~ apply to prescriptions 
such as topical preparations since specific directions 
are seldom possible in these instances . The choice 
of prescription drugs remains at t he discretion .. of the 
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PODIATRY SERVICES 

prescribing practitioner. However, the practitioner 
should be aware that pharmacies will not receive payment 
fo r certain prescription drugs, under specific conditions, 
as listed under D and E of this section. The practitioner 
should give preference to: 

1. Drugs listed in the latest edition of the U.S. 
Pharmacopeia (U.S.P.), National Formulary (N. F.), 
New Drugs , and Accepted Dental Therapeutics. 

2. Oral medications when as effective as injectable 
preparations. 

3. Non-proprietary or generic named drugs of equal 
therapeutic effectiveness if available at a lower 
cost than proprietary or brand-named drugs. 

C. Quantity of Medication 

D. 

The quantity prescribed should provide a sufficient 
amount of medication necessary for the duration of the . 
ill ness or an amount sufficient to cover the interval 
between vis i ts, but may not exceed a 60-day supply . 

Any drug used continuously (that is, daily, three times 
daily, every other day, and so forth) for 14 days or 
more is considered to be a sustaining drug or maintenance 
medication and should be prescribed i n sufficient quantities 
to treat the patient for up to 60 days . 

In Long Term Medical Care Facilities (that is, Skilled 
Nursing Facility, Intermediate Care Facility, Infirmary 
Section of Home for the Aged, or Public Medical Institu­
tion), if the quantity of sustaining drug or maintenance 
medi~ation is not indicated in writing by the prescriber, 
the pharmacy provider must dispense a minimwn of 100 
tablets or capsules, a pint, or a 30-day supply, which­
ever is less . 

Services Requiring Prior Authorization 

Certain therapeutic classes and dosage fo rms require 
Prior Authorization obtained by the prescribing practitioner 
from the Local Medical Assistance Unit. If the request is 
approved, an authorization number will be provided and 
must appear on the prescriber's original prescription. 
The pharmacist must check the box in the space provided 
on the Prescription Claim Form (MC-6) identifying a 
prior-authorized item, and enter the authorization 
number in the proper spaces in this area. · 
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1. Antiobesics and Anorexics. 

2. Protein replacement products, such as (but ~ot 
limited to) Probana, Portagen, Nutramigen, Neo-Mullsoy. 

3. Preventive drugs and biologicals when not available 
through listed Distributing Stations. 

E. Pharmaceutical Services Not Eligible for Payment 

1. Drugs for which adequate literature, i.e., package 
inserts, etc., and price catalogues are not readily 
available. 

2. Experimental drugs. 

3. Drugs admin" stered or directly furnished by the 
practi t ioner. (PayMent for drugs will be made only 
when dispensed by a registered pharmacist in a 
licensed phannacy . ) 

4. Drugs and biologicals provided without charge through 
programs of other public or voluntary agencies, (for 
example, New Jersey State Department of Health, New 
Jersey Heart Association). 

5 . Medications prescribed for use by hospital inpatients. 

6. Prescribed non-legend (OTC) drugs for patients in 
long term Medical Care facilities (i.e., Skilled 
Nursing Homes, infinnary sections of a Home for the 
Aged or Public Medical Institutions). 

Exception: a. Insulin 
b. All vitamins, minerals , vitamin 

mineral combinations. 

7. Prescriptions written and dispensed with non-specific 
directions. 

8. Telephoned "refill" prescriptions. 

9. Methadone. 

Policy 

The New Jersey Health Services Program will not reim­
burse pharmacies for prescriptions for Methadone. This 
policy applies to all uses of the drug and is not limited 
to its uses in persons who are adaicts. 
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10. Medication prescribed for a Tit l e XIX (Medicaid) 
covered person who is receivi ng benefits under 
Part A of Title XVIII (Medicare) as a patient in 
an extended care facility (ECF). 

11. Prescribed non-legend drugs unless specifically 
listed in Appendix B (allowable non-legend drugs) 
of the New Jersey Blue Cross Code Register. 

12. Food supplements, milk modifers, infant formula 
and therapeutic diets. EXCEPTION: Protein 
replacements. 

13. Drugs for which final orders have been published 
by t he Food and Dr1g Adminis t ration , wi t hdrawing 
t he approval of their New Drug Appli cation (NDA). 

F. Telephone Ordered Original Pres criptions 

Telephone orders from the pr escriber for original prescrip­
tions, in accordance with all applicable Federal and State 
1!,aws and regul ations, will be pe . i . t ted . 

NOTE: Telephone orders f or refil ls are not permitted. 

G. Prescription Refill 

1. Refill instructions must be indicated by the 
practitioner. 

2. Prescription refills will be limited to two (2) times 
within a six-month period if so indicated by the 
prescriber on the original prescription. 

Exception: Vitamins and vitamin-mineral 
combinations originally prescribed 
for a 100-day supply may be refilled 
two (2) times within one year. 

3. Medical-surgical supplies and equipment, prosthetics, 
orthotics, and other ass i stive devices are renewable 
only on prior authorization. 
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CHAPTER III 

PODIATRY BILLING PROCEDURES 

300. BILLING PROCEDURES 

This chapter contains basic information necessary for the submission of 
a claim. Included is a sample claim form approved for use in submitting 
bills for covered items or services; and appropriate instructions for 
the proper completion of the form. 

301. GENERAL POLICY 

Billing should be done on a monthly basis. In all cases, claims should 
be submitted no later than ninety (90) days after the last date items are 
furnished. 

302. PATIENT IDENTIFICATION 

Verify that the patient is a covered person on the first visit and each 
visit thereafter. This is done by viewing the patient's Validation Form 
(See Section 101) which is issued on the first day of each month. It is 
especially important to review a patient's Validation Form on each visit 
when extended plans of . treatment have been authorized. Prior authorization 
is no ·guarantee that an individual is covered. 

303. PRIOR AUTHORIZATION 

When submitting claims for payment, make certain all authorizations have 
been properly signed by the Podiatry Services Unit and are attached. 

304. COMBINATION MEDICARE/MEDICAID CLAIMS 

Services covered under Medicare rendered by non-institutional providers 
to a Medicare/Medicaid eligible person shall be billed on Form SSA-1490, 
REQUEST FOR MEDICARE PAYMENT, and the claims sent directly to the Medicare 
Intermediary, Prudential, Medicare B Division, P.O. Box 6500, Millville, 
New Jersey 08332. The provider must record the Health Insurance Claim 
Number in Item 2 and the New Jersey Health Services Case and Person Number 
in Item 5 on SSA-1490. 

Note: In cases where prior authorization is required for the 
Health Services Program, it must be obtained and submitted 
with the Medicare Claim. Medicare Claim Form (SSA-1490) 
may be obtained from Prudential. 
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PODIATRY BILLING PROCEDURES 

305. DIRECTORY Of LOCAL MEDICAL ASSISTANCE UNITS 

Following is a list of Local Medical Assistance Units, their identification 
numbers and their addresses. It should be noted tha't the identification 
number comprises the first two positions of the Health Services Program 
Case Number and indicates which Local Medical Assistance Unit has juris­
diction in submission of requests for authorization and other reports. 

N.B. Inquiries concerning eligibility and application for eligibility 
are to be sent to the County Welfare Board of patient's residence. 

Street Zip P.O. 
County Address Municipality Code Box Telephone 

Atlantic 1601 Atlantic Ave. Atlantic City 08404 1970 609-344-2861 
Cape May " II II II " " II " " " 
Bergen 90 Main Street Hackensack 07601 201-488-5667 
Burlington Chesley & Alloway 

Bldg., Rt. 38 and 
Eayrestown Road Mt. Holly 08060 609-261-0448 

<;amden 709 Market Street Camden 08101 19 609-365-3926 
Cumberland 7 E. Broad Street Bridgeton 08302 440 609-451-6550 
Essex 505 S. 15th St. Newark 07103 1576 201-648-3700 
Gloucester 10 Harrison St. Woodbury 08096 1900 609-845-7185 
Salem " II " II II II " II " 
Hudson 100 Newkirk St. Jersey City 07306 201-792-6390 
Hunterdon 6 Court Street Flemington 08822 201-782-1130 
Somerset " II II II " " " 
Warren " " II " '! II " 
Mercer 205 E. State St. Trenton 08625 2465 609-292-7315 
Middlesex 75 Paterson St. Nev Brunswick 08903 1274 201-246-0653 
Monmouth 320 Broad Street Red Bank 07701 201-842-6440 
Morris 4 Court Street Morristown 07960 201-267-1700 
Sussex " " " " " II II 

Ocean 1851 Hooper Ave. Toms River 08753 201-255-6226 
Passaic 152 Market Street Paterson 07509 2863 201-523-2800 
Union 7 Bridge Street Elizabeth 07201 201-355-8860 
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306. PHYSICIANS AND PRACTITIONERS CLAIM (MC-8) 

This form is used for the purpose of billing for covered services of 
physicians, podiatrists and optometrists. Billing should be done on a 
monthly basis and submitted for payment as soon after the end of the 
month as is possible. 

Note: Any laboratory services rendered by the physician or 
practitioner to his own patients in his own office 
should be billed on this form. However, any laboratory 
services provided by an independent laboratory must be 
billed directly to the Program by the laboratory, and 
not by the physician or practitioner. 

306.1 Instructions for Completion of Form MC-8 (See Exhibit) 

1-4 NAME, ADDRESS, CASE NO. AND PERSON NO. - Copy Patient's Name, 
H.S.P. Case Number and Patient Person Number EXACTLY as it 
appears on the monthly Validation Form. (See ·section 101). 

5-6 

7. 

8. 

9. 

10. 

11. 

12. 

Self-explanatory. 

OTHER INSURANCE OR LIABILITY COVERAGE - If patient has other 
Health Insurance or Liability coverage, check appropriate block, 
and attach copy of explanation of payment from the carrier. 

EMPLOYMENT RELATED - If patient's illness or injury is work 
related enter name and address of employer. 

NAME AND ADDRESS OF PROVIDER - (This information may be 
preprinted.) 

Self-explanatory. 

Write in Name of institution, if place of service is other than 
doctor's office or patient's home. To be completed in addition 
to Questions 12B. 

REPORT OF SERVICES -

A. Enter date(s) of each visit or surgical procedure. 
B. Place of service (see codes at bottom of claim form). 
c. Enter diagnosis. 
D. Enter description of services rendered. 
E. Self-explanatory. 
F. Enter charge for each service or procedure. 
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13. CONSULTATION - Leave blank. 

14. PATIENT'S CERTIFICATION - Under ordinary circumstances, the 
patient must sign the claim form when services have been received. 
The claim form to be signed should indicate service rendered, and 
the patient must not sign a blank claim form prior to receiving 
services or as a condition for receiving services. 

15. 

306.2 

Rev. 6/1/71 

However, when the patient's signature is unobtainable, the 
following procedures may be used: · 

A. Illiterate Patient 

The patient may sign by mark (X), and the signature must be 
witnessed by another person including the provider of 
service who signs his name and address on the same line. 

B. Other 

If a patient is physically or mentally incapable of 
signing, a minor child, deceased, or for other reasons 
the pati~nt's signature is not obtainable, through 
reasonable effort, the form may be signed on his behalf 
by: 

1. A parent, or 
2. A legal guardian, or 
3. A relative, or 
4. A friend, or 
5. An individual provider, or 
6. A representative of an institution providing care 

or support, or 
7. A representative of a governmental agency providing 

assistance. 

Attached to the claim form should be a brief explanation 
of reason patient was not personally able to sign and 
relationship of signee to the patient-recipient. 

PROVIDER'S CERTIFICATION - The provider MUST sign and date the 
form before the claim may be considered. 

Medical Groups 

The instructions in Section 306.1 apply also to medical groups. 
The individual physician rendering service should sign the form, but 
in lieu of the attending physician's signature, his name may be 
listed on the claim and the form signed by another member of the group. 
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306.3 Mailing Instructions 

Mail the original copy (Contractor's Copy) together with any 
authorization forms (where appropriate) to: · 

Rev. 6/1/71 

The Prudential Insurance Company of America 
P. o. Box 1900 
Millville, New Jersey 08332 
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STATE OF NEW JERSEY 

Department of lnstituti_ons and Agencies 

Division of Medical Assistance and Health Services 
EXHIBIT 

~ .. 
~ 

PHYSICIANS AND PRACTITIONERS CLAIM 03 
1. Pat ient's Last Name First Name 

3. Health Services Prog ram Case No. 4. Patient 5. Age 6. Sex 
I I I I I I i I I Person # 
I I I I I I I I □ Male 
I I -1- I I I I I I I □ Female I I I I I I I ! ! 

7. Other Health Insurance or Liability Coverage? D Yes □ No 
If Yes, attach copy of Explanation of Payment from carrier. 

(If Mediure - See Section 304 of Manual) 

9. PROVIDER OF SERVICE INFORMATION 
Telephone Number 

Name and Address 

Social Security or Employer 1.0. Number 
(Enter only when not printed below) 

2. Patient's Street Address I T:l•phono Number 

City State ZIP Code 

Le. Was Patient's Illness or Injury connected with his employment? O Yes O No 
If Yes, give Name and Address of Employer here . 

10. Did injury result from automobile accident? O Yes O No 

11. Give Name of Institution if F'lace of Service is other than 
Doctors Office or Patients Home. 

TOTAL 
AMOUNT 

A 

FOR CONTRACTOR'S USE ONLY 

TOTAL c J 
AMOUNT ~ A 

8 E M 

HOSPITAL 
PROVIDER 
NUMBER 

0 

--1--.,-----,---,-----,---,--____ _____., y/" I" 15. 152 !3 I 541 .. 1~ .. 60 •• I lf'~~ 
REPORT OF SERVICES I I I I 

12. A. 
DATE OF 

EACH 
VISIT 

B. 
PLACE 

OF 
SERV. 

C. 

NATURE OF ILLNESS OR 
INJURY REQUIRING SERVICES 

o. 
FULLY DESCRIBE SURGICAL OR MEDICAL 
PROCEDURES AND OTHER SERVICES OR 

SUPPLIES FURNISHED FOR EACH DATE OF SERVICE 

E. F. 
CHECK(/>IF 

FAMILY 
PLANNING CHARGE 

$ 

; 

C) 

13. IF CONSULTATION - Give Name of Referring Physician. J TOTAL CHARGES $ 

14. PATIENT'S CERTIFICATION. Authorizat ion to Release Information, and Payment Request. I certify that the service(s) covered by this claim has been received, 

and I request that payment for these services be made on my behalf. I au thorize any holder of medical or other information abcut me to release to the 

Division of Medical Assistance and Health Services or ih authorized Agents any information needed for this or a related claim. 

Signature (Patient or authorized representative) Date 

15. PROVIDER CERTIFICATION. I certify that the foregoing information is true, accurate and complete; and I agree to keep such records as are necessary to disclose 
fully the extent of services provided, and to furnish information for such services as the State agency may request; and that the services covered by this claim 
and the amount charged therefore are in accordance with the regulations of the New Jersey Health Services Program; and that no part of the net amount 
payable under this claim has been paid; and that payment of such amount w ill be accepted as payments in fuli without additional charge to the patient or to 
others on his behalf: I also certify that the services have been furnished in full compliance with the non-discrimination requirements of Title VI of the Federal 
Civil Rights Act. I understand that fraud or concealment will be punishable under applicable Federal or State law, or both. 

Provider Signature 0 MD 0 DO Date Signed 
Other Degre..._ ______ _ 

1_:ooctor's Office 2-Patient's Ho,;,e 3-lnpatient Hospital 4- 5-Skilled Nursing Home 6-lndependent laboratory 

7-Outpatient Hospital . 8-Clinic (Other than Hospital bilSe,1) 9-Other locations (Specify in 12C) 0-Emergcncy Room 

, l.___-=.---F..,..,,O=R_PA_Y_M_E_NT MAIL TO: The Prudential Insurance Co. of America - P.O. Box 1900 - Millville, N.J. 08332 
FOR CONTRACTOR'S USE ONLY 

(N.J , 
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SUBCHAPTER 3. HCFA COMMON PROCEDURE CODING SYSTEM (HCPCS) 

10:57-3.1 INTRODUCTION 

(a) The New Jersey Medicaid Program utilizes the Health Care Financing 
Admini s tration 's (HCFA) ~ommon frocedure ~oding .§ystem (HCPCS). HCPCS follows 
the American Medical Association's Physicians' Current Procedural Terminology -
4th Eoition (CPT-4) architecture, employing a five-position code and as many as 
two 2-position modifiers. Unlike the CPT-4 numeric design, the HCFA assigned 
codes and modi fiers contain alphabetic characters. HCPCS was developed as a 
three-level coding system. 

1. LEVEL I CODES (Narratives found in CPT=4) 

2. 

These codes are adapted from CPT-4 for utilization primarily by 
Physicians, Podiatrists, Optometrists, Certified Nurse-Midwives, 
Independent Clinics and Independent Laboratories. CPT-4 is a 
listing of descriptive terms and numeric identifying codes and 
modifiers for reporting medical services and procedures performed 
by physicians. 

Copyright restrictions make it impossible to print excerpts from 
CPT-4 procedure narratives for Level 1 codes. Thus, in order to 
determine those narratives it is necessa ry to refer to CPT-4. 

LEVEL II CODES (Narratives found in APPENDIX A) 

These codes are assigned by HCFA for physicians and non-physician 
services which are not in CPT-4. Level II codes are listed in 
APPENDIX A of each section. 

3. LEVEL III CODES (Narratives found in APPENDIX A) 

These codes are assigned by the Division and the Prudential 
Insurance Co. to be used for those services not identified by 
CPT-4 codes or HCFA-assigned codes. Level III codes identify ser­
vices unique to New Jersey. These codes are listed in Appendix A 
of each section. 

(b) SPECIFIC ELEMENTS OF HCPCS CODES WHICH REQUIRE ATTENTION OF 
PROVIDER: The list of HCPCS codes in section 3.2 is arranged in 
tabular form with specific information for a code given under 
columns with the titles such as: "IND", "HCPCS CODE", "MOD", 
"DESCRIPTION", "FOLLOW-UP DAYS", "MEDICAID OOLLAR VALUE" and 
"ANES BASIC UNITS". The information given under each column 

COLUMN 
TITLE 

is summarized below: 

IND (Indicator-Qualifier) Lists alphabetic symbols used to refer provider 
to information concerning the New Jersey Medicaid Program's qualifica­
tions and requirements when a procedure or services code is used. 
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HCPCS 
CODE 

MOD 

Explanation of indicators and qualifiers used in this column are given 
below and in paragraph 1. (Alphabetic and Numeric Symbols) which follows: 

"L" preceding any procedure code indicates that the complete narrative 
for the code is located in the Appendix A. At the end of Section 3.2 

"N" preceding any procedure code means that qualifiers are applicable 
to that code. These qualifiers are listed by procedure code number in 
Appendix B. At the end of Section 3.2. 

Lists the HCPCS procedure code numbers. 

Lists alphabetic and numeric symbols. Services and procedures may be 
modified under certain circumstances. When applicable, the modifying 
circumstance should be identified by the addition of alphabe tic and/or 
mnneric characters at the end of the code. The New Jersey Medicaid 
Program's recognized modifier codes are listed in Appendix Cat the end 
of Section 3.2 (Podiatry Services HCPCS code numbers and maximum fee 
schedule). 

DESCRIP- Lists the code narrative. (Narratives for Level I Codes are found in 
TION CPT-4, Narratives for Levels II and III Codes are found in Appendix A 

at the end of Section 3.2) . 

FOLLOW 
UP 
DAYS 

MEDICAID 
DOLLAR 
VALUE 

ANES 

Lists the number of days for follow-up care. 

Lists New Jersey Medicaid Program's reimbursement schedule for spe­
cialist and non-specialist. If the symbols "B.R." (By Report) are 
listed instead of a dollar amount, i t means that additional i nformation 
will be required in order to properly evaluate the service. Attach a 
copy of the report to the 1500-N.J. claim form. 

B.U.V. (Basic Unit Value)+ A.T. (Anesthesia Time) (units) x $6.30 
(specialist) or $5.50 (non-specialist) equals reimbursement. (For more 
information about anesthesia service, see Policies and Procedures 
Regarding Use of HCPCS (c) 3.v. which follows.) 

1. ALPHABETIC AND NUMERIC SYMBOLS UNDER "IND" & "MOD" 

These symbols when listed under the ''IND" and "MOD" columns are 
elements of the HCPCS coding system used as qualifiers or indicators (as in the 
"IND" column) and as modifiers (as in the "Yl)D" column). They assist the physi­
cian in determining the appropriate procedure codes to be used, the area to be 
covered, the minimum requirements needed, and any additional parameters required 
for reimbursement purposes. 

i. These symbols and/or letters must not be ignored because 
in certain instances requirements are created in addition to the narrative 
which accompanies the CPT/HCPCS code as written in the CPT-4. THE PROVIDER WILL 
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THEN BE LIABLE FOR 1HE ADDITIONAL REQUIREMENTS AND NOT JUST 1HE CODE NARRATIVE. 
These requirements must be fulfilled in order to receive reimbursement. 

ii. If there is no identifying symbol listed, the CPT/HCPCS 
code narrative prevails. 

(c) POLICIES AND PROCEDURES REGARDING USE OF HCPCS 

Listed below are both some general and specific policies of the New Jersey 
Medicaid Program relevant to HCPCS. Additional requirements of the podiatrist 
when rendering services and requesting reimbursement are listed in both 
Subchapter 1. and Subchapter 2., (B. l ling procedures). 

1. GENERAL REQUIREMENTS 

i. When filing a claim, the HCPCS Codes, including the referenced 
qualifiers and modifiers, must be used in conjunction with the narratives in the 
CPT-4 or Appendix A, whichever is applicable. 

11. The use of a procedure code will be interpreted by the New 
Jersey Medicaid Program as evidence that the practitioner personally furnished, 
as a minimlllll, the service for which it stands. 

111. For purposes of reimbursement, a podiatrist and/or physician; 
podiatrists and/or physicians' group; shared health care facility; or providers 
sharing a common record are considered a single provider. 1 

iv. When billing, the provider must enter into the procedure .code 
column of space 24-D of claim form 15O0-N.J. a CPT/HCPCS code as listed in the 
CPT-4 or this Subchapter. If an appropriate code is not listed, place an "N/A" 
(not applicable) in the procedure code column and submit a narrative description 
of the service. If possible, insert into space 24-D a CPT code closest to the 
narrative description you have written. 

v. Date(s) of service(s) must be indicated on the claim form and 
in the practitioner's own record for each service billed. 

vi. When submitting a claim, the practitioner must always use 
his/her usual and customary fee. The fees designated for the HCPCS procedure 
codes represent the New Jersey Medicaid Program's maximum payment for the given 
procedure. 

v11. All references to time parameters shall mean the practitioner's 
personal time in reference to the service rendered unless it is otherwise 
indicated . 

2. Medicine (Specific Requirements) 

i. It is not the intent of the program to reimburse a podiatrist 
for histories and/or podiatry examination performed by physician assistants, 
interns, residents or other house staff. 

-3- Ed. 4-85 



11. For reimbursement purposes, when reference is made to any of 
the following services it is understood that they were performed by the 
podiatrist submitting the claim: 

(1) Office, Hospital, Nursing Home, or Sheltered 
Boarding Home Visits. 

(2) Any part of a history or physical examination. 

iii. To qualify as documentation that the service was rendered by 
the podiatrist during an inpatient stay, the medical record must contain the 
podiatrist's notes indicating that he/she personally: 

(1) Reviewed the pat i ent's medical history with the 
patien) and/or his family, depending upon the medical situation. 

(2) Performed an examination. 

(3) Confirmed or revised the diagnosis. 

(4) Visited and examined the patient on the days for 
which a claim for reimbursement is made. 

(5) Was personally responsible for discharge of the 
patient. 

iv. The billing podiatrist's involvement must be clearly 
demonstrated in notes reflecting his/her personal involvement with the service 
renaered. This refers to those occasions when these notes are written into the 
meqical record by interns, residents, other house staff members, or nurses. A 
countersignature alone is not sufficient. 

j 

3. Surgery (Specific Requirements): 

i. SEPARATE PROCEDURE: Certain of the listed procedures are com­
~only carried out as an integral part of a total service and, as such, do not 
, arrant a separate charge. When such a procedure is carried out as a separate 
~ntity not immediately related to other services, the indicated value for 
"Separate Procedure" is applicable. 

11. COMPLICATIONS or other circumstances requiring additional and 
unusual services concurrent with the procedure(s) or during the listed period of 
normal follow-up care, may warrant additional charges on a fee-for-service 
basis. 

iii. MULTIPLE SURGICAL PROCEDURES: 

(1) When multiple or bilateral surgical procedures, 
which add significant time or complexity to patient care, are performed at the 
same operative session, the total reimbursement shall be the allowance of the 
major procedure plus 50% of the allowance of the lesser procedure to a total 
maximum of 200% unless otherwise specified in this section. 
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( 2) When an incidental procedure, ·c i.e. , incidental 
appendectomy, lysis of adhesions, excision of previous scar, puncture of ovarian 
cyst) is performed through the same incision, the allowance will be that of the 
major procedure only. · 

iv. Listed allowances for all surgical procedures include the 
surgery and the follow-up care for t~e period indicated in days in the column 
titled "Follow-Up Days". 

v. ANESlliESIA: 

(1) Anesthesia services rendered to his/her patient by 
the operating surgeon are considered part of the surgical procedure and will not 
receive any additional reimbursement. 

vi. ASSISTANT SURGEON: Reimbursement will be made for an 
assistant surgeon when the service is medically necessary and when a duly 
·quali fied surgical resident or house physician is unavailable, and when the pri­
mary procedure performed has a procedure code specialist fee of at least $142. 
The allowance permitted is a maximlllD of 15 percent of the listed specialist fee. 
The minimlUD payment is $27. 

When billing for assistant surgical services, affix to the appropriate procedure 
code the modifier "80" which identifies surgical assistant services. 

4. Radiology (Specific Requirements) 

i. Values include contrast media, equipment and materials. 

ii. Values include consultation and written report to the . 
referring physician. 

111. S & I - Supervision and Interpretation only for the procedure 
given. This code is used only when a procedure is performed by more than one 
physician. Values include consultation and written report. 

iv. Complete Procedure - Includes the Supervision and 
Interpretation (S & I) plus the injection services when performed by the same 
physician (e.g., necessary local anesthesia, . placement of needle or catheter, 
inject ion of contrast media, supervision of the study and interpretation of the 
results). Values include usual contrast media, equipment and materials. 

v. All films taken of an area which is to be subject to a 
contrast study will, for reimbursement purposes, be considered part of the 
contras t study tmless stated otherwise in section 3.2 (c) (Radiology). 

vi. The fee listed represents the combined technical and pro­
fessional component of the reimbursement for the procedure code notwithstanding 
any statement to the contrary in the narrative. It will be paid only to one pro­
vider and will not be broken down into its component parts. 
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10:57-3.2 PODIATRY SERVICES HCPCS CODE NUMBERS AND 
MAXMUM FEE Sa-IEDULE 

(a) MEDICINE 

MEDICAID MEDICAID 
HCPCS DOLLAR VALUE HCPCS DOLLAR VALUE 

IND Code K>D s $ NS IND CODE K>D s $ NS 

N 90015 22.00 17.00 N 90320 22.00 17.00 

N 90017 22.00 17.00 N 90350 9.00 7.00 

N 90020 22.00 17.00 N 90360 9.00 7.00 

N 90050 9.00 7.00 N 90370 9.00 7.00 

N 90060 9.00 7.00 N 90415 22.00 17.00 

N 90070 9.00 7.00 N 90420 22.00 17.00 

N 90150 9.00 7.00 N 90450 9.00 7.00 

N 90160 25.00 25.00 N 90460 9.00 7.00 

N 90170 25.00 25.00 N 90470 9.00 7.00 

N 90215 22.00 17.00 N 90600 22.00 

N 90220 22.00 17.00 N 90605 22.00 

N 90250 9.00 7.00 N 90610 22.00 

N 90260 9.00 7.00 N 90620 37.00 

N 90315 22.00 17.00 N 90799 2.50 2.50 
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(b) SURGERY 

MEDICAID MEDICAID 
FOLLOW DOLLAR ANES FOLLOW DOLLAR 

HCPCS UP VALUE BASIC HCPCS UP VALUE 
IND CODE K>D DAYS s $ NS UNITS IND CODE K>D DAYS s $ NS 

10000 O · 13.00 11.00 3. 11406 30 32.00 27.00 3. 

10003 0 13.00 11.00 3. 11420 15 18.00 16.00 3. 

10060 0 13.00 11.00 3. 11421 15 22.00 20.00 3. 

10061 30 48.00 42.00 4. 11422 15 27.00 24.00 3. 

10100 0 13.00 11.00 3. 11423 30 32.00 27.00 3 .. 

10101 30 34.00 29.00 3. 11424 30 32.00 27.00 3. 

10120 0 18.00 16.00 3. 11426 30 32.00 27.00 3. 

10121 30 34.00 29.00 4. 11600 90 37.00 32.00 3. 

10140 0 18.00 16.00 3. 11601 90 47.00 42.00 3. 

10141 30 48.00 42.00 3. 11602 90 61.00 53.00 3. 

10160 0 13.00 11.00 3. 11620 90 61.00 53.00 4. 

N 11000 0 13.00 11.00 4. 11621 90 90.00 79.00 4. 

N 11001 0 6.00 5.00 3. 11622 90 121.00 105.00 4. 

11040 0 13.00 11.00 3. 11700 0 13.00 11.00 3. 

11041 0 13.00 11.00 3. 11701 0 19.00 16.00 3. 

11042 0 16.00 14.00 3. 11710 0 13.00 11.00 3. 

11043 0 16.00 14.00 3. 11711 0 19.00 16.00 3. 

11044 0 48.00 42.00 3. 11730 0 10.00 10.00 3. 

11100 0 13.00 11.00 4. 11750 30 42.00 37.00 3. 

11400 15 18.00 16.00 3. 12001 0 18.00 16.00 3. 

11401 15 22.00 20.00 3. 12002 0 24.00 21.00 31 

11402 15 27.00 24.00 3. 12004 0 30.00 26.00 3. 

11403 30 32.00 27.00 3. 12041 30 30.00 26.00 3. 

11404 30 32.00 27.00 3. 12042 30 67.00 59.00 4. 
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MEDICAID MEDICAID 
FOLLOW DOLLAR ANES FOLLOW DOLLAR ANES 

HCPC5 UP VALUE BASIC HCPC5 UP VALUE BASIC 
IND CODE K>D DAYS s $ NS UNITS IND CODE K>D DAYS S . s· NS UNITS 

13131 30 67.00 59.00 4. 27530 30 74.00 65.00 3. 

13132 30 145.00 126.00 4. 27532 90 121.00 105.00 3. 

13300 30 242.00 210.00 4. 27534 90 145.00 126.00 3. 

14040 60 193.00 168.00 4. 27536 90 242.00 210.00 3. 

14041 60 242.00 210.00 4. 27603 30 BR BR 3. 

17000 0 8.00 6.00 3. 27604 0 13.00 11.00 3. 

17010 0 11.00 8.00 3. 27610 60 182.00 158.00 3. 

17100 0 18.00 15.00 3. 27611 60 182.00 158.00 3. 

17105 0 27.00 24.00 3. 27613 0 13.00 11.00 4. 

17110 0 8.00 6.00 3. 27620 60 182.00 158.00 3. 

17200 0 8.00 6.00 3. 27625 90 211.00 184.00 3. 

17304 30 25.00 21.00 3. 27630 30 90.00 79.00 3. 

17305 30 8.00 6.00 3. 27640 60 211. 00 184. 00 4. 

17310 30 BR BR 3. 27641 60 211.00 184.00 4. 

20000 0 18.00 16.00 3. 27648 0 61.00 53.00 3. 

20005 0 45.00 40.00 4. 27650 90 227.00 197.00 4. 

N 20520 7 51 .00 45.00 3. 27658 90 121.00 105.00 3. 

N 20550 0 13.00 11.00 o. 27659 90 121.00 105.00 3. 

20600 0 13.00 11.00 3. 27664 90 90.00 79.00 3. 

N 20605 0 13.00 11.00 3. 27665 90 90.00 79.00 3. 

20650 0 55.00 47.00 4. 27685 90 151. 00 131. 00 4. 

20670 0 24.00 21.00 3. 27686 90 202.00 175.00 3. 

N 20680 21 121.00 105.00 4. 27695 90 302.00 263.00 3. 

N 20680-52 21 61.00 53.00 4. 27698 90 227.00 197.00 3. 
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MEDICAID MEDICAID, 
FOLLOW DOLLAR ANES FOLLOW DOLLAR ANES 

HCP~ UP VALUE BASIC HCP~ UP VALUE BASI( 
IND CODE K>D DAYS s $ NS UNITS IND CODE IDD DAYS s $_ NS UNITS 

27700 90 249.00 216.00 3. 27822 90 242.00 210.00 3. 

27705 90 272.00 236.00 3. 27823 90 242.00 210.00 3 .. 

27707 90 113.00 100.00 3. 27832 90 164.00 142.00 3. 

27752 90 121.00 105.00 3. 27840 45 61.00 53.00 o .. 

27754 90 145.00 126.00 3. 27842 4S 61.00 53.00 3. 

27756 90 211.00 184.00 3. 27844 45 152.00 131.00 3,. 

27760 90 79.00 68.00 3. 27846 '--- 90 305.00 263.00 3. 

27762 90 79.00 68.00 3. 27850 0 61.00 53.00 3. 

27764 90 105.00 91.00 3. 27852 60 284.00 247.00 4. 

27766 90 151.00 131.00 3. 27860 0 61.00 53.00 3. 

27781 30 45.00 39.00 3. 27870 90 302 -.00 263.00 3. 

27782 90 61.00 53.00 3. 28001 0 13.00 11.00 3. 

27784 90 121. 00 105. 00 3. 28002 0 24.00 21.00 3. 

27788 90 79.00 68.00 3. 28008 60 61.00 53.00 3. 

27790 90 105.00 91.00 3. 28010 0 24.00 21.00 3. 

27792 90 151.00 131.00 3. 28011 0 37.00 32.00 3. 

27802 90 121.00 105.00 3. 28020 60 1-09.00 9S.00 3 . 

27804 90 161.00 140.00 3. 28022 . 60 109.00 95.00 3. 

27806 90 161.00 140.00 3. 28024 60 37 .. 00 32 .·00 3. 

27810 90 121.00 105.00 3. 2·8080 30 121. 00 105. 00 3 .. 

27812 90 145.00 126.00 3. 28090 30 90.00 79.00 3. 

27814 90 211. 00 184. 00 3. 28092 30 61.-00 53.00 3. 

27818 90 121. 00 105. 00 3. 28100 60 121. 00 105. 00 4. 

27820 90 141.00 123.00 3. 28108 60 121. 00 105. 00 4. 

-9- Ed. 4-85 



MEDICAID MEDICAID 
FOLLOW DOLLAR ANES FOLLOW DOLLAR ANES 

HCPC:S UP VALUE BASIC HCPC:S UP VALUE BASIC 
IND CODE K>D DAYS s $ NS UNITS IND CODE K>D DAYS s $ NS UNITS 

28114 90 242.00 210.00 3. N 28285 90 90.00 79.00 3. 

28120 60 90.00 79.00 4. N 28288 21 72.00 63.00 3. 

28121 60 90.00 79.00 4. 28290 60 90.00 79.00 3. 

28122 60 90.00 79.00 4. 28292 90 139 .00 121. 00 3. 

28123 60 90.00 79.00 4. 28294 90 141.00 123.00 3. 

28124 60 90.00 79.00 4. 28306 90 113.00 100.00 3. 

28140 60 121. 00 105. 00 3. 28308 90 113.00 100.00 3. 

28150 90 90.00 79.00 3. 28315 60 55.00 47.00 3. 

28160 90 90.00 79.00 3. 28400 30 68.00 59.00 3. 

28190 0 18.00 16.00 3. 28405 90 90.00 79.00 3. 

28192 30 34.00 29.00 4. 28410 90 113.00 99.00 3. 

28193 30 34.00 29.00 4. 28415 90 151. 00 131. 00 3. 

28200 90 121. 00 105. 00 3. 28430 30 82.00 72.00 3. 

28208 90 61.00 53.00 3. 28435 90 90.00 79.00 3. 

28220 60 113. 00 99.00 3. 28440 90 113. 00 99.00 3. 

28222 60 139. 00 119. 00 3. 28450 30 41.00 36.00 3. 

28225 60 113. 00 99.00 3. 28455 90 61.00 53.00 3. 

28226 60 139.00 119.00 3. 28460 90 90.00 79.00 3. 

28230 30 42.00 37.00 3. 28465 90 121. 00 105. 00 3. 

28232 60 139.00 119.00 3. 28470 30 18.00 16.00 3. 

28234 60 139.00 119.00 3. 28475 90 42.00 37.00 3. 

282 40 30 61.00 53.00 3. 28480 90 63.00 56.00 3. 

28262 90 121. 00 105. 00 3. 28485 90 90.00 79.00 3. 

28280 45 61.00 53.00 3. N 28490 30 18.00 16.00 3. 
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MEDICAID MEDICAID 
FOLLOW DOLLAR ANES FOLLOW DOLLAR ANES 

HCPCS UP VALUE BASIC HCPCS UP VALUE BASH 
IND CODE K>D DAYS s $ NS UNITS IND CODE IDD DAYS s $ NS UNI1t.;. 

28495 30 30.00 26.00 3. 28740 90 166.00 126.00 3. 

28500 45 90.00 79.00 3. N 28750 90 90.00 79.0.0 3 .. 

28510 30 18.00 16.00 3. N 28755 90 90.00 79.00 3. 

28515 30 30.00 26.00 3. 28760 90 200.00 173.0(i) 3. 

28520 45 79.00 63.00 3. 28800 90 211.00 184.00 3. 

28540 45 61.00 53.00 o. 28805 90 211. 00 184. 00 s. 

28545 45 61.00 53.00 3. 28810 90 121. oo ms .oo 3 .. 

28550 45 107.00 92.00 3. 28820 45 ·42. 00 37.00 3 .. 

28555 90 211. 00 184. 00 3. 28820-51 45 63.00 56.00 3. 

28570 45 61.00 53.00 0. 28825 45 42.00 37.00 3. 

28575 45 61.00 53.00 3. 28825-51 45 63.00 56.00 3. 

28580 45 107.00 92.00 3. 29405 0 42.00 37.00 3. 

28585 90 211.00 184.00 3. 29425 0 47.00 42.00 3. 

28600 45 61.00 53.00 o. 29450 0 24.00 21.00 3. 

28605 45 61.00 53.00 3. 29455 0 37.00 32.00 3. 

28610 45 104.00 91.00 3. 29515 0 42.00 37.00 3. 

28630 45 61.00 53.00 o. N 29580 0 18.00 16.00 3. 

28640 45 104.00 91.00 3. 29700 0 14.00 12.00 3. 

28645 90 121. 00 105. 00 3. 29730 0 9.00 8.00 3. 

28660 0 13.00 11.00 o. 29740 0 9.00 8.00 3. 

28670 45 18.00 16.00 3. 29750 0 9.00 8.00 3. 

28675 60 47.00 40.00 3. 29751 0 15.00 13.00 3, 

28715 90 272.00 236.00 3~ N 36415 0 1.80 1.80 0. 

28725 90 182.00 158.00 3. 64450 0 13.00 11.00 o. 

-11- Ed. 4-85 



MEDICAID MEDICAID 
FOLLOW DOLLAR ANES FOLLOW DOLLAR ANES 

HCPCS UP VALUE BASIC HCPCS UP VALUE BASIC 
IND CODE K)D DAYS s $ NS UNITS IND CODE K)D DAYS s $ NS UNITS 

64702 90 79.00 68.00 3. L W1250 0 18.00 16.00 3. 

64704 90 105.00 91.00 3. L W1650 0 24.00 21.00 3. 

64708 90 242.00 210. 00 3. L Wl650 22 0 37.00 32.00 3. 

64774 30 42.00 37.00 3. L W2600 90 151.00 131.00 3. 

64776 30 53.00 45.00 3. L W2610 90 242.00 210.00 3. 

64782 30 79.00 68.00 3. L W2620 90 90.00 79.00 3. 

64784 30 131. 00 114. 00 4. L W2650 0 21.00 21.00 o. 
64834 90 105.00 91.00 3. L W2655 0 5.00 5.00 o. 
64856 90 210.00 183.00 3. 
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(c) RADIOLOGY 

MEDICAID MEDICAID 
HCPCS DOLLAR VALUE HCPCS DOLLAR VALUE 

IND Code K>D s ·$ NS IND CODE K>D s $ NS 

73560 15.00 15.00 73620 10.00 10.00 

73562 15.00 15.00 73630 13.00 13.00 

73590 15.00 15.00 73650 10.00 10.00 

73600 10.00 10.00 73660 5.00 5.00 

73610 13.00 13.00 L W7200 20.00 20.00 

(d) PATHOLOGY & LABORATORY SERVICES 

MEDICAID MEDICAID 
HCPCS DOLLAR VALUE HCPCS DOLLAR VALUE 

IND Code IDD s $ NS IND CODE IDD s $ NS 

N 81000 1.20 1.20 87081 12.00 12.00 

82947 3.00 3.00 87101 8.00 8.00 

83051 1.20 1.20 87102 8.00 8.00 

83053 1.20 1.20 87106 8.00 8.00 

86595 6.00 6.00 N 87184 9.00 9.00 

N 87040 9.00 9.00 87210 2.40 2.40 

N 87070 9.00 9.00 87220 2.40 2.40 

87076 6.00 6.00 
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APPENDIX A 

PODIATRY SERVICES 

CODES AND NARRATIVES NOT FOUND IN CPT-4 (Level II and Level III Codes) 

SURGERY CODES 

HCPCS 
IND CODE MOD 

W1250 

Wl650 

W1650 22 

W2600 

W2610 

W2620 

W2650 

W2655 

RAD IO LOGY CODE 

W7200 

Appendix A/1 

DESCR PTION 

Excision of nail, partial or com­
plete, including nail bed or nail 
fold, with or without excision of 
subung~al exostosis e.g. for fungus 
infection or chronic paronychia. 

Excision of plantar verruca, single 
site unilateral 

MEDICAID 
FOLLOW DOLLAR 
UP VALUE 
DAYS S $ NS 

ANES 
BASIC 
UNITS 

0 18.00 16.00 3. 

0 24.00 21.00 3. 

Excision of plantar verruca, multiple 0 
sites unilateral 

37.00 32.00 3. 

Arthroplasty, lesser toes, with or 
without tendon transfer 

Arthroplasty - Hallux Valgus with 
implant (Swanson or see Burger) 

Plastic or reconstructive surgery, 
toe, one joint 

Casting for molded shoes 

Prior authorization is required. 
Attach to your 1500-N.J. claim 
form. 

Casting for arch support 

Prior authorization is required. 
Attach to your 1500 N.J. claim 
form. 

Radiologic examination; foot, 
complete including special os 
calcis view 

90 151.00 131.00 3. 

90 242.00 210.00 3. 

90 90.00 79.00 3. 

0 21.00 21.00 o. 

0 5.00 5.00 0. 

20.00 20.00 
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HCPCS 
CODE 

90015 
90017 
90020 
90215 
90220 
90315 
90320 
90415 
90420 

APPENDIX B (Podiatry Services) 

QUALIFIERS 

QUALIFIERS 

INITIAL VISITS - NEW PATIENT 

When reference is made in your CPT manual to New Patient or 
Initial Care, the intent of Medicaid is to consider this ser­
vice as the Initial Visit. 

If the setting for this Initial Visit is an Office, or 
Sheltered Boarding Home, then for reimbursement purposes, it 
is limited to a single visit with the future use of this code 
then reimbursed as a Routine or Follow-Up visit. This is 
applicable if this examination of the recipient is by the 
same physician, group of physicians, involves a shared health 
care facility or group of physicians sharing a common record. 
Reimbursement for an Initial Office Visit also precludes sub­
sequent reimbursement for an Initial Sheltered Boarding Home 
Visit and vice versa. 

Reimbursement for an Initial Office Visit or Sheltered 
Boarding Home Visit will be disallowed and the fee downgraded 
to a routine visit, if an annual examination or EPSDT exami­
nation were billed within a twelve month period, by the same 
physician, group, shared health care facility, or prac­
titioners sharing a common record. 

If the setting is Skilled Nursing, Intermediate Care, Long 
Term Care Facility or Hospital, the Initial Visit concept 
will still apply when considered for reimbursement purposes 
despite CPT reference to the terms Initial ·care or Initial 
Hospital Care as applying to a new or established patient. 

Subsequent readmissions to the same facility may be 
designated as Initial Visits as long as a time interval of 30 
days or more has elapsed between admissions. 

It is plso to be understood that in order to receive reim­
bursement for an Initial Visit, the following minimal documen­
tation must be on the record regardless of the setting where 
the examination was · performed. 

Example: 

1. Chief complaint(s). 
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90050 
90060 
90070 
90250 
90260 
90270 
90350 
90360 
90370 
90450 
90460 
90470 

2. Complete history of the present illness and related 
systemic review - including recordings of pertinent 
negative findings. 

3. Pertinent past medical history. 

4. Pertinent family history. 

5. A full physical examination pertaining to but not 
limited to the history of the present illness and 
includes recording of pertinent negative findings. 

6. Working diagnoses and treatment plan including 
ancillary service and drugs ordered. 

NITTE: (1) Home and Boarding Home records should be part of 
the office records. 

(2) If the history and physical examination noted 
above is not personally performed by the billing 
physician in a hospital or health care facility, 
then reimbursement will be downgraded to a routine 
visit if that criteria is met, e.g., daily hospi­
tal care, subsequent skilled nursing visit, etc. 

ROlITINE VISIT OR FOLLOW-UP CARE VISIT 

Routine visit or Follow-Up Visit is defined as the care and 
treatment by a physician, which includes those procedures 
ordinarily performed during a health care visit, which is 
dependent upon the setting and the physician's discipline. 

The setting could be office, hospital, skilled nursing, 
intermediate care, long term care facilities, nursing home or 
boarding home. Prior authorization is required where more 
than one visit a month would be necessary for routine foot 
care. 

In order to document the record for reimbursement purposes, a 
progress note for the noted visits should include the 
following: 

1. In an Office, or Boarding Home setting . 

a) Purpose of visit; 

b) Pertinent history obtained 
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QUALIFIERS 

c) Pertinent physical findings including pertinent nega­
tive findings based on the above. 

HOME VISITS 

Home Visit (House Call) - does not apply to Sheltered 
Boarding Home or Nursing Home setting. 

A Physician visit limited to care and treatment of an indivi­
dual who by contemporary standards would be too ill to go to 
a physician's office and/or is "home bound" due to his/her · 
physical disability. If more than one patient is seen on the 
visit, the fee for the additional visit will be as if it were 
performed in the office. When billing for a second or sub­
sequent patient treated during the same visit, the visit 
should be billed as a 90150. 

The record and doctnnentation of a home visit shall become 
part of the office progress notes and shall include, as 
appropriate, the following instructions: 

1. Purpose of visit; 

2. Pertinent history obtained; 

3. Pertinent physical findings, including pertinent negative 
physical findings based on 1. and 2.; 

4. Procedures, if any performed, with results; 

S. Lab, x-ray, ECG, etc, ordered with results; 

6. Diagnosis(s) plus treatment plan status relative to pre­
sent or pre-existing illness(s) plus pertinent recommen­
dations and actions. 

NOTE: The new "Home Visit (House Call)" code does not 
distinguish between specialist and non-specialist. 
Also, the Initial Home Visit is being dropped as a 
separate entity. 

CONSULTATIONS 

A consultation is recognized for reimbursement only when per­
formed by a specialist recognized as such by this Program and 
the request has been made by or through the patient's 
attending physician and the need for such a request would be 
consistent with good medical practice. Two types of con­
sultation are recognized for reimbursement one limited in 
extent and one comprehensive in scope. 
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Limited Consultation: 

Appropriate CPT codes which are presently compatible ate 
Codes 90600, 90605 and 90610. The area being covered for 
reimbursement purposes is "limited" in the sense that it 
requires less than the requirements designated as 
"comprehensive" as noted below. 

Comprehensive Consultation: 

!rt order to receive reimbursement for CPT Code 90620 which 
teplaces the discontinued Code 9030 (consultation 
comprehensive), the same criteria must be met that had been 
previously required, namely, the performance of a total 
systems evaluation by history and physical examination 
including a total systems review and total system physical 
examination. The alternative to that would be the utilization 
of one or more hours of the consulting physician's personal 
time in the performance of the consultation. 

Reimbursement for Code 90620 (Comprehensive Consultation) 
requires the following applicable statements or language 
essentially similar to those statements to be inserted iftto 
Item 34 of the 1500 N.J. Claim Form. The form is to be sighed 
by the provider who performed the consultation. 

1. I personally performed a total (all) systems eva~ 
luation by history and physical examination, or 

2. This consultation utilized 60 or more minutes of my 
personal time. 

Failure to comply with the above will result in the con~ 
sultation being downgraded to the reimbursement of Code 
90610. 

The following rules regarding consultations should also be 
recogni zed: 

1. If a consultation is performed in an inpatient or out­
patient setting and the patient is then transfetred te 
the consultant's service during that course of illness 
then the provider may not, in addition, bill for art 
Initial Visit if he has or intends to bill for the 
consultation. 

2. If there is no referring physician, then an ini tial 
Visit code should be used instead of a consultatiort 
code. 
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90799 

3. If the patient is seen for the same illness on 
repeated visits, by the same consultant, then these 
visits are considered as routine visits or follow-up 
care visits and not as consultations. In addition, the 
criteria for concur rent care would need to be met to 
warrant re "mbursement . 

4. Consultat ion codes 90600, 90605, 90610 and 90620 will 
be declined in an Office or Boarding home setting if 
the consultation has been requested by or between mem­
bers of the same group, shared health care facility or 
physicians sharing cODDnon records. A routine visit 
code is applicable tmder these circtDDstances. 

5. If a prior claim for code 90620 has been made within 
the preceding 12 months, then a repeat claim for this 
code will be denied if made by the same physician, 
physician group, shared health care facility or phy­
sicians using a common record except in those instan­
ces where the consultation required the utilization of 
one hour or more of the physician's personal time. 
Otherwise, applicable codes would be 90600, 90605, or 
90610 if their criteria are met. 

Inject ion policy and drugs dispensed by a podiatrist. Payment 
will be made for intradermal, subcutaneous, intramuscular, or 
intravenous injections in the office or home (not nursing 
home). 

1. The drug administration must be consistent with the 
diagnosis. 

2. Injections before a surgery or nerve blocks are 
ineligible. 

3. Sclerosing solution or anything injected into a 
neuroma or tl.Dilor would be considered as a visito 

4. PRV 20600 or 20605 can only be given when the injec­
tion is into a joint. 

(Ankle can be considered a joint). 

5. An injection into the bursa or an injection for bur­
sitis would be coded PRV 20600 or 20505. 

6. Cortisone or ,steroid injections would be eligible as 
long as they.were injected into the foot. PRV 90799 
should be used. 
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Porcine Pigskin Grafts will be considered as debridement of 
eczematous or infected skin. 

Removal of foreign b dy in muscle, with anesthesia ~Tn~•~ 
hematoma) (other than by needle aspiration). 

If office visit is performed in addition must be documented 
and not included in time spent for PRV 20550. 

One or more joints same visit include medication. If offi , e 
visit is performed in addition, must be docµmented on the 
record and may not include time spent for PRV 20600 and 
20605. 

Removal of metal band, plate, screw, or nail - Use only wh~n 
done in outpatient setting. 

Removal of metal band, plate, screw or nail - Use onl y when 
done in inpatient hospital setting. 

Hammer toe surgery is reimbursable at 100% of the allowance 
for the first toe surgically corrected and 50% of the 
allowance for each toe thereafter up to a maximum of 200%. 

Rasping technique (ostectomy) with or without tenotomy. 

Phalanx, or phalanges, great toe, simple, closed reduct i on 
(Use of shoe, plaster or metal mold, strapping, cas t i ng, 
bandaging). 

Toe, one or more joints. 

An unna paste boot is comparable to this procedure. 

For reimbursement purposes, reference is to collection of 
blood by venapuncture only and limited to office, home or 
nursing home. Payment is once per patient visit and wi l l not 
be applicable if the laboratory study is to be done by the 
physician's own office. 

URINALYSIS 

Stick, dip or tablet tests done on urine are considered par t 
of the urinalysis, and therefore, are not eligible f or 
separate reimbursement. Microscopy is required for 
reimbursement. 



HCPCS 
CODE 

87040 
87840 
87184 

QUALIFIERS 

CULTURES 

NOTE: These codes may only be billed when a pathogenic 
micro-organi sm i s reported. A culture that indicates 
no growth or normal flora must be billed as a presump­
tive culture. 
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RT 

20 

22 

47 

50 

51 

52 

62 
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APPENDIX C (Podiatry Services) 

DESCRIPTION 

Left Side: Used to identi fy procedures performed on the left 
side of the body . 

Right Side: Used to ident ify procedures performed on the 
r i ght side of the body . 

Microsurgery: Service i s performed using the techniques of 
micr osurgery, including the aid of an operating microscope, 
modif ier '20' may be added to the surgical procedure. 

Unusual Services: ~ben the service( s ) provided is greater 
than that usually required f or t he li sted procedure, it may 
be identified by adding modifier '22' to the usual procedure 
number. 

Anesthesia by Surgeon: Regional or gener al anesthesia pro­
vided by the surgeon may be repor ted by adding the modifier 
'47' to the basic service. 

Bilateral Procedure: Unless otherwise identified in the 
listings , bilateral procedures r equiring a separate inci sion 
that are performed at the same operative session, should be 
ident ified by the appropriate five digit code describing the 
first procedure. The second (bilateral) procedure is i den­
tified by adding modifier 'SO' t o the procedure number. 

Mult iple Procedures: When multiple procedures are performed 
at the same operative session, the major procedure may be 
reported as listed. The secondary, additional or lesser pro­
cedure (s ) may be identified by add ing the modifier '51' t o 
the secondary procedure number(s). 

Reduced Services: Under certain circumstances a service or 
procedur e is partially reduced or eliminated at the physi ­
cian' s election. Under these circumstances the service pro­
vided can be identified by its usual procedure number and the 
addit i on of the modifier '52' signifying that the service i s 
reduced. This provides a means of reporting reduced services 
without disturb i ng the identification of the basic service . 

Two Surgeons: Under certain circumstances the skill of two 
surgeons (usually wi th different skills) may be requi red in 
the management of a spec i fic surgical procedure . Under such 
circumstances the separate services may be identified by 
add ing the mod i fier '62' to the procedure number used by each 
surgeon f or reporting his/her services. 
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Surgical Team: Under some circumstances, highly complex pro~ 
cedures (requiring the concomitant services of several physi­
cians, often of different specialties, plus other highly 
skilled, specially trained personnel and various types of 
complex equipment) are carried out under the "surgical team" 
concept. Such circumstances may be identified by each par~ 
ticipating physician with the addition of the modifier '66' 
to the basic procedure number used for reporting services. 

Concurrent Care Services Rendered by More than One Physician: 
When the patient's condition requires the additional · servfces 
of more than one physician, each physician may identify his 
or her services by adding the modifier '75' to the procedure 
code for the basic service performed. 

Repeat Procedure by Same Physician: The physician may need to 
indicate that a procedure or service was repeated subsequent 
to the original service. This circumstance may be reported by 
adding the modifier '76' to the repeated service. 

Repeat Procedure by Another Physician: The physician may need 
to indicate that a basic procedure performed by another phy­
sician had to be repeated. This situation may be reported by 
adding modifier '77' to the repeated service. , 1 

/', 

Ass istant Surgeon: Surgical assistant services are identified 
by adding this modifier '80' to the usual procedure 
number(s). 
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