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Physician Services Version 

KEY CONCEPTS OUTLINE 
Module 11: Physicians at Teaching Hospitals: 

Teaching Physician Issues 

I. Teaching Physician Issues

A. Background

1. Prior to July 1, 1996, instructions for Part B billing for physician services involving
residents were set forth in Medicare Intermediary Letter 372 (IL 372).  The
standards set out in IL-372 were widely criticized as being ambiguous.  Without
more specific guidance, Contractors were unable to provide uniform clarification to
physicians and enforcement was minimal.

2. The “PATH Initiative”

a. During the period 1990-1995, the Department of Justice and the OIG-HHS
began to audit Part B payments made to attending physicians in teaching
settings.  These audits examined attending physician physical presence,
adequacy of documentation and CPT code assignment.  Known as the “PATH
Initiative” (“Physicians at Teaching Hospitals”), the federal Departments of
Justice and Health and Human Services conducted large-scale audits of
teaching hospitals and affiliated physician groups.

b. During these audits, the government found numerous situations in which the
auditors felt that the documentation was insufficient, particularly
documentation of attending physician participation in services billed to the
Contractors.  The government suggested that significant overpayments had
been made and threatened teaching physicians and hospitals with large
monetary penalties.  The PATH Initiative became a significant point of
controversy within the academic practice community, which complained that
the requirements of IL-372 were ambiguous, that the instructions for
compliance varied across Contractors nationwide and that the penalties were
overly harsh.
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3. In order to clarify the conditions for payment of physician services furnished in 
teaching settings, new regulations were adopted on July 1, 1996.  The current 
regulations are set forth in 42 CFR Part 415. 

B. General Rule 

1. Teaching physicians are required to participate in the services provided by a 
resident.  Where a resident furnishes care to a patient in a teaching setting, 
payment for the teaching physician’s services is only available in the following two 
circumstances:  <42 CFR §§415,170(b), 415.172(a) Medicare Claims Processing 
Manual, Chapter 12 §100.1> 

a. The teaching physician and the resident jointly furnish the services, or 

b. The services are furnished by the resident and (subject to certain exceptions 
discussed below) the teaching physician is present during the “key portion” of 
the services. 

2. The following documentation requirements were established:  <42 CFR §415.172 
(2)(b)> 

a. The medical records must document whether the teaching physician was 
physically present or present through audio/video real-time communications 
technology at the time the service (including a Medicare telehealth service) is 
furnished. 

2. In general, notes made by the teaching physician, the resident, or a nurse are 
sufficient to document the teaching physician’s physical presence. 

a. For all teaching settings during the Public Health Emergency, the medical 
records must document whether the teaching physician was physically present 
or present through audio/video real-time communications technology at the 
time the service (including a Medicare telehealth service) is furnished.  

b. The medical records must contain a notation describing the specific portion(s) 
of the service for which the teaching physician was present through 
audio/video real-time communications technology. 

3. Documentation of the teaching physician’s presence during an evaluation and 
management service is still required; however, effective January 1, 2019 it is no 
longer required to be personally documented by the teaching physician. 

(a)  … "extent of the teaching physician's participation [in an E/M service 
furnished by a resident in the outpatient department of a teaching 
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hospital] may be demonstrated by the notes in the medical records 
made by a physician, resident, or nurse” <42 C.F.R. § 415.174(a)(6)> 

b. To indicate the service was at least partially performed by the resident, the GC 
modifier (service has been performed in part by a resident under the direction 
of a teaching physician) should be reported.  <Medicare Claims Processing 
Manual, Chapter 12 § 50 (K)> 

(i) Reporting the GC does not affect the teaching physician’s reimbursement 
amount.  <Medicare Claims Processing Manual, Chapter 4 § 250.3.2> 

C. Supervision Requirements through Audio/Video Real-Time Communications 
Technology <see 85 Fed. Register 85036-85037> 

1. Rural Areas: 

a. CMS finalized a permanent policy to permit teaching physicians to meet the 
requirements to bill for their services involving residents through virtual 
presence, but only for services furnished in residency training sites that are 
located in rural areas. 

2. All Other Areas 

a. The supervision of residents in teaching settings through audio/visual real-time 
communications technology to remain in place for the duration of the PHE to 
provide flexibility for communities that may experience resurgences in COVID-
19 infections. 

D. Evaluation and Management Services 

1. For E/M services, the attending physician must have been physically present during 
the parts of the encounter that determined the level of service billed.  <42 CFR § 
415.172(a)(2); Medicare Claims Processing Manual, Chapter 12 § 100.1.1> 

a. If a resident admits a patient late at night, and the teaching physician doesn’t 
see the patient until later (potentially even the next day), this can meet the 
requirements for billing if the teaching physician: 

(i) Documents they personally saw the patient and participated in the 
management of their care.  They can reference the history, exam, and 
medical decision making from the residents note if these areas have not 
changed and the teaching physician agreed with their content 

(ii) Documents any changes in the patient’s condition or care that have 
occurred since the initial visit by the resident 
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(iii) Bills the date of service reflecting the date the teaching physician saw the 
patient, not the date the resident saw the patient.  < Medicare Claims 
Processing Manual, Chapter 12 § 100.1.1 (A) 

(iv)As of January 1, 2018, the Medicare Claims Processing Manual, Chapter 12 
§ 100.1.1 was revised regarding the teaching physician evaluation and 
management documentation requirements: 

(a)  Teaching physicians are required to verify in the medical record any 
student documentation of components of E/M services, rather than re-
documenting the work.  

(b) Students may document services in the medical record. However, the 
teaching physician must verify in the medical record all student 
documentation or findings, including history, physical exam and/or 
medical decision making.  

(c) The teaching physician must personally perform (or re-perform) the 
physical exam and medical decision-making activities of the E/M service 
being billed; but may verify any student documentation of them in the 
medical record, rather than re-documenting this work. 

2. There is an exception for certain services provided in a “primary care center”.  
Under the primary care center exception, the presence of the teaching physician is 
not required for the provision of certain e/m services in a “primary care center”. 

a. For purposes of this exception, a “primary care center” is an outpatient 
department of a hospital or other ambulatory care entity for which resident 
time is counted in determining “Graduate Medical Education” (“GME”) 
payments to the hospital.  <42 CFR § 415.174(a)(1); Medicare Claims 
Processing Manual, Chapter 12 § 100.1.1(C)> 

b. Allowable Services Provided by Residents in the Primary Care Center (outside 
of the PHE) 

(i) Those services that do not require the presence of the teaching physician 
are limited to the following: 

(a) New Patient − CPT codes 99202 and 99203 

(b) Established Patient − CPT codes 99211, 99212 and 99213  

(c) Initial Preventive Physical Exam – CPT code G0402 <42 CFR § 415.174, 
Medicare Claims Processing Manual, Chapter 12 § 100.1.1(C)>; and 
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(d) Annual Wellness Visits – Initial visit G0438 and Subsequent Visit G0439 
<Medicare Claims Processing Manual, Chapter 12 § 100.1.1(C)> 

c. The Guidance through COVID 

(i) The March 31 COVID-19 Interim Final Rule with Comments (IFC), CMS 
allowed all levels of office/outpatient E/M visits to be furnished by the 
resident and billed by the teaching physician under the primary care 
exception.  

(ii) The May 1st COVID-19 IFC, CMS further expanded the list of services 
included in the primary care exception during the PHE for COVID-19 

(a) Which Policies Were Made Permanent? 

1. For residency training sites that are located in rural areas (those 
areas outside of an OMB-defined metropolitan statistical area 
(MSACMS finalized a permanent policy to permit an expanded 
primary care exception. 

2. CMS permanently expanded limited services under the primary care 
exception: 

a. Communication-technology based services and interprofessional 
consults (CPT codes 99421-99423, and 99452, and HCPCS codes 
G2010 and G2012). 

3. CMS Continued Interim Policies 

a. Expanded set of services under the primary care exception for the 
duration of the PHE allowing flexibility for communities that may 
experience a resurgence in COVID-19 infections. 

 CMS will terminate the inclusion of CPT codes 99204, 99214, 
99205, 99215, 99495 and 99496 from the primary care 
exception for all settings at the end of the PHE. 

 

d. The following requirements must be met in order to take advantage of the 
Primary Care Center Exception:  <Medicare Claims Processing Manual, Chapter 
12 §100.1.1(C)> 

(i) The services must be furnished in a center located in the outpatient 
department of a hospital or another ambulatory care entity in which the 
time spent by the resident in patient care activities is included in 
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determining direct GME payments to a teaching hospital by the hospital’s 
FI/MAC.  This requirement is not met when the resident is assigned to a 
physician’s office away from the center or makes home visits.  In the case of 
a nonhospital entity, there must be verification of a written agreement 
between the hospital and the entity that meets the requirements of 42 CFR 
413.78(e)(3)(ii). 

(ii) Any resident furnishing services without the presence of a teaching 
physician must have completed at least 6 months of an approved residency 
program, 

(iii) The teaching physician must not be directing more than 4 residents at a 
time and must be immediately available to provide assistance, 

(a) Residents with less than 6 months of residency may be included in the 
mix of four, but the teaching physician must be physically present for the 
key portion of the service.  <Medicare Claims Processing Manual, 
Chapter 12 § 100.1.1(C)> 

(iv)The teaching physician must: 

(a) Have no other responsibilities at the time, 

(b) Assume primary medical responsibility for beneficiaries seen by the 
resident, 

(c) Ensure that all services furnished are reasonable and necessary, 

(d) Review with the resident during or after each visit the medical history, 
examination, diagnosis, record of tests and therapies, and 

(e) Document the extent of his/her participation in the services furnished to 
the beneficiary. 

(v) The range of services furnished by residents in the primary care center must 
include all of the following: 

(a) Acute care for undifferentiated problems or chronic care for ongoing 
conditions, including chronic mental illness, 

(b) Coordination of care furnished by other physicians and providers, and 

(c) Comprehensive care not limited by organ system or diagnosis. 

(vi)The patients must be an identifiable group of individuals who consider the 
center to be the continuing source of primary healthcare.  The resident must 
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be expected to generally provide care to the same group of established 
patients during their residency training.  <42 CFR § 415.174, Medicare 
Claims Processing Manual, Chapter 12 § 100.1.1(C)> 

e. Teaching physician services billed in absence of the teaching physician’s 
presence during the key portion of the service rendered in a primary care 
exception center must be identified by reporting modifier GE. 

(i) Modifier GE is used to indicate:  This service has been performed by a 
resident without the presence of a teaching physician under the primary 
care exception.  <Medicare Claims Processing Manual, Chapter 12; § 
100.1.8.B (2)> 

3. Evaluation and Management Level Selection 

a. Time – When time is used for level selection of the office/outpatient E/M visit, 
only the time spent by the teaching physician can be included for level 
selection. 

(i) Qualifying activities, including the time the teaching physician was present 
with the resident, performing the activities. 

b. Primary Care Exception  

(i) Time cannot be used for level selection.  The E/M level must be based on 
medical decision making only. 

E. Surgical, High Risk and other Complex Procedures 

1. For surgical, high risk and other complex procedures, the teaching physician must 
be physically present during all “critical portions” of the procedure and be 
immediately available to furnish services during the entire service or procedure.  
<42 CFR § 415.172(a)(1); Medicare Claims Processing Manual, Chapter 12 § 
100.1.2> 

a. The “critical portion” of a procedure is not defined but is left to the judgment 
and experience of the teaching physician.  <Medicare Claims Processing 
Manual, Chapter 12 § 100.1.2(A)> 

2. For surgical services (including endoscopic operations), the following requirements 
must generally be met:  <Medicare Claims Processing Manual, Chapter 12 
§100.1.2> 

a. The teaching surgeon is responsible for the preoperative, operative, and 
postoperative care of the beneficiary.  The teaching physician’s presence is not 
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required during the opening and closing of the surgical field unless these 
activities are considered to be critical or key portions of the procedure.  The 
teaching surgeon determines which postoperative visits are considered key or 
critical and require his or her presence. 

b. If the postoperative period extends beyond the patient’s discharge and the 
teaching surgeon is not providing the patient’s follow-up care, then the 
instructions on billing for less than the global package apply.  (See Global 
Surgery chapter.) 

c. During non-critical portions of the surgery if the teaching physician is not 
physically present, he/she must be immediately available to return to the 
procedure.  If the teaching physician is nearby, but involved in a critical part of 
another procedure, the physician is not immediately available.  If 
circumstances prevent a teaching physician from being immediately available, 
then he/she must have made arrangements for another physician to provide 
supervision in order to bill for the procedure. 

3. For specific types of surgeries, there may be additional requirements that must be 
met, as well, including the following: 

a. For single surgeries, when the teaching surgeon is present for the entire 
surgery, his or her presence may be demonstrated by notes in the medical 
records made by the physician, resident or operating room nurse.  There is no 
required information that the teaching surgeon must personally enter into the 
medical records.  <42 CFR § 415.172(a)(1)(i); Medicare Claims Processing 
Manual, Chapter 12 § 100.1.2(A)(1)> 

b. For overlapping surgeries, the teaching physician must be present during the 
key portions of both surgeries.  Therefore, the critical or key portions may not 
take place at the same time.  When all of the key portions of the initial 
procedure have been completed, the teaching surgeon may begin to become 
involved in a second procedure.  The teaching surgeon must personally 
document in the medical record that he/she was physically present during the 
critical or key portion(s) of both procedures.  <Medicare Claims Processing 
Manual, Chapter 12 § 100.1.2(A)(2)> 

(i) In the case of three concurrent surgical procedures, the role of the teaching 
surgeon (but not the anesthesiologist) in each of the cases is classified as a 
supervisory service to the hospital rather than a physician service to an 
individual patient and is not payable under the physician fee schedule. 
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c. For minor procedures (procedures that require five minutes or less) the 
teaching physician must be physically present during the entire procedure.  
<Medicare Claims Processing Manual, Chapter 12 § 100.1.2(A)(3)> 

d. For endoscopic procedures, the teaching physician must be present during the 
entire viewing.  The entire viewing starts at the time of insertion of the 
endoscope and ends at the time of removal of the endoscope.  Viewing of the 
entire procedure through a monitor in another room does not meet the 
teaching physician presence requirement.  <42 CFR § 415.172(a)(1)(ii); 
Medicare Claims Processing Manual, Chapter 12 § 100.1.2(A)(5)> 

F. Anesthesia Services 

1. For anesthesia services furnished on or after January 1, 2010, a teaching 
anesthesiologist may receive reimbursement under the Medicare physician fee 
schedule at the regular fee level if he or she is involved in a single, or two 
concurrent training procedures as described below:  <42 CFR § 415.178(a); 
Medicare Claims Processing Manual, Chapter 12 § 100.1.2(A)(4)> 

a. A resident in a single anesthesia case; 

b. Two concurrent anesthesia cases involving residents; or 

c. A single anesthesia case involving a resident that is concurrent to another case 
paid under the medical direction rules. 

2. To qualify for payment in each of the circumstances noted above, the teaching 
anesthesiologist (or different anesthesiologists in the same anesthesia group) 
must:   <42 CFR § 415.178(a); Medicare Claims Processing Manual, Chapter 12 § 
100.1.2(A)(4)> 

a. Be physically present during all critical or key portions of the anesthesia service 
and 

b. Be immediately available. 

c. The teaching anesthesiologist must personally document his/her involvement 
in cases with residents. 

3. Medical direction occurs if the physician medically directs qualified individuals in 
two, three, or four concurrent cases.  Qualified individuals include residents and 
CRNAs.  <Medicare Claims Processing Manual, Chapter 12 § 50(C)> 

a. Effective January 1, 2010, medical direction rules do not apply when the 
physician: 
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(i) Is involved in a single resident case that is performed concurrently with 
another case that is paid under medical direction; or 

(ii) When the physician is involved in two concurrent cases performed by 
residents. 

4. Certain modifiers must be reported for anesthesia services, as follows: 

a. To indicate the service is personally performed by the anesthesiologist, the AA 
modifier (anesthesia services performed personally by anesthesiologist) should 
be reported.  <Medicare Claims Processing Manual, Chapter 12 §§ 50(K), 100 
1.2 (A)(4)>> 

(i) The GC modifier (these services have been performed by a resident under 
the direction of a teaching physician) is also reported on the claim when 
appropriate.  The GC modifier may not be reported by itself.  <Medicare 
Claims Processing Manual, Chapter 12 § 50(K)> 

b. To indicate the medical direction of 2 to 4 qualified individuals, the 
anesthesiologist should report the medical direction QK modifier (medical 
direction of two, three, or four concurrent anesthesia procedures involving 
qualified individuals).  <Medicare Claims Processing Manual, Chapter 12 § 
50(K)> 

(a) Reimbursement for medically directed services is made at 50% of the 
physician fee schedule allowance.  <Medicare Claims Processing Manual, 
Chapter 12 § 50(C)> 

5. If different teaching anesthesiologists are present with the resident during the key 
or critical periods of the resident case, the NPI of the teaching anesthesiologist 
who started the case must be indicated in the appropriate field on the claim form.  
<Medicare Claims Processing Manual, Chapter 12 §§ 50(K), 100.1.2(A)(4)> 

G. Psychiatric Services 

1. For psychiatric services, the teaching physician may meet the physical presence 
requirements by concurrent observation of the service by use of a one-way mirror, 
live video or similar device.  <42 CFR § 415.184; Medicare Claims Processing 
Manual, Chapter 12 § 100.1.3> 

a. Audio only equipment does not meet the requirement. 

H. Diagnostic Radiology and Other Diagnostic Tests 
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1. The interpretation must have been either performed by the teaching physician or 
reviewed by the teaching physician.  <42 CFR § 415.180(a); Medicare Claims 
Processing Manual, Chapter 12 §100 1.2 (A)(6)>> 

2. If a resident prepares and signs the interpretation, the teaching physician must 
document that he or she personally reviewed the images1 and interpretation with 
the resident, and he or she either “agrees with or edits the findings.”  <42 CFR § 
415.180(b); Medicare Claims Processing Manual, Chapter 12 §100 1.2(A)(6)> 

I. Time-Based Codes 

1. For procedures coded on the basis of time, the teaching physician must be present 
for the full period of time coded.  Examples include: 

a. Individual medical psychotherapy (CPT codes 90804 - 90829); 

b. Critical care services (CPT codes 99291 - 99292); 

c. Hospital discharge day management (CPT codes 99238 - 99239), 

d. E/M services for which time is used for the visit level selection; 

e. Prolonged services (CPT codes 99358 - 99359); and 

f. Care plan oversight (HCPCS codes G0181 - G0182) <Medicare Claims 
Processing Manual, Chapter 12 § 100.1.4> 

J. Other Complex or High Risk Procedures 

1. In the case of procedures for which national Medicare policy, local policy, or CPT 
description indicates that the procedure requires the personal presence of the 
physician, coverage is provided only when the teaching physician is personally 
present for the entire procedure.  <Medicare Claims Processing Manual, Chapter 12 
§ 100.1.5> 

a. This includes interventional radiology and cardiology supervision and 
interpretation codes, cardiac catheterization, cardiovascular stress tests, and 
trans-esophageal echocardiography. 

K. Assistants-at-Surgery in Teaching Hospitals 

 
 1  Although not clear, presumably, CMS’s use of the term “images” would encompass pathology slides and 
the output from other diagnostic testing procedures (e.g., EKG strips). 
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1. Medicare generally does not cover assistants-at-surgery in teaching facilities with 
an approved GME program that:  <42 CFR § 415.190(a); Medicare Claims 
Processing Manual, Chapter 12 §100 1.7> 

a. Operate a training program related to the medical specialty required for the 
procedure, and 

b. Have available a resident in the training program who can serve as an 
assistant-at-surgery. 

2. Medicare will pay for an assistant-at-surgery in a hospital with an approved GME 
program, however, if a qualified resident was unavailable to perform the required 
assistant-at-surgery services.  <Medicare Claims Processing Manual, Chapter 12 § 
100.1.7.A> 

a. In such cases, the assistant-at-surgery services are billed with modifier -82. 

L. Moonlighting Residents 

1. The term “services of moonlighting residents” refers to services performed by 
licensed residents outside the scope of their approved Graduate Medical Education 
(GME) program.  <42 CFR § 415.208(a), Medicare Benefit Policy Manual Chapter 
15 § 30.3.B> 

2. For CY 2021 CMS finalized the permanent expansion of setting in which residents 
can moonlight to include the services of the resident that are not associated with 
their approved Graduate Medical Education (GME) programs and are furnished to 
inpatients of the hospital in which they have their training program   

Services provided to inpatients of a hospital in which a resident’s GME program 
is located that are related to the GME program are not covered physician 
services payable under the physician fee schedule.  Instead, these services are 
payable in the form of direct GME payments.  <42 CFR §415.208 (b)(1)> 

a. For these services to be covered the following conditions must be met and 
documented in the medical record: 

(i) The services are identifiable physician services and meet the conditions for 
payment of physician services to beneficiaries in providers in § 415.102(a). 

(ii) (The  intern or resident is fully licensed to practice medicine, osteopathy, 
dentistry, or podiatry by the State in which the services are performed. 
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(iii) The services performed can be separately identified from those services that 
are required as part of the approved GME program. <CFR §415.208 (b)(i-
iii)> 

 

3. Services of residents that are not related to a resident’s approved GME program; 
but, are performed in the outpatient or emergency department of a hospital in 
which the GME program is located, are covered as physician services payable 
under the physician fee schedule if all of the following criteria are met:   <42 CFR § 
415.208(b)(2), Benefit Policy Manual, Chapter 15 §30.3. B > 

(i) The services are identifiable physician services, and which contribute to the 
diagnosis or treatment of the patient’s condition. 

(ii) The resident is fully licensed to practice medicine, osteopathy, dentistry, or 
podiatry by the state in which the services are performed, and 

(iii) The services can be separately identified from those services that are 
required as part of the approved GME program. 

b. If all of the above criteria are met, the services of a moonlighting resident are 
considered to have been performed by the individual in his or her capacity as a 
physician, not in the capacity of a resident.  In such cases, no payment is 
allowed for “teaching physicians” who may be involved in the resident’s 
services.  <42 CFR § 415.208 (b)(4); Medicare Benefit Policy Manual, Chapter 
15 §30.3. B> 

c. Moonlighting services of a licensed resident furnished outside the scope of the 
resident’s training in a hospital or other setting that does not have an 
approved GME program are separately payable under the Physician Fee 
Schedule.  <42 CFR §§ 415.206(b)(1), 415.208(c); Medicare Benefit Policy 
Manual, Chapter 15 § 30.3.B> 
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is admitted as an inpatient within 3 days), and requires that the modifier be appended to 

the physician preadmission diagnostic and admission-related nondiagnostic services, 

reported with HCPCS/CPT codes, which are subject to the 3-day payment window 

policy. The wholly owned or wholly operated physician’s office will need to manage 

their billing processes to ensure that they bill for their physician services appropriately 

when a related inpatient admission has occurred.  The hospital is responsible for notifying 

the practice of an inpatient admissions for a patient who received services in a wholly 

owned or wholly operated physician office within the 3-day (or, when appropriate,1-day) 

payment window prior to the inpatient stay.  The modifier is effective for claims with 

dates of service on or after January 1, 2012. Wholly owned or wholly operated per their 

readiness to do so. Entities have the discretion to apply these policies for claims with 

dates of service on and after January 1, 2012, but shall comply with these polices no later 

than July 1. 2012. 

 

When the modifier is present on claims for service CMS shall pay 

 

• only the Professional Component (PC) for CPT/HCPCS codes with a 

Technical Component (TC)/PC split that are provided in the 3-day (or, in 

the case of non-IPPS hospitals, 1-day) payment window, and  

 

• The facility rate for codes without a TC/PC split. 

 

Global Surgical Services and the 3-day Payment Window Policy 

 

We note that the time frames associated with 10 and 90 day global surgical packages 

could overlap with the 3-day (or 1-day) payment window policy.   The 3-day payment 

window makes no change in billing surgical services according to global surgical rules, 

and pre- and post-operative services continue to be included in the payment for the 

surgery. However, there may be times when the surgery itself is subject to the three-day 

window policy, as would occur if the surgery were performed within the three-day 

window.  For example, a patient could have a minor surgery in a wholly owned or wholly 

operated physician office and then, due to a complication, be admitted to the hospital as 

an inpatient.  In such cases the modifier shall be appended to the appropriate surgical 

HCPCS/CPT code. 

 

100 - Teaching Physician Services 

(Rev. 811, Issued: 01-13-06, Effective: 01-01-06, Implementation: 02-13-06) 

Definitions 

For purposes of this section, the following definitions apply. 

Resident - An individual who participates in an approved graduate medical education 

(GME) program or a physician who is not in an approved GME program but who is 

authorized to practice only in a hospital setting.  The term includes interns and fellows in 

GME programs recognized as approved for purposes of direct GME payments made by 

the FI.  Receiving a staff or faculty appointment or participating in a fellowship does not 
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by itself alter the status of "resident".  Additionally, this status remains unaffected    

regardless of whether a hospital includes the physician in its full time equivalency count 

of residents. 

Student - An individual who participates in an accredited educational program (e.g., a 

medical school) that is not an approved GME program. A student is never considered to 

be an intern or a resident.  Medicare does not pay for any service furnished by a student.  

See §100.1.1B for a discussion concerning E/M service documentation performed by 

students. 

Teaching Physician - A physician (other than another resident) who involves residents in 

the care of his or her patients. 

Direct Medical and Surgical Services - Services to individual beneficiaries that are 

either personally furnished by a physician or furnished by a resident under the 

supervision of a physician in a teaching hospital making the reasonable cost election for 

physician services furnished in teaching hospitals.  All payments for such services are 

made by the A/B MAC (A) for the hospital. 

Teaching Hospital - A hospital engaged in an approved GME residency program in 

medicine, osteopathy, dentistry, or podiatry. 

Teaching Setting - Any provider, hospital-based provider, or nonprovider setting in 

which Medicare payment for the services of residents is made by the A/B MAC (A) 

under the direct graduate medical education payment methodology or freestanding SNF 

or HHA in which such payments are made on a reasonable cost basis. 

Critical or Key Portion - That part (or parts) of a service that the teaching physician 

determines is (are) a critical or key portion(s).  For purposes of this section, these terms 

are interchangeable. 

Documentation - Notes recorded in the patient's medical records by a resident, and/or 

teaching physician or others as outlined in the specific situations below regarding the 

service furnished.  Documentation may be dictated and typed or hand-written, or 

computer-generated and typed or handwritten.  Documentation must be dated and include 

a legible signature or identity.  Pursuant to 42 CFR 415.172 (b), documentation must 

identify, at a minimum, the service furnished, the participation of the teaching physician 

in providing the service, and whether the teaching physician was physically present. 

In the context of an electronic medical record, the term 'macro' means a command in a 

computer or dictation application that automatically generates predetermined text that is 

not edited by the user. 

When using an electronic medical record, it is acceptable for the teaching physician to 

use a macro as the required personal documentation if the teaching physician adds it 

personally in a secured (password protected) system.  In addition to the teaching 

physician’s macro, either the resident or the teaching physician must provide customized 

information that is sufficient to support a medical necessity determination.  The note in 

the electronic medical record must sufficiently describe the specific services furnished to 

the specific patient on the specific date.  It is insufficient documentation if both the 

resident and the teaching physician use macros only. 
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Physically Present - The teaching physician is located in the same room (or partitioned 

or curtained area, if the room is subdivided to accommodate multiple patients) as the 

patient and/or performs a face-to-face service. 

100.1 - Payment for Physician Services in Teaching Settings Under the 

MPFS 

(Rev. 811, Issued: 01-13-06, Effective: 01-01-06, Implementation: 02-13-06) 

Pursuant to 42 CFR 415.170, services furnished in teaching settings are paid under the 

physician fee schedule if the services are: 

• Personally furnished by a physician who is not a resident;

• Furnished by a resident where a teaching physician was physically present

during the critical or key portions of the service; or

• Certain E/M services furnished by a resident under the conditions contained in

§100.01.C.

In all situations, the services of the resident are payable through either the direct GME 

payment or reasonable cost payments made by the A/B MAC (A). 

100.1.1 - Evaluation and Management (E/M) Services 
(Rev. 11288; Issued: 03-04-22; Effective: 01-01-22; Implementation: 02-15-22) 

A. General Documentation Requirements

Evaluation and Management (E/M) Services -- For a given encounter, the selection of 

the appropriate level of E/M service should be determined according to the code 

definitions in the American Medical Association’s Current Procedural Terminology 

(CPT) book and any applicable documentation guidelines. 

For purposes of payment, E/M services billed by teaching physicians require that 

the medical records must demonstrate:  

• That the teaching physician performed the service or was physically

present during the key or critical portions of the service when 

performed by the resident; and 

• The participation of the teaching physician in the management of the patient.

The presence of the teaching physician during E/M services may be demonstrated by the 

notes in the medical records made by physicians, residents, or nurses.  

B. E/M Service Documentation Provided By Students

Any contribution and participation of students to the performance of a billable 

service (other than the review of systems and/or past family/social history which are 

not separately billable, but are taken as part of an E/M service) must be performed in 
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the physical presence of a teaching physician or physical presence of a resident in a 

service meeting the requirements set forth in this section for teaching physician 

billing. 

 

Students may document services in the medical record. However, the teaching 

physician must verify in the medical record all student documentation or findings, 

including history, physical exam and/or medical decision making. The teaching 

physician must personally perform (or re-perform) the physical exam and medical 

decision making activities of the E/M service being billed, but may verify any student 

documentation of them in the medical record, rather than re-documenting this work. 

 

C. Exception for E/M Services Furnished in Certain Primary Care Centers 
 

Teaching physicians providing E/M services with a GME program granted a primary 

care exception may bill Medicare for lower and mid-level E/M services provided by 

residents. Effective January 1, 2022, teaching physicians may use only medical 

decision making (MDM) for purposes of E/M visit level selection when billing the 

Medicare program under the physician fee schedule for office/outpatient E/M visits 

under this primary care exception. For the E/M codes listed below, teaching physicians 

may submit claims for services furnished by residents in the absence of a teaching 

physician: 
 

 
New Patient Established Patient 

99201 99211 

99202 99212 

99203 99213 
 

Effective January 1, 2005, the following code is included under the primary care 

exception: HCPCS code G0402 (Initial preventive physical examination; face-to-

face visit services limited to new beneficiary during the first 12 months of Medicare 

enrollment). 

 

Effective January 1, 2011, the following codes are included under the primary care 

exception: HCPCS codes G0438 (Annual wellness visit, including personal 

preventive plan service, first visit) and G0439 (Annual wellness visit, including 

personal preventive plan service, subsequent visit). 

 

If a service other than those listed above needs to be furnished, then the general 

teaching physician policy set forth in §100.1 applies. For this exception to apply, a 

center must attest in writing that all the following conditions are met for a particular 

residency program. Prior approval is not necessary, but centers exercising the primary 

care exception must maintain records demonstrating that they qualify for the 

exception. 

 

The services must be furnished in a center located in the outpatient department of a 

hospital or another ambulatory care entity in which the time spent by residents in 
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patient care activities is included in determining direct GME payments to a teaching 

hospital by the hospital’s A/B MAC (A). This requirement is not met when the 

resident is assigned to a physician’s office away from the center or makes home 

visits. In the case of a nonhospital entity, verify with the A/B MAC (A) that the entity 

meets the requirements of a written agreement between the hospital and the entity set 

forth at 42 CFR 413.78(e)(3)(ii). 

 

Under this exception, residents providing the billable patient care service without 

the physical presence of a teaching physician must have completed at least 6 

months of a GME approved residency program. Centers must maintain information 

under the provisions at 42 CFR 413.79(a)(6). 
 

Teaching physicians submitting claims under this exception may not supervise more 

than four residents at any given time and must direct the care from such proximity as to 

constitute immediate availability. Teaching physicians may include residents with less 

than 6 months in a GME approved residency program in the mix of four residents 

under the teaching physician’s supervision.  However, the teaching physician must be 

physically present for the critical or key portions of services furnished by the residents 

with less than 6 months in a GME approved residency program. That is, the primary 

care exception does not apply in the case of residents with less than 6 months in a 

GME approved residency program. 
 

Teaching physicians submitting claims under this exception must: 
 

• Not have other responsibilities (including the supervision of other personnel) 

at the time the service was provided by the residents; 
 

• Have the primary medical responsibility for patients cared for by the residents; 
 

• Ensure that the care provided was reasonable and necessary; 
 

• Review the care provided by the residents during or immediately after each 

visit. This must include a review of the patient’s medical history, the resident’s 

findings on physical examination, the patient’s diagnosis, and treatment plan 

(i.e., record of tests and therapies); and 
 

Patients under this exception should consider the center to be their primary location 

for health care services. The residents must be expected to generally provide care to 

the same group of established patients during their residency training. The types of 

services furnished by residents under this exception include: 
 

• Acute care for undifferentiated problems or chronic care for ongoing 

conditions including chronic mental illness; 
 

• Coordination of care furnished by other physicians and providers; and, 
 

• Comprehensive care not limited by organ system or diagnosis. 
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Residency programs most likely qualifying for this exception include family practice, 

general internal medicine, geriatric medicine, pediatrics, and obstetrics/gynecology. 

 

Certain GME programs in psychiatry may qualify in special situations such as when 

the program furnishes comprehensive care for chronically mentally ill patients. These 

would be centers in which the range of services the residents are trained to furnish, and 

actually do furnish, include comprehensive medical care as well as psychiatric care. 

For example, antibiotics are being prescribed as well as psychotropic drugs. 

 

The patient medical record must document the extent of the teaching physician’s 

participation in the review and direction of the services furnished to each beneficiary.  

The extent of the teaching physician’s participation may be demonstrated by the notes 

in the medical records made by physicians, residents, or nurses. 

 

100.1.2 - Surgical Procedures 
(Rev. 2303, Issued: 09-14-11, Effective: 06-01-11, Implementation: 07-26-11) 

 

In order to bill for surgical, high-risk, or other complex procedures, the teaching 

physician must be present during all critical and key portions of the procedure and be 

immediately available to furnish services during the entire procedure. 

 

A. Surgery (Including Endoscopic Operations) 

 

The teaching surgeon is responsible for the preoperative, operative, and postoperative 

care of the beneficiary.  The teaching physician’s presence is not required during the 

opening and closing of the surgical field unless these activities are considered to be 

critical or key portions of the procedure.  The teaching surgeon determines which 

postoperative visits are considered key or critical and require his or her presence.  If the 

postoperative period extends beyond the patient’s discharge and the teaching surgeon is 

not providing the patient’s follow-up care, then instructions on billing for less than the 

global package in §40 apply.  During non-critical or non-key portions of the surgery, if 

the teaching surgeon is not physically present, he/she must be immediately available to 

return to the procedure, i.e., he/she cannot be performing another procedure.  If 

circumstances prevent a teaching physician from being immediately available, then 

he/she must arrange for another qualified surgeon to be immediately available to assist 

with the procedure, if needed. 

 

1. Single Surgery 

 

When the teaching surgeon is present for the entire surgery, his or her presence may be 

demonstrated by notes in the medical records made by the physician, resident, or 

operating room nurse.  For purposes of this teaching physician policy, there is no required 

information that the teaching surgeon must enter into the medical records. 

 

2. Two Overlapping Surgeries 
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In order to bill Medicare for two overlapping surgeries, the teaching surgeon must be 

present during the critical or key portions of both operations.  Therefore, the critical or 

key portions may not take place at the same time.  When all of the key portions of the 

initial procedure have been completed, the teaching surgeon may begin to become 

involved in a second procedure.  The teaching surgeon must personally document in the 

medical record that he/she was physically present during the critical or key portion(s) of 

both procedures.  When a teaching physician is not present during non-critical or non-key 

portions of the procedure and is participating in another surgical procedure, he/she must 

arrange for another qualified surgeon to immediately assist the resident in the other case 

should the need arise.  In the case of three concurrent surgical procedures, the role of the 

teaching surgeon (but not anesthesiologist) in each of the cases is classified as a 

supervisory service to the hospital rather than a physician service to an individual patient 

and is not payable under the physician fee schedule. 

 

3. Minor Procedures 

 

For procedures that take only a few minutes (five minutes or less) to complete, e.g., 

simple suture, and involve relatively little decision making once the need for the 

operation is determined, the teaching surgeon must be present for the entire procedure in 

order to bill for the procedure. 

 

4. Anesthesia 

 

Medicare pays at the regular fee schedule level if a teaching anesthesiologist is involved 

in a single procedure with one resident.  The teaching physician must document in the 

medical records that he/she was present during all critical (or key) portions of the 

procedure.  The teaching physician’s physical presence during only the preoperative or 

postoperative visits with the beneficiary is not sufficient to receive Medicare payment. If 

an anesthesiologist is involved in concurrent procedures with more than one resident or 

with a resident and a nonphysician anesthetist and the service is furnished prior to 

January 1, 2010, Medicare pays for the anesthesiologist’s services as medical direction. 

 

In those cases where the teaching anesthesiologist is involved in two concurrent 

anesthesia cases with residents on or after January 1, 2004, the teaching anesthesiologist 

may bill the usual base units and anesthesia time for the amount of time he/she is present 

with the resident.  The teaching anesthesiologist can bill base units if he/she is present 

with the resident throughout pre and post anesthesia care.  The teaching anesthesiologist 

should use the “AA” modifier to report such cases.  The teaching anesthesiologist must 

document his/her involvement in cases with residents.  The documentation must be 

sufficient to support the payment of the fee and available for review upon request. 

 

For anesthesia services furnished on or after January 1, 2010, payment may be made 

under the Medicare physician fee schedule at the regular fee schedule level if the teaching 

anesthesiologist is involved in the training of a resident in a single anesthesia case, two 

concurrent anesthesia cases involving residents, or a single anesthesia case involving a 

resident that is concurrent to another case paid under the medical direction rules.  To 
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qualify for payment, the teaching anesthesiologist, or different anesthesiologists in the 

same anesthesia group, must be present during all critical or key portions of the 

anesthesia service or procedure involved.  The teaching anesthesiologist (or another 

anesthesiologist with whom the teaching physician has entered into an arrangement) must 

be immediately available to furnish anesthesia services during the entire procedure.  The 

documentation in the patient’s medical records must indicate the teaching physician’s 

presence during all critical or key portions of the anesthesia procedure and the immediate 

availability of another teaching anesthesiologist as necessary. 

If different teaching anesthesiologists are present with the resident during the key or 

critical periods of the resident case, the NPI of the teaching anesthesiologist who started 

the case must be indicated in the appropriate field on the claim form. 

The teaching anesthesiologist should use the “AA” modifier and the “GC” certification 

modifier to report such cases.  See §50 B. and §0 K. 

5. Endoscopy Procedures

To bill Medicare for endoscopic procedures (excluding endoscopic surgery that follows 

the surgery policy in subsection A, above), the teaching physician must be present during 

the entire viewing.  The entire viewing starts at the time of insertion of the endoscope and 

ends at the time of removal of the endoscope.  Viewing of the entire procedure through a 

monitor in another room does not meet the teaching physician presence requirement. 

6. Interpretation of Diagnostic Radiology and Other Diagnostic Tests

Medicare pays for the interpretation of diagnostic radiology and other diagnostic tests if 

the interpretation is performed by or reviewed with a teaching physician.  If the teaching 

physician’s signature is the only signature on the interpretation, Medicare assumes that 

he/she is indicating that he/she personally performed the interpretation.  If a resident 

prepares and signs the interpretation, the teaching physician must indicate that he/she has 

personally reviewed the image and the resident’s interpretation and either agrees with it 

or edits the findings.  Medicare does not pay for an interpretation if the teaching 

physician only countersigns the resident’s interpretation. 

100.1.3 - Psychiatry 
(Rev. 811, Issued: 01-13-06, Effective: 01-01-06, Implementation: 02-13-06) 

The general teaching physician policy set forth in §100.1 applies to psychiatric services.  

For certain psychiatric services, the requirement for the presence of the teaching 

physician during the service may be met by concurrent observation of the service by use 

of a one-way mirror or video equipment.  Audio-only equipment does not satisfy to the 

physical presence requirement.  In the case of time-based services such as individual 

medical psychotherapy, see §100.1.4, below.  Further, the teaching physician supervising 

the resident must be a physician, i.e., the Medicare teaching physician policy does not 

apply to psychologists who supervise psychiatry residents in approved GME programs. 
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100.1.4 - Time-Based Codes 
(Rev. 11288; Issued: 03-04-22; Effective: 01-01-22; Implementation: 02-15-22) 

For procedure codes determined on the basis of time, the teaching physician must be 

present for the period of time for which the claim is made.  For example, a code that 

specifically describes a service of from 20 to 30 minutes may be paid only if the teaching 

physician is physically present for 20 to 30 minutes.  Do not add time spent by the 

resident in the absence of the teaching physician to time spent by the resident and 

teaching physician with the beneficiary or time spent by the teaching physician alone 

with the beneficiary.  Examples of codes falling into this category include: 

• Individual medical psychotherapy (HCPCS codes 90804 - 90829);

• Critical care services (CPT codes 99291-99292);

• Hospital discharge day management (CPT codes 99238-99239);

E/M codes in which counseling and/or coordination of care dominates (more than

50 percent) of the encounter, and time is considered the key or controlling factor

to qualify for a particular level of E/M service;

• Office/outpatient E/M visit codes for which total time is used for the visit level

selection.  For purposes of selecting visit level, only count time spent by the

teaching physician performing qualifying activities listed by CPT (with or without

direct patient contact on the date of the encounter), including the time the teaching

physician is present when the resident is performing such activities;

• Prolonged services (CPT codes 99358-99359); and

• Care plan oversight (HCPCS codes G0181 - G0182).

100.1.5 - Other Complex or High-Risk Procedures 
(Rev. 1, 10-01-03) 

In the case of complex or high-risk procedures for which national Medicare policy,  local 

policy, or the CPT description indicate that the procedure requires personal (in person) 

supervision of its performance by a physician, pay for the physician services associated 

with the procedure only when the teaching physician is present with the resident.  The 

presence of the resident alone would not establish a basis for fee schedule payment for 

such services.  These procedures include interventional radiologic and cardiologic 

supervision and interpretation codes, cardiac catheterization, cardiovascular stress tests, 

and trans-esophageal echocardiography. 

100.1.6 - Miscellaneous 
(Rev. 1458, Issued: 02-22-08, Effective: 03-24-08, Implementation: 03-24-08) 
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In the case of maternity services furnished to women who are eligible for Medicare, 

apply the physician presence requirement for both types of delivery as A/B MACs (B) 

would for surgery.  In order to bill for the procedure, the teaching physician must be 

present for the delivery.  These procedure codes are somewhat different from other 

surgery codes in that there are separate codes for global obstetrical care (prepartum, 

delivery, and postpartum) and for deliveries only.  In situations in which the teaching 

physician’s only involvement was at the time of delivery, the teaching physician should 

bill the delivery only code.  In order to bill for the global procedures, the teaching 

physician must be present for the minimum indicated number of visits when such a 

number is specified in the description of the code.  This policy differs from the policy on 

general surgical procedures under which the teaching physician is not required to be 

present for a specified number of visits. 

 

In the case of end stage renal related visits furnished under the monthly capitation 

payment method (MCP), the physician presence policy as discussed in §100.1 applies.  

Patient visits furnished by residents may be counted toward the MCP visits if the teaching 

MCP physician is physically present during the visit. The teaching physician may utilize 

the resident’s notes, however the teaching physician must document his or her physical 

presence during the visit(s) furnished by the resident and that he or she reviewed the 

resident’s notes.  The teaching physician could document these criteria as part of an 

extensive once a month MCP note. 

 

100.1.7 - Assistants at Surgery in Teaching Hospitals 
(Rev. 811, Issued: 01-13-06, Effective: 01-01-06, Implementation: 02-13-06) 

 

A. General 

 

A/B MACs (B) do not pay for the services of assistants at surgery furnished in a teaching 

hospital which has a training program related to the medical specialty required for the 

surgical procedure and has a qualified resident available to perform the service unless the 

requirements of one of subsections C, D, or E are met. Each teaching hospital has a 

different situation concerning numbers of residents, qualifications of residents, duties of 

residents, and types of surgeries performed. 

 

Contact those affected by these instructions to learn the circumstances in individual 

teaching hospitals.  There may be some teaching hospitals in which A/B MACs (B) can 

apply a presumption about the availability of a qualified resident in a training program 

related to the medical specialty required for the surgical procedures, but there are other 

teaching hospitals in which there are often no qualified residents available.  This may be 

due to their involvement in other activities, complexity of the surgery, numbers of 

residents in the program, or other valid reasons. A/B MACs (B) process assistant at 

surgery claims for services furnished in teaching hospitals on the basis of the following 

certification by the assistant, or through the use of modifier -82 which indicates that a 

qualified resident surgeon was not available.  This certification is for use only when the 

basis for payment is the unavailability of qualified residents. 
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I understand that §1842(b)(7)(D) of the Act (follow the link and select the applicable 

title) generally prohibits Medicare physician fee schedule payment for the services 

of assistants at surgery in teaching hospitals when qualified residents are available to 

furnish such services. I certify that the services for which payment is claimed were 

medically necessary and that no qualified resident was available to perform the 

services. I further understand that these services are subject to post-payment review 

by the A/B MAC (B). 

 

A/B MACs (B) retain the claim and certification for four years and conduct post-payment 

reviews as necessary.  For example, A/B MACs (B) investigate situations in which it is 

always certified that there are no qualified residents available, and undertake recovery if 

warranted. 

 

Assistant at surgery claims denied based on these instructions do not qualify for payment 

under the limitation on liability provision. 

 

B. Definition 

 

An assistant at surgery is a physician who actively assists the physician in charge of a 

case in performing a surgical procedure.  (Note that a nurse practitioner, physician 

assistant or clinical nurse specialist who is authorized to provide such services under 

State law can also serve as an assistant at surgery).  The conditions for coverage of such 

services in teaching hospitals are more restrictive than those in other settings because of 

the availability of residents who are qualified to perform this type of service. 

 

C. Exceptional Circumstances 

 

Payment may be made for the services of assistants at surgery in teaching hospitals, 

subject to the special limitation in §20.4.3 notwithstanding the availability of a qualified 

resident to furnish the services.  There may be exceptional medical circumstances (e.g., 

emergency, life-threatening situations such as multiple traumatic injuries) which require 

immediate treatment.  There may be other situations in which the medical staff may find 

that exceptional medical circumstances justify the services of a physician assistant at 

surgery even though a qualified resident is available. 

 

D. Physicians Who Do Not Involve Residents in Patient Care 

 

Payment may be made for the services of assistants at surgery in teaching hospitals, 

subject to the limitations in §20.4.3, above, if the primary surgeon has an across-the-

board policy of never involving residents in the preoperative, operative, or postoperative 

care of his or her patients.  Generally, this exception is applied to community physicians 

who have no involvement in the hospital’s GME program.  In such situations, payment 

may be made for reasonable and necessary services on the same basis as would be the 

case in a nonteaching hospital.  However, if the assistant is not a physician primarily 

engaged in the field of surgery, no payment be made unless either of the criteria of 

subsection E is met. 
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E. Multiple Physician Specialties Involved in Surgery 

 

Complex medical procedures, including multistage transplant surgery and coronary 

bypass, may require a team of physicians. In these situations, each of the physicians 

performs a unique, discrete function requiring special skills integral to the total 

procedure.  Each physician is engaged in a level of activity different from assisting the 

surgeon in charge of the case.  The special payment limitation in §20.4.3 is not applied.  

If payment is made on the basis of a single team fee, additional claims are denied.  The 

A/B MAC (B) will determine which procedures performed in the service area require a 

team approach to surgery.  Team surgery is paid for on a “By Report” basis. 

 

The services of physicians of different specialties may be necessary during surgery when 

each specialist is required to play an active role in the patient’s treatment because of the 

existence of more than one medical condition requiring diverse, specialized medical 

services.  For example, a patient’s cardiac condition may require a cardiologist be present 

to monitor the patient’s condition during abdominal surgery.  In this type of situation, the 

physician furnishing the concurrent care is functioning at a different level than that of an 

assistant at surgery, and payment is made on a regular fee schedule basis. 

 

100.1.8 - Physician Billing in the Teaching Setting 
(Rev. 2303, Issued: 09-14-11, Effective: 06-01-11, Implementation: 07-26-11) 

 

A. A/B MAC (B) Claims 

 

The method by which services performed in a teaching setting must be billed is 

determined by the manner in which reimbursement is made for such services.  For A/B 

MACs (B), the shared system suspends claims submitted by a teaching physician, for 

review. 

 

B. Billing Modifiers 

 

Effective January 1, 1997, services furnished by teaching physicians involving a resident 

in the care of their patients must be identified as such on the claim.  To be payable, 

claims for services furnished by teaching physicians involving a resident must comply 

with the requirements in sections 100.1 through 100.1.6 of this chapter, as applicable.  

Claims for services meeting these requirements must show either the GC or GE modifier 

as appropriate and described below. 

 

1. Teaching Physician Services that Meet the Requirement for Presence During the 

Key/Critical Portion of the Service 

 

Claims for teaching physician services in compliance with the requirements outlined in 

sections 100.1 -100.1.6 of this chapter must include a GC modifier for each service, 

unless the service is furnished under the primary care center exception described in 

section 100.1.1C (refer to number 2, below).  When a physician (or other appropriate 
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billing provider) places the GC modifier on the claim, he/she is certifying that the 

teaching physician has complied with the requirements in sections 100.1 through 100.1.6. 

 

2. Teaching Physician Services Under the Exception for E/M Services Furnished in 

Primary Care Centers 

 

Teaching physicians who meet the requirements in section 100.1.1C of this chapter must 

provide their A/B MAC (B) with an attestation that they meet the requirements. Claims 

for services furnished by teaching physicians under the primary care center exception 

must include the GE modifier on the claim for each service furnished under the primary 

care center exception. 

 

100.2 - Interns and Residents 
(Rev. 1, 10-01-03) 

B3-2020.8, B3-8030 

 

An attending physician’s services to beneficiaries in a teaching setting are covered under 

the supplementary medical insurance program.  Many physicians rendering such services 

are on the faculty of a medical school or have arrangements with providers to supervise 

and teach interns and residents.  Payment may be made for professional services to a 

beneficiary by an “attending” physician where the attending physician provides personal 

identifiable direction to interns or residents who are participating in the care of this 

patient. 

 

See the Medicare Benefit Policy Manual, Chapter 15, for services furnished by interns 

and residents within and outside the scope of an approved training program. 

 

110 - Physician Assistant (PA) Services Payment Methodology 
(Rev. 2656, Issuance: 02-07-13, Effective: 02-19-13, Implementation: 02-19-13) 

 

See chapter 15, section 190 of the Medicare Benefit Policy Manual, pub. 100-02, for 

coverage policy for physician assistant (PA) services. 

 

Physician assistant services are paid at 80 percent of the lesser of the actual charge or 85 

percent of what a physician is paid under the Medicare Physician Fee Schedule. There is 

a separate payment policy for paying for PA assistant-at-surgery services.  See section 

110.2 of this chapter. 

 

110.1 - Global Surgical Payments 
(Rev. 2656, Issuance: 02-07-13, Effective: 02-19-13, Implementation: 02-19-13) 

 

When a PA furnishes services to a patient during a global surgical period, A/B MACs (B) 

shall determine the level of PA involvement in furnishing part of the surgeon’s global 

surgical package consistent with their current practice for processing such claims.  PA 

services furnished during a global surgical period shall be paid at 80 percent of the lesser 

of the actual charge or 85 percent of what a physician is paid under the Medicare 
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Where a supplier breaches an agreement to make a prosthesis, brace, or other custom-
made device for a Medicare beneficiary, e.g., an unexcused failure to provide the article 
within the time specified in the contract, payment may not be made for any work or 
material expended on the item.  Whether a particular supplier has lived up to its 
agreement, of course, depends on the facts in the individual case. 

30 - Physician Services 
(Rev. 10639; Issued: 03-12-2021; Effective: 01-01-2021; Implementation: 04-12-
2021) 

A. General

Physician services are the professional services performed by a physician or physicians 
for a patient including diagnosis, therapy, surgery, consultation, and care plan oversight. 

The physician must render the service for the service to be covered. (See Pub. 100-01, 
Medicare General Information, Eligibility, and Entitlement Manual, Chapter 5, §70, for 
definition of physician.)  A service may be considered to be a physician’s service where 
the physician either examines the patient in person or is able to visualize some aspect of 
the patient’s condition without the interposition of a third person’s judgment.  Direct 
visualization would be possible by means of x-rays, electrocardiogram and 
electroencephalogram tapes, tissue samples, etc. 

For example, the interpretation by a physician of an actual electrocardiogram or 
electroencephalogram reading that has been transmitted via telephone (i.e., electronically 
rather than by means of a verbal description) is a covered service. 

Professional services of the physician are covered if provided within the United States, 
and may be performed in a home, office, institution, or at the scene of an accident.  A 
patient’s home, for this purpose, is anywhere the patient makes his or her residence, e.g., 
home for the aged, a nursing home, a relative’s home. 

B. Consultations

As of January 1, 2010, CMS no longer recognizes consultation codes for Medicare 
payment, except for inpatient telehealth consultation HCPCS G-codes.  Instead, 
physicians and qualified nonphysician practitioners are instructed to bill a new or 
established patient office/outpatient visit CPT code or appropriate hospital or nursing 
facility care code.  For further detail regarding reporting services that would otherwise be 
described by the CPT consultation codes (99241-99245 and 99251-99255), see Pub. 100-
04, Medicare Claims Processing Manual, chapter 12, section 30.6.  For detailed 
instructions regarding reporting telehealth consultation services and other telehealth 
services, see Pub. 100-04, chapter 12, section 190.3. 

C. Patient-Initiated Second Opinions

11-30

Ve
rsi

on
 0

2/
15

/2
02

3 

Ch
ec

k f
or

 U
pd

at
es

Ydevay
Key



Patient-initiated second opinions that relate to the medical need for surgery or for major 
nonsurgical diagnostic and therapeutic procedures (e.g., invasive diagnostic techniques 
such as cardiac catheterization and gastroscopy) are covered under Medicare.  In the 
event that the recommendation of the first and second physician differs regarding the 
need for surgery (or other major procedure), a third opinion is also covered.  Second and 
third opinions are covered even though the surgery or other procedure, if performed, is 
determined not covered.  Payment may be made for the history and examination of the 
patient, and for other covered diagnostic services required to properly evaluate the 
patient’s need for a procedure and to render a professional opinion.  In some cases, the 
results of tests done by the first physician may be available to the second physician. 
 
D.  Concurrent Care 
 
Concurrent care exists where more than one physician renders services more extensive 
than consultative services during a period of time.  The reasonable and necessary services 
of each physician rendering concurrent care could be covered where each is required to 
play an active role in the patient’s treatment, for example, because of the existence of 
more than one medical condition requiring diverse specialized medical services. 
 
In order to determine whether concurrent physicians’ services are reasonable and 
necessary, the A/B MAC (B) must decide the following: 
 

1. Whether the patient’s condition warrants the services of more than one physician 
on an attending (rather than consultative) basis, and 

 
2. Whether the individual services provided by each physician are reasonable and 

necessary. 
 

In resolving the first question, the A/B MAC (B) should consider the specialties of the 
physicians as well as the patient’s diagnosis, as concurrent care is usually (although not 
always) initiated because of the existence of more than one medical condition requiring 
diverse specialized medical or surgical services.  The specialties of the physicians are an 
indication of the necessity for concurrent services, but the patient’s condition and the 
inherent reasonableness and necessity of the services, as determined by the A/B MAC 
(B)’s medical staff in accordance with locality norms, must also be considered.  For 
example, although cardiology is a sub-specialty of internal medicine, the treatment of 
both diabetes and of a serious heart condition might require the concurrent services of 
two physicians, each practicing in internal medicine but specializing in different sub-
specialties. 
 
While it would not be highly unusual for concurrent care performed by physicians in 
different specialties (e.g., a surgeon and an internist) or by physicians in different 
subspecialties of the same specialty (e.g., an allergist and a cardiologist) to be found 
medically necessary, the need for such care by physicians in the same specialty or 
subspecialty (e.g., two internists or two cardiologists) would occur infrequently since in 
most cases both physicians would possess the skills and knowledge necessary to treat the 
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patient.  However, circumstances could arise which would necessitate such care.  For 
example, a patient may require the services of two physicians in the same specialty or 
sub-specialty when one physician has further limited his or her practice to some unusual 
aspect of that specialty, e.g., tropical medicine.  Similarly, concurrent services provided 
by a family physician and an internist may or may not be found to be reasonable and 
necessary, depending on the circumstances of the specific case.  If it is determined that 
the services of one of the physicians are not warranted by the patient’s condition, 
payment may be made only for the other physician’s (or physicians’) services. 
 
Once it is determined that the patient requires the active services of more than one 
physician, the individual services must be examined for medical necessity, just as where 
a single physician provides the care.  For example, even if it is determined that the patient 
requires the concurrent services of both a cardiologist and a surgeon, payment may not be 
made for any services rendered by either physician which, for that condition, exceed 
normal frequency or duration unless there are special circumstances requiring the 
additional care. 
 
The A/B MAC (B) must also assure that the services of one physician do not duplicate 
those provided by another, e.g., where the family physician visits during the post-
operative period primarily as a courtesy to the patient. 
 
Hospital admission services performed by two physicians for the same beneficiary on the 
same day could represent reasonable and necessary services, provided, as stated above, 
that the patient’s condition necessitates treatment by both physicians.  The level of 
difficulty of the service provided may vary between the physicians, depending on the 
severity of the complaint each one is treating and that physician’s prior contact with the 
patient.  For example, the admission services performed by a physician who has been 
treating a patient over a period of time for a chronic condition would not be as involved 
as the services performed by a physician who has had no prior contact with the patient 
and who has been called in to diagnose and treat a major acute condition. 
 
A/B MACs (B) should have sufficient means for identifying concurrent care situations.  
A correct coverage determination can be made on a concurrent care case only where the 
claim is sufficiently documented for the A/B MAC (B) to determine the role each 
physician played in the patient’s care (i.e., the condition or conditions for which the 
physician treated the patient).  If, in any case, the role of each physician involved is not 
clear, the A/B MAC (B) should request clarification. 
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E.  Completion of Claims Forms 
 
Separate charges for the services of a physician in completing a Form CMS-1500, a 
statement in lieu of a Form CMS-1500, or an itemized bill are not covered.  Payment for 
completion of the Form CMS-1500 claim form is considered included in the fee schedule 
amount. 
 
F.  Care Plan Oversight Services 
 
Care plan oversight is supervision of patients under care of home health agencies or 
hospices that require complex and multidisciplinary care modalities involving regular 
physician development and/or revision of care plans, review of subsequent reports of 
patient status, review of laboratory and other studies, communication with other health 
professionals not employed in the same practice who are involved in the patient’s care, 
integration of new information into the care plan, and/or adjustment of medical therapy. 
 
Such services are covered for home health and hospice patients, but are not covered for 
patients of skilled nursing facilities (SNFs), nursing home facilities, or hospitals. 
 
These services are covered only if all the following requirements are met: 
 

1. The beneficiary must require complex or multi-disciplinary care modalities 
requiring ongoing physician involvement in the patient’s plan of care; 

 
2. The care plan oversight (CPO) services should be furnished during the period in 

which the beneficiary was receiving Medicare covered HHA or hospice services; 
 
3. The physician who bills CPO must be the same physician who signed the home 

health or hospice plan of care; 
 
4. The physician furnished at least 30 minutes of care plan oversight within the 

calendar month for which payment is claimed.  Time spent by a physician’s nurse 
or the time spent consulting with one’s nurse is not countable toward the 30-
minute threshold.  Low-intensity services included as part of other evaluation and 
management services are not included as part of the 30 minutes required for 
coverage; 

 
5. The work included in hospital discharge day management (codes 99238-99239) 

and discharge from observation (code 99217) is not countable toward the 30 
minutes per month required for work on the same day as discharge but only for 
those services separately documented as occurring after the patient is actually 
physically discharged from the hospital; 

 
6. The physician provided a covered physician service that required a face-to-face 

encounter with the beneficiary within the 6 months immediately preceding the 
first care plan oversight service.  Only evaluation and management services are 
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acceptable prerequisite face-to-face encounters for CPO. EKG, lab, and surgical 
services are not sufficient face-to-face services for CPO; 

7. The care plan oversight billed by the physician was not routine post-operative
care provided in the global surgical period of a surgical procedure billed by the
physician;

8. If the beneficiary is receiving home health agency services, the physician did not
have a significant financial or contractual interest in the home health agency.  A
physician who is an employee of a hospice, including a volunteer medical
director, should not bill CPO services.  Payment for the services of a physician
employed by the hospice is included in the payment to the hospice;

9. The physician who bills the care plan oversight services is the physician who
furnished them;

10. Services provided incident to a physician’s service do not qualify as CPO and do
not count toward the 30-minute requirement;

11. The physician is not billing for the Medicare end stage renal disease (ESRD)
capitation payment for the same beneficiary during the same month; and

12. The physician billing for CPO must document in the patient’s record the services
furnished and the date and length of time associated with those services.

G. Medical Record Documentation for Part B Services

This medical record documentation requirement applies to Part B professional services 
that are paid under the Medicare physician fee schedule.  Accordingly, for Part B covered 
services, the certified nurse-midwife, nurse practitioner, physician assistant, clinical nurse 
specialist, and any individual who is authorized under Medicare law to furnish and bill 
for their professional services, whether or not they are acting in a teaching role, may 
review and verify (sign and date), rather than re-document notes in a patient’s medical 
record made by physicians, residents, nurses, and students (including students in therapy 
or other clinical disciplines), or other members of the medical team, including as 
applicable, notes documenting the physician or nonphysician practitioner’s presence and 
participation in the service.   

For documentation requirements specific to E/M services furnished by physicians and 
certain nonphysician practitioners, see Chapter 12, section 30.6 of the Medicare Claims 
Processing Manual, publication 100-04. 
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B3-2020.7, B3-8201, and B3-15016 
 
Part B covers services that attending physicians (other than interns and residents) render 
in the teaching setting to individual patients.  These include such services as reviewing 
the patient’s history and physical exams, personally examining the patient within a 
reasonable time after admission, confirming or revising diagnoses, determining the 
course of treatment to be followed, assuring that any supervision needed by interns or 
residents is furnished, and making frequent review of the patient’s progress.  The medical 
record must contain signed or countersigned notes by the physician which show that the 
physician personally reviewed the patient’s diagnoses, visited the patient at more critical 
times of the illness, and discharged the patient.  For other services, such as surgical 
procedures, notes in the record by interns, residents, or nurses, which indicate that the 
physician was physically present when the service was rendered, are sufficient. 
 
Note that, in order to pay a teaching physician under Part B, the teaching physician must 
at least be present during the key portion of a service rendered by a resident or intern.  
When a resident does a visit without teaching physician presence, the teaching physician 
must repeat the key portions of the visit and have his own documentation in order to get 
paid. 
 
30.3 - Interns and Residents 
(Rev. 1, 10-01-03) 
B3-2020.8, A3-3115 
 
For Medicare purposes, the terms “interns” and “residents” include physicians 
participating in approved postgraduate training programs and physicians who are not in 
approved programs but who are authorized to practice only in a hospital setting, e.g., 
individuals with temporary or restricted licenses, or unlicensed graduates of foreign 
medical schools.  Where a senior resident has a staff or faculty appointment or is 
designated, for example, a “fellow,” it does not change the resident’s status for the 
purposes of Medicare coverage and payment.  As a general rule, the A/B MAC (A) pays 
for services of interns and residents as provider services. 
 
A.  Services Furnished by Interns and Residents Within the Scope of an Approved 
Training Program 
 
Medical and surgical services furnished by interns and residents within the scope of their 
training program are covered as provider services.  Effective with services furnished on 
or after July 1, 1987, provider services includes medical and surgical services furnished 
in a setting that is not part of the provider, where the hospital has agreed to incur all or 
substantially all of the costs of training in the nonprovider facility. 
 
Where the provider does not incur all or substantially all of the training costs and the 
services are performed by a licensed physician, the services are payable under Part B by 
the A/B MAC (B). 
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B.  Services Furnished by Interns and Residents Outside the Scope of an Approved 
Training Program - Moonlighting 
 
Medical and surgical services furnished by interns and residents that are not related to 
their training program, and are performed outside the facility where they have their 
training program, are covered as physician services where the requirements in the first 
two bullets below are met.  Medical and surgical services furnished by interns and 
residents that are not related to their training program, and are performed in an outpatient 
department or emergency room of the hospital where they have their training program, 
are covered as physicians’ services where all three of the following criteria are met: 
 

• The services are identifiable physician services, the nature of which requires 
performance by a physician in person and which contribute to the diagnosis or 
treatment of the patient’s condition; 

 
• The intern or resident is fully licensed to practice medicine, osteopathy, dentistry, 

or podiatry by the State in which the services are performed; and 
 
• The services performed can be separately identified from those services that are 

required as part of the training program. 
 

When these criteria are met, the services are considered to have been furnished by the 
individuals in their capacity as physicians and not in their capacity as interns and 
residents. 
 
30.4 - Optometrist’s Services 
(Rev. 1, 10-01-03) 
B3-2020.25 
 
Effective April 1, 1987, a doctor of optometry is considered a physician with respect to 
all services the optometrist is authorized to perform under State law or regulation.  To be 
covered under Medicare, the services must be medically reasonable and necessary for the 
diagnosis or treatment of illness or injury, and must meet all applicable coverage 
requirements. See the Medicare Benefit Policy Manual, Chapter 16, “General Exclusions 
from Coverage,” for exclusions from coverage that apply to vision care services, and the 
Medicare Claims Processing Manual, Chapter 12, “Physician/Practitioner Billing,” for 
information dealing with payment for items and services furnished by optometrists. 
 
A.  FDA Monitored Studies of Intraocular Lenses 
 
Special coverage rules apply to situations in which an ophthalmologist is involved in a 
Food and Drug Administration (FDA) monitored study of the safety and efficacy of an 
investigational Intraocular Lens (IOL).  The investigation process for IOLs is unique in 
that there is a core period and an adjunct period.  The core study is a traditional, well-
controlled clinical investigation with full record keeping and reporting requirements.  The 
adjunct study is essentially an extended distribution phase for lenses in which only 
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Intentionally 

Blank 
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