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1. In order to receive DME through Medicare, you must initially be a Medicare recipient

a. Medicare covers:
i. Individuals over the age of 65

ii. Individuals under the age of 65 with specific disabilities

iii. Individuals (regardless of age) with end-stage renal disease

2. DME is covered by Medicare Part B

a. This part of Medicare assists in covering doctors’ visits and outpatient care, some home health services, and some PT/OT services

b. The beneficiary must pay a monthly premium to be eligible for Part B.  This premium is $104.90/month in 2013.
c. The beneficiary must also pay an annual deductible before Medicare will pay for Part B services.  In 2013, this deductible is $147.00.  

d. With few exceptions, if a beneficiary does not sign up to receive Part B services when he/she is initially eligible to receive them, then the cost will go up 10% each year that the individual does not sign up but is able to sign up.  If the beneficiary does finally sign up to receive Part B, this penalty will follow him/her as long as he/she receives Part B.

3. General guidelines for Medicare coverage of DME

a. Medicare will pay for 80% of the Medicare approved amount for the specific item of DME that is being requested

b. Medicare will require a physician’s prescription for a specific item of DME before they will pay for it

i. It is necessary that the prescription be detailed.  Items that it must contain include:

1. The recipient’s name, Medicare ID number, date of birth, address

2. The physician’s name, signature, address, phone number, and UPIN number

3. The patient’s diagnosis that is leading to the medical necessity of this item of DME

a. This diagnosis must be limiting to the patient’s mobility status.  For example, a general diagnosis of HTN will probably not qualify a patient for an item of DME.  However, if the patient is seeking a walker and has severe OA in his/her knees, that will probably qualify him/her to obtain a walker.

4. The ICD-9 code associated with the patient’s medical diagnosis (ICD-10 codes to be rolled-out shortly, but as of September, 2013, ICD-9 codes are still used)
5. The length of time the patient will likely require the piece of equipment

6. A statement that the patient’s mobility is limited and absolutely requires the use of the specific piece of equipment in order to be mobile

7. A statement that the patient’s mobility cannot be enhanced by using a piece of equipment offering less stability (for example, if the patient is wanting to obtain a wheelchair, the physician must state that the patient’s limited mobility cannot be solved by the use of a cane or a walker)
8. The prescription must be very specific in terms of the type of DME that is being requested.  For example, if Medicare approves payment for a walker, they will typically only pay for the most basic walker on their list of “qualified” walkers.  However, if the patient requires the use of wheels or a seat (known as “upgrades”), then this must be documented on the prescription.  In addition, the reasoning for the need of these “upgrades” must also be documented (for example, if asked for a walker with a seat, a physician might state that the patient has severe emphysema and is unable to walk long distances without needing a rest break).

ii. If an upgrade is necessary (e.g. a seat on a walker), then the provider (the institution providing the equipment to the patient) must fill out an Advanced Beneficiary Notice, otherwise known as an ABN.

1. Medicare will typically pay for the most “basic” model of a piece of equipment that is available.  When an upgrade is requested, Medicare does not initially guarantee that it will be covered.

2. The ABN was developed by Medicare to ensure that patients are being notified when they are indeed receiving an upgraded piece of equipment.  This is to prevent providers from billing Medicare for extra upgrades and expecting beneficiaries to pay for those upgrades out of pocket when Medicare will not cover them.  This has happened in the past, and the beneficiaries were often times not aware that they were receiving upgraded items.  Therefore, when Medicare did not pay for them, the beneficiary was financially responsible to the supplier. 
3. The ABN basically asks the provider to describe in detail the specific items/services that the beneficiary will be receiving, as well as the reasons that Medicare might not pay for those upgrades.  It also states that if Medicare does not pay for those upgrades, then the beneficiary will be financially responsible for them.

4. The beneficiary must then sign and date the form, stating that they understand the information on it.

c. Other information that needs to be obtained by the provider before Medicare will reimburse for DME

i. If the beneficiary has ever received same/similar equipment in the past

1. Typically, if the beneficiary has received same/similar equipment within the last 5 years, they will not cover the purchase of a new piece of the same equipment

2. If the beneficiary has had a change in medical status that requires a new piece of equipment, that information must be conveyed.  The previous medical condition as well as the new medical condition must be documented.
3. If the beneficiary has received same/similar equipment, was it rented or purchased?  

ii. Insurance information

1. Is Medicare the beneficiary’s primary or secondary insurance?  If the patient has insurance other than Medicare, it is important to find out what that other insurance is.
d. Examples of typical items that Medicare may cover (not an all-inclusive list):

i. Canes

ii. Walkers

iii. Crutches

iv. Wheelchairs*
v. Hospital beds

vi. Oxygen

vii. Lift chairs

viii. Patient lifts (manual lift only, not electronic lifts)

ix. Commodes**

e. Examples of items that Medicare will typically not cover (not an all-inclusive list):

i. Raised toilet seats

ii. Grab bars 

iii. Orthopedic shoes

iv. Eyeglasses

f. *:  Wheelchairs must be rented in order for Medicare to provide reimbursement for them.  They can be rented for up to 13 months, then the beneficiary has the option to stop renting the wheelchair (they don’t need it any more) or to purchase the wheelchair.

g. **: Commodes are covered only if the beneficiary is confined to (a) a single room, (b) a single level without a toilet, or (c) a home without a toilet.  Otherwise, Medicare will not cover commodes.

h. Medicare has a list of specific products for which they will reimburse.  These products are listed by their “HCPCS” code. (This refers to the “Healthcare Common Procedural Coding System” code.  CPT codes are level I HCPCS codes.  Level II HCPCS codes refer to products, supplies, and procedures not found in CPT codes).  Social workers and case coordinators/care coordinators are great resources to find out which products are listed on this specific Medicare “approval” list.  You can also visit www.medicare.gov to search for these lists. 

i. For general questions about Medicare coverage, www.medicare.gov is a great website.  It is updated daily, so any changes to Medicare coverage are on this site.

