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• 4915 – The charge for the services represented by the revenue code are included/bundled into the total
facility payment and do not warrant a separate payment or the payment status indicator determines the
service is packaged or excluded from payment

• W3 – Additional payment made on appeal/reconsideration
• 193 – Original payment decision is being maintained. Upon review, it was determined that this was

processed properly
• 1115 – We find the original review to be accurate and are unable to recommend any additional allowance

Issues 

1. What is the recommended payment amount for the services in dispute?
2. Is the requestor entitled to additional reimbursement?

Findings 

1. This dispute regards outpatient hospital facility services with payment subject to 28 Texas Administrative
Code §134.403, requiring the maximum allowable reimbursement (MAR) to be the Medicare facility specific
amount (including outlier payments) applying Medicare Outpatient Prospective Payment System (OPPS)
formulas and factors, as published annually in the Federal Register, with modifications set forth in the rules.
Medicare OPPS formulas and factors are available from the Centers for Medicare and Medicaid Services at
http://www.cms.gov.

Rule §134.403(f)(1) requires the sum of the Medicare facility specific amount and any outlier payments be
multiplied by 200 percent outpatient  services in dispute. , unless a facility or surgical implant provider
requests separate payment of implantables.  Separate reimbursement for implants was not requested.

Medicare assigns an Ambulatory Payment Classification (APC) to OPPS services based on billed procedure
codes and supporting documentation. The APC determines the payment rate. Reimbursement for ancillary
items and services is packaged with the APC payment. CMS publishes quarterly APC rate updates, available at
www.cms.gov.

Reimbursement for the disputed services is calculated as follows:
• Procedure code 36415 has status indicator Q4, for packaged labs; reimbursement is included with

payment for the primary services. Not separately paid unless bill contains only status Q4 HCPCS
codes listed in the Clinical Lab Fee Schedule.

• Procedure code 80048 has status indicator Q4, for packaged labs; reimbursement is included with
payment for the primary services. Not separately paid unless bill contains only status Q4 HCPCS
codes listed in the Clinical Lab Fee Schedule.

• Procedure code 85025 has status indicator Q4, for packaged labs; reimbursement is included with
payment for the primary services. Not separately paid unless bill contains only status Q4 HCPCS
codes listed in the Clinical Lab Fee Schedule.

• Procedure code 85610 has status indicator Q4, for packaged labs; reimbursement is included with
payment for the primary services. Not separately paid unless bill contains only status Q4 HCPCS
codes listed in the Clinical Lab Fee Schedule.

• Procedure code 85730 has status indicator Q4, for packaged labs; reimbursement is included with
payment for the primary services. Not separately paid unless bill contains only status Q4 HCPCS
codes listed in the Clinical Lab Fee Schedule.

• Procedure code 73600 has status indicator Q1, for STV-packaged codes; reimbursement is packaged
with payment for any service assigned status indicator S, T or V. This code is paid separately only if
OPPS criteria are met.

• Procedure code 76000 has status indicator S, for procedures not subject to reduction.  This code is
assigned APC 5523. The OPPS Addendum A rate is $233.04. This is multiplied by 60% for an
unadjusted labor amount of $139.82, in turn multiplied by facility wage index 0.8348 for an adjusted
labor amount of $116.72. The non-labor portion is 40% of the APC rate, or $93.22. The sum of the






