My Notes on Today’s CMS Call
on the Initial Preventive
Physical Exam (Not a Physical
Exam) and the Annual Wellness
Visit
Today’s CMS call reviewed the guidelines for the IPPE (Initial
Preventive Physical Exam) and the AWV (Annual Wellness Visit),
what they include and how to code for them.

What is the IPPE (also called the
“Welcome to Medicare Visit”)?
The IPPE is a one-time visit, covered within 12 months after
the effective date of Part B coverage and including:
Review of medical and social history.
Review of risk factors for depression.
Review of functional ability and level of safety.
Measurement of height, weight, body mass index, blood
pressure, visual acuity, and other factors deemed
appropriate.
Discussion of end-of-life planning, if agreed upon by
the patient.
Education, counseling and referrals based on results of
review and evaluation services performed during the
visit, including a brief written plan such as a
checklist, and if appropriate, education, counseling and
referral for obtaining an electrocardiogram (a/k/a EKG,
ECG).
Note that although the IPPE has the word “exam” in it,
there is NO physical exam associated with it. Most

practices attempt to call it the Welcome to Medicare
Visit and try never to use the word “exam” in
association with it.

Who can provide the IPPE?
Physician (doctor of medicine or osteopathy)
Qualified non-physician practitioner including nurse
practitioner physician assistant or Clinical nurse
specialist

How is the IPPE Billed?
G0402
Initial preventive physical examination (not really an
examination); face-to-face visit, services limited to new
beneficiary during the first 12 months of Medicare enrollment,
plus ONE of the following if a electrocardiogram is done.
G0403
Electrocardiogram, routine ECG with 12 leads; performed as a
screening for the initial preventive physical examination with
interpretation and report.
G0404
Electrocardiogram, routine ECG with 12 leads; tracing only,
without interpretation and report, performed as a screening
for the initial preventive physical examination.
G0405
Electrocardiogram, routine ECG with 12 leads; interpretation
and report only, performed as a screening for the initial
preventive physical examination.

What if the IPPE is provided in a
facility?
These services typically are provided in a physician office,

however, when the services are provided in a facility, the
following institutions can bill as follows:
Hospitals for inpatients (TOB 12X) and outpatients (TOB
13x)
Skilled Nursing Facilities for inpatients (TOB 22X)
Rural Health Centers (TOB 71X)
Federally Qualified Health centers (TOB 77X)
Critical Access Hospitals (TOB 85X)

What diagnosis code should be used?
Although a diagnosis code must be reported on the claim, there
are no specific International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM) diagnosis codes
that are required for the IPPE; therefore, Medicare providers
should chose an appropriate ICD-9-CM diagnosis code.

How often can the IPPE and the
screening EKG be performed?
The IPPE (G0402) is a one-time benefit that must be provided
within 12 months of the effective date of a beneficiary’s
Medicare Part B coverage. The screening EKG (G0403, G0404,
G0405), when done as a referral from an IPPE, is also only
covered once during a beneficiary’s lifetime.

How does the provider collect for
the IPPE at time of service?
Effective for dates of services on or after January 1, 2011,
the coinsurance or copayment and deductible are waived for the
IPPE (G0402) only. The deductible and coinsurance still
applies to the screening EKG.

What about screening for the
abdominal aortic aneurysm (AAA)?
A one-time only ultrasound screening for an Abdominal Aortic
Aneurysm (AAA) can be done as the result of a referral from an
IPPE for Medicare beneficiaries with certain risk factors. The
code for billing the AAA ultrasound screening is:
G0389
Ultrasound, B-scan and or real time with image documentation;
AAA screening
Effective for dates of services on or after January 1, 2011,
the co-insurance or co-payment and deductible are waived for
the AAA ultrasound screening (G0389). For more information on
the AAA ultrasound screening done as the result of a referral
from an IPPE, please see the CMS Internet-Only Manual Pub.
100-04, chapter 18, section 110 on the CMS web site.
Please Note!
• The IPPE is a preventive wellness visit and not a routine
physical examination.
• Medicare does not provide coverage for routine physical
exams.

What if other services are provided
during the IPPE?
If other evaluation and management services are provided in
conjunction with the IPPE, use CPT Modifier 25 (Significant,
separately identifiable evaluation and management service by
the same physician on the same day of the procedure or other
service) as follows:
Append to the additional E & M service denoting a
separate Evaluation and Management (E/M) service

furnished with an IPPE.
Cost sharing (coinsurance, copayment and deductible)
applies to the additional (E/M) service.
CPT codes 99201 –99215 may be reported depending on the
clinical appropriateness of the circumstances.
Preventive services identified in CPT code range 99381
through 99397 are not covered by Medicare.
CMS speakers noted that they hoped physician offices
would let patients know when they could incur out-ofpocket expenses.
NOTE: Some of the components of a medically necessary E/M
service (e.g., a portion of history or physical exam portion)
may have been part of the IPPE and should not be included when
determining the most appropriate level of E/M service to be
billed for the medically necessary, separately identifiable,
E/M service.

What is the patient’s
preparing for the IPPE?

role

in

Providers should encourage patient to come prepared with the
following information:
Medical records, including immunization records if the
provider doesn’t already have them;
Family health history in as much detail as possible; and
A full list of medications and supplements, including
calcium and vitamins –how often and how much of each is
taken. (Many providers ask patients to bring their
actual medication and supplement bottles to every visit
so a medication reconciliation can take place and
improved communication about medication can take place.)

What is the AWV?
The Annual Wellness Visit (AWV) was created by the Affordable
Care Act (ACA) and is a new benefit for 2011. Medicare
beneficiaries are eligible for one AWV every 12 months after
they have had Medicare Part B for more than 12 months. This is
a “visit” and not a physical examination. Patients have a
tendency to hear the word “Annual” and think they are getting
an annual physical.
The beneficiary does not need to receive an IPPE to be
eligible for an AWV. However, if the beneficiary did receive
an IPPE, –s/he is eligible for an AWV 12 months following the
IPPE.

What is included in the AWV?
Medical/family history
List of current providers/supplier.
Blood pressure, height, weight, and other routine
measurements.
Detection of any cognitive impairment.
Review (potential) risk factors for
functional ability, and level of safety.

depression,

A written screening schedule (such as a checklist) for
next 5-10 years.
Documentation of risk factors and conditions where
interventions are recommended.
Personalized health advice and referrals for health
education and preventive counseling.

Subsequent AWVs:
Update of medical/family history.
Update of list of current providers/suppliers.
Measurement of weight, blood pressure, and other routine

measurements.
Detection of any cognitive impairment.
Update to the written screening schedule.
Update to the list of risk factors and conditions where
interventions have been recommended.
Update to the personalized health advice and referrals
for health education and preventive counseling

Who can provide an AWV?
A “health professional” meaning a:
Physician
Physician assistant
Nurse practitioner
Clinical nurse specialist
Medical professional (including a health educator, a
registered dietitian, or nutrition professional, or
other licensed practitioner) or a team of such medical
professionals, working under the direct supervision of a
physician

How should the AWV be coded?
The following G-codes identify the AWV for Medicare payment:
G0438
Annual wellness visit, including Personalized Prevention Plan
Service, first visit
G0439
Annual wellness visit, including Personalized Prevention Plan
Service, subsequent visit

Who can bill for the AWV?
These services typically are provided in a physician office.

When the services are provided in a facility, the following
institutions can bill:
Hospital inpatients (TOB 12X) and outpatients (TOB 13x)
Skilled Nursing Facilities inpatients (TOB 22X) and
outpatients (23X)
Rural Health Centers (TOB 71X)
Federally Qualified Health centers (TOB 77X)
Critical Access Hospitals (TOB 85X)
Note: Medicare makes a single fee schedule payment for a
beneficiary’s AWV when provided in a physician office or
hospital outpatient department.

What diagnosis should be used for
the AWV?
Although a diagnosis code must be reported on the claim, there
are no specific International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM) diagnosis codes
that are required for the AWV; therefore, Medicare providers
should chose an appropriate ICD-9-CM diagnosis code or contact
the local Medicare contractor for guidance.

How often can the AWV be performed
First visit (G0438) – once in a lifetime
Subsequent (G0439)-annually (after 12 full months have
passed since the last AWV)

What should be collected at the
time of service?
Effective for dates of services on or after January 1, 2011
co-payment or co-insurance and the Medicare Part B deductible
are waived.

Please Note! AWV is a preventive wellness visit and not a
routine physical examination. Medicare does not provide
coverage for routine physical exams.

What if additional services are
provided at the same time as the
AWV:
If other evaluation and management services are provided in
conjunction with the AWV, use CPT Modifier 25 (Significant,
separately identifiable evaluation and management service by
the same physician on the same day of the procedure or other
service) as follows:
Append to the additional E & M service denoting a
separate Evaluation and Management (E/M) service
furnished with an IPPE.
Cost sharing (co-insurance, co-payment and deductible)
applies to the additional (E/M) service.
CPT codes 99201 –99215 may be reported depending on the
clinical appropriateness of the circumstances.
Preventive services identified in CPT code range 99381
through 99397 are not covered by Medicare,
CMS speakers noted that they hoped physician offices
would let patients know when they could incur out-ofpocket expenses.
NOTE: Some of the components of a medically necessary E/M
service (e.g., a portion of history or physical exam portion)
may have been part of the AWV and should not be included when
determining the most appropriate level of E/M service to be
billed for the medically necessary, separately identifiable,
E/M service.

What is the patient’s
preparing for the AWV?

role

in

Providers should encourage patient to come prepared with the
following information:
Medical records, including immunization records if the
provider doesn’t already have it;
Family health history in as much detail as possible; and
A full list of medications and supplements, including
calcium and vitamins –how often and how much of each is
taken. (Many providers ask patients to bring their
actual medication and supplement bottles to every visit
so a medication reconciliation can take place and
improved communication about medication can take place.)

What is the proposed refinement to
the AWV?
Medicare Physician Fee Schedule CY 2012 Proposed Rule suggests
incorporating the use and results of a Health Risk Assessment
into the provision of personalized prevention plan services
during the AWV.
The proposed rule text is available here.
We welcome public comments before 5pm on August 30,
2011.
Electronically through www.regulations.gov
Hard copy (see instructions in the proposed rule)
CMS staff cannot discuss this topic on today’s call.
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Q: As a RHC, we usually submit one line item for all services
provided on a UB92. How are we supposed to bill this if we are
providing both a preventive service and an E & M on the same
day?
A: This question was not able to be answered. The listener was
asked to send the question to the following email
nationalprovidercall@cms.hhs.gov with the subject line reading
“IPPE/AWV Call Question.”
Q: We are an Article 28 Institution (place of service 22) – do
we still bill the APC separately from the facility?
A: There is not a separate facility payment available, so a
single payment is made to the physician or the facility.
Q: We are a Critical Access Hospital – when we receive an
order for an EKG or ultrasound AAA, what diagnosis is supposed
to come from the physician so that it will pass muster in a
review?
A: The initial answer said the EKG should have a screening
diagnosis and the AAA should have a risk factor diagnosis, but
after a discussion, the listener was asked to send the
question
to
the
following
email:
nationalprovidercall@cms.hhs.gov with the subject line reading
“IPPE/AWV Call Question.”
Q: Does the IPPE have a physical exam as a component? If a
physical exam is provided, should it be billed as a separate E
& M?
A: No physical examination is included. If it is provided, it
should be coded separately.
Q: Are there specific identified screening tools that must be
used for the depression or mental acuity screening?

A: The physician may choose the screening tool for depression
or mental acuity.
Q: We do provider-based billing and our system automatically
splits the G code between facility and professional fees. How
will we recoup the facility portion?
A: Only one payment is made based on the physician fee
schedule.
Q: If Physician Assistants can perform IPPEs and AWVs, does
this mean that the patient must be established since mid-level
providers cannot care for new Medicare patients?
A: This question was not able to be answered. The listener was
asked to send the question to the following email
nationalprovidercall@cms.hhs.gov with the subject line reading
“IPPE/AWV Call Question.”
Q: Is the EKG and AAA screening benefits on the IPPE visit
only? Will CMS ever add the EKG and AAA screening benefits to
the AWV since so many patients don’t take advantage of the
IPPE?
A: We will take this under advisement.
Q: Can G0102 (digital rectal exam) be billed with an AWV?
A: Yes.
Q: RE: Referrals to personalized health advice, health
education, etc? Are these services covered under Medicare or
would these be out-of-pocket expenses for Medicare patients?
A: Would be out-of-pocket unless a covered service.
Q: Will mid-level providers performing AWVs be reimbursed the
same as a physician providing the service?
A: This question was not able to be answered. The listener was
asked to send the question to the following email

nationalprovidercall@cms.hhs.gov with the subject line reading
“IPPE/AWV Call Question.”
Q: Will everyone get the answers that were not provided today
or just the person who sent the email?
A: CMS will not be compiling the answers, but will post
frequently asked questions on their website.
Q: We are getting edits when billing the EKG with the IPPE and
the EKG is being denied.
A.This question was not able to be answered. The listener was
asked to send the question to the following email
nationalprovidercall@cms.hhs.gov with the subject line reading
“IPPE/AWV Call Question.”
Q: Can V70.5 (unspecified health examination) be used as a
diagnosis for IPPE or AWV?
A: Yes, any diagnosis can be used.
Q: Can a medically-necessary EKG (93000) be billed with a IPPE
or AWV?
A: Yes.
Q: What should we do when a Medicare patient refuses the AWV
and wants a traditional preventive visit? Do we get an ABN
signed and charge the 99397 per the patient’s request?
A: Yes. Treat the preventive service the way you would any
other non-covered service.
Q: Can an IPPE be provided with a pap and pelvic?
A: Yes.
Q: If providing an IPPE, pap and pelvic, breast exam and a
physical examination to a Medicare beneficiary, can the
physician choose NOT to bill the patient for the physical

exam?
A: This question was not able to be answered. The listener was
asked to send the question to the following email
nationalprovidercall@cms.hhs.gov with the subject line reading
“IPPE/AWV Call Question.”
Q: We are having problems with Medicare beneficiaries turning
down the IPPE or AWV, asking for an annual physical
examination (preventive service), then getting a bill, then
calling Medicare and the Medicare rep telling the patient that
they should never have been charged.
A: The speakers asked for details about the caller’s
experience in an email to: nationalprovidercall@cms.hhs.gov
with the subject line reading “IPPE/AWV Call Question.”
Q: On the Medicare Preventive Physical Exam form, what is the
“Up and Go” test?
A: This question was not able to be answered due to the form
not being recognized. The listener was asked to send the form
to the following email nationalprovidercall@cms.hhs.gov with
the subject line reading “IPPE/AWV Call Question.”
Q: We are having problems with patients asking for the AWV,
but presenting with medical issues. The patients want the
service without having to pay the deductible or co-insurance.
A: You can bill for an E & M in addition to the AWV, but the
deductible and co-insurance will apply.
Note: if you have a question that was not answered today, you
can
send
it
to
the
following
email
nationalprovidercall@cms.hhs.gov with the subject line reading
“IPPE/AWV Call Question.” Every question will not be able to
be answered, but they will try to answer as many as possible.
Mary Pat’s Suggestions to CMS for future calls:

1. Don’t make presenters with laryngitis participate.
2. C o a c h a l l p r e s e n t e r s i n s p e a k i n g f o r a n a u d i o
presentation – speak slowly, speak loudly, don’t move
your head around (causes volume spikes and dips) and be
cautious of the auditory disruption turning papers and
coughing causes, OR
3. Have a professional or experienced speaker present the
slides – no commentary is being given so the CMS experts
aren’t needed to speak through the slides.
4. Have one facilitator delegating each question to a
specific expert to answer it.

