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GENERAL EXPLANATORY NOTES

GN.1.1 The Medicare Benefits Schedule - Introduction
Schedules 6Services

Each professional service contained in the Schedule has been allocated a unique itemlnoatet with the
item number and description for each service is the Schedule fee and Medicare benefit, together with a reference to
an explanatory netrelating to the item (if applicable).

If the service attracts an anaesthetic, the word (Anaes.) appears following the description. Where an operation
qualifies for the payment of benefits for an assistant, the relevant items are identified by thenirofltis word

(Assist.) in the item description. Medicare benefits are not payable for surgical assistance associated with procedures
which have not been so identified.

In some cases two levels of fees are applied to the same service in General Mediozg Seith each level of fee
being allocated a separate item numbBHEne item identified by the letter "S" applies in the case where the procedure
has been rendered by a recognised specialist in the practice of his or her specialty and the patemtéfasrbd.

The item identified by the letter "G" applies in any other circumstance.

Higher rates of benefits are also provided for consultations by a recognised consultant physician where the patient
has been referred by another medical practitionanapproved dental practitioner (oral surgeons).

Differential fees and benefits also apply to services listed in Category 5 (Diagnostic Imaging Services). The
conditions relating to these services are set out in Category 5.

Explanatory Notes

Explanatorynotes relating to the Medicare benefit arrangements and notes that have general application to services
are located at the beginning of the schedule, while notes relating to specific items are located at the beginning of
each Category. While there may beegerence following the description of an item to specific notes relating to that
item, there may also be general notes relating to each Group of items.

GN.1.2 Medicare - an outline

The Medicare Program (‘Medicare") provides access to medical and hsspitees for all Australian residents and
certain categories of visitors to Australia. The Department of Human Services administers Medicare and the
payment of Medicare benefits. The major elements of Medicare are contained in the Health Insurant®, Ast 19
amended, and include the following:

a. Free treatment for public patients in public hospitals.
b. The payment of 'benefits’, or rebates, for professional services listed in the Medicare Benefits Schedule
(MBS). In general, the Medicare benefit is 85%haf Echedule fee, otherwise the benefits are
i. 100% of the Schedule fee for services provided by a general practitionertefawed, non
admitted patients;
ii. 100% of the Schedule fee for services provided on behalf of a general practitioner by a practice
nurse or Aboriginal and Torres Strait Islander health practitioner;
iii. 75% of the Schedule fee for professional services rendered to a patient as part of an episode of
hospital treatment (other than public patients);
iv. 75% of the Schedule fee for professional/gms rendered as part of a privately insured episode of
hospitatsubstitute treatment.

Medicare benefits are claimable only for ‘clinically relevant' services rendered by an appropriate health practitioner.
A ‘clinically relevant' service is one whichdgenerally accepted by the relevant profession as necessary for the
appropriate treatment of the patient.

When a service is not clinically relevant, the fee and payment arrangements are a private matter between the
practitioner and the patient.



Services Isted in the MBS must be rendered according to the provisions of the relevant Commonwealth, State and
Territory laws. For example, medical practitioners must ensure that the medicines and medical devices they use have
been supplied to them in strict accanda with the provisions of the Therapeutic Goods Act 1989.

Where a Medicare benefit has been inappropriately paid, the Department of Human Services may request its return
from the practitioner concerned.

GN.1.3 Medicare benefits and billing practices
Key information on Medicare benefits and billing practices

TheHealth Insurance Act 197&ipulates that Medicare benefits are payable for professional seriices.
professional service is a clinically relevant service which is listed in the MB8edicalservice is clinically
relevant if it is generally accepted in the medical profession as necessary for the appropriate treatment of the patient.

Medical practitioners are free to set their fees for their professional seHiveever, the amount specifiéa the
patient's account must be the amount charged for the service spethiedee may not include a cost of goods or
services which are not part of the MBS service specified on the account.

Billing practices contrary to the Act

A nonclinically relevant servicamust not be included in the charge for a Medicare it€he nonclinically
relevant service must be separately listed on the account and not billed to Medicare.

Goods supplied for the patient's home use (such as wheelchairs, oxygen tamancemads) must not be

included in the consultation chargkledicare benefits are limited to services which the medical practitioner

provides at the time of the consultatioany other services must be separately listed on the account and must not be
billed to Medicare.

Charging part of all of an episode of hospital treatment or a hospital substitute treatment-txeittzu
consultation is prohibitedThis would constitute a false or misleading statement on behalf of the medical
practitioner and n®ledicare benefits would be payable.

An account may not be4issued to include charges and-offpocket expenses excluded in the original account.
The account can only be reissued to correct a genuine error.

Potential consequence of improperly issuingraaccount
The potential consequences for improperly issuing an account are
(a) No Medicare benefits will be paid for the service;

(b) The medical practitioner who issued the account, or authorised its issue, may face charges under sections
128A or 128B of theHealth Insurance Act 1973

(c) Medicare benefits paid as a result of a false or misleading statement will be recoverable from the doctor
under section 129AC of tHdealth Insurance Act 1973

Providers should be aware that the Dépant of Human Services is legally obliged to investigate doctors suspected
of making false or misleading statements, and may refer them for prosecution if the evidence indicates fraudulent
charging to Medicarelf Medicare benefits have been paid inagprately or incorrectly, the Department of Human
Services will take recovery action.

The Department of Human Services (DHS) has developéshiih Pratitioner Guideline for responding to a
request to substantiate that a patient attended a sefhiege is also &lealth Practitioner Gdeline for
substantiating that a specific treatment was performbdse guidelines are located on the DHS website.
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GN.2.4 Provider eligibility for Medicare
To be eligible to provide medical service which will attract Medicare benefits, or to prowdeeseor or on behalf
of another practitioner, practitioners must meet one of the following criteria:

(a) be a recognised specialist, consultant physician or general practitioner; or
(b) be in an approved placement under section 3GA dfidadth Insurarce Act 1973or

(c) be a temporary resident doctor with an exemption under section 19ABHé&itd Insurance Act 1972and
working in accord with that exemption.

Any practitioner who does not satisfy the requirements outlined above may still praetizgn® but their services
will not be eligible for Medicare benefits.

NOTE: New Zealand citizens entering Australia do so under a special temporary entry visa and are regarded as
temporary resident doctors.

NOTE: Itis an offence under Section 19CC of thealth Insurance Act 1978 provide a service without first
informing a patient where a Medicare benefit is not payable for that service (i.e. the service is not listed in the
MBS).

Non-medical practitioners

To be eligible to provide services which valitract Medicare benefits under MBS items 1098977 and MBS
items 8000688000 and 821082140 and 822082215, allied health professionals, dentists, and dental specialists,
participating midwives and participating nurse practitioners must be

(a) regisered according to State or Territory law or, absent such law, be members of a professional association with
uniform national registration requirements; and

(b) registered with the Department of Human Services to provide these services.

GN.2.5 Provider Num bers

Practitioners eligible to have Medicare benefits payable for their services and/or who for Medicare purposes wish to
raise referrals for specialist services and requests for pathology or diagnostic imaging services, niayvafipty

to the Departrant of Human Services for a Medicare provider number for the locations where these
services/referrals/requests will be providdthe form may be downloaded fraime Department of Human Services
website.

For Medicare purposes, an account/receipt issued by a practitioner must include the practitioner's eéther and
the provider number for the location where the service was providise address where the services were
provided.

Medicare provider numbenformation is released in accord with the secrecy provisions di¢h#h Insurance Act
1973(section 130) to authorized external organizations including private health insurers, the Department of
Veterans' Affairs and the Department of Health.

When a pratitioner ceases to practice at a given location they must inform Medicare profgillyre to do so can
lead to the misdirection of Medicare cheques and Medicare information.

Practitioners at practices participating in the Practice Incentives Proghajrs(®uld use a provider number linked

to that practice.Under PIP, only services rendered by a practitioner whose provider number is linked to the PIP will
be considered for PIP payments.

GN.2.6 Locum tenens
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Where a locum tenens will be in a practioe fhore than two weela in a practice for less than two weeks but on a
regular basis, the locum should apply for a provider number for the relevant lodatiomlocum will be in a

practice for less than two weeks and will not be returning theng stimuld contact the Department of Human
Services (provider liaison132 150) to discuss their options (for example, use one of the locum's other provider
numbers).

A locum must use the provider number allocated to the location if

(a) they are an approvegneral practice or specialist trainee with a provider number issued for an approved training
placement; or

(b) they are associated with an approved rural placement under Section 3GAleéltielnsurance Act 1978r

(c) they have access to Medicaraéfits as a result of the issue of an exemption under section 19AB loé i
Insurance Act 1978.e. they have access to Medicare benefits at specific practice locations); or

(d) they will be at a practice which is participating in the Practice InanProgram; or

(e) they are associated with a placement on the MedicarePlus for Other Medical Practitioners (OMPSs) program, the
After Hours OMPs program, the Rural OMPs program or Outer Metropolitan OMPs program.

GN.2.7 Overseas trained doctor
Ten yeamoratorium

Section 19AB of the Health Insurance Act 1973 states that services provided by overseas trained doctors (including
New Zealand trained doctors) and former overseas medical students trained in Australia, will not attract Medicare
benefits for 1Qyears from either

a. their date of registration as a medical practitioner for the purposes of the Health Insurance Act 1973; or
b. their date of permanent residency (the reference date will vary from case to case).

Exclusions- Practitioners who before 1 Janud§97 had

a. registered with a State or Territory medical board and retained a continuing right to remain in Australia; or
b. lodged a valid application with the Australian Medical Council (AMC) to undertake examinations whose
successful completion would normabntitle the candidate to become a medical practitioner.

The Minister of Health and Ageing may grant an overseas trained doctor (OTD) or occupational trainee (OT) an
exemption to the requirements of the ten year moratorium, with or without conditions.afpkying for a
Medicare provider number, the OTD or OT must

a. demonstrate that they need a provider number and that their employer supports their request; and
b. provide the following documentation:
i. Australian medical registration papers; and
ii. acopy of theipersonal details in their passport and all Australian visas and entry stamps; and
iii. a letter from the employer stating why the person requires a Medicare provider number and/or
prescriber number is required; and
iv. a copy of the employment contract.

GN.2.8 Contact details for the Department of Human Services
Changes to Provider Contact Details

It is important that you contact the Department of Human Services promptly of any changes to your preferred
contact details.Your preferred mailing address is used ¢otact you about Medicare provider mattevge require
requests for changes to your preferred contact details to be made by the provider in writing to the Department of
Human Services at:



Medicare

GPO Box 9822

in your capital city
or

By email: medicare.prov@medicareaustralia.gov.au

You may also be able to update some provider details through HPOS
http://www.medicareaustralia.g@u/hpos/index.jsp

MBS Interpretations

The dayto-day administration and payment of benefits under the Medicare arrangements is the responsibility of the
Department of Human Servicekquiries concerning matters of interpretation of MBS items shouttirbeted to
the Department of Human Services at Emagkmbs@humanservices.gov.au

or by phone on 132 150

GN.3.9 Patient eligibility for Medicare

An "eligible person" is a person who resides permanémthustralia. This includes New Zealand citizens and
holders of permanent residence visapplicants for permanent residence may also be eligible persons, depending
on circumstanceskligible persons must enrol with Medicare before they can receidkichliie benefits.

Medicare covers services provided only in Australtadoes not refund treatment or evacuation expenses overseas.

GN.3.10 Medicare cards
ThegreenMedicare card is for people permanently in Australia. Cards may be issued for individizatslies.

Theblue Medicare card bearing the words "INTERIM CARD" is for people who have applied for permanent
residence.

Visitors from countries with which Australia has a Reciprocal Health Care Agreement receive a card bearing the
words "RECIPROCAL HEALTH CARE"

GN.3.11 Visitors to Australia and temporary residents
Visitors and temporary residents in Australia are not eligible for Medicare and should therefore have adequate
private health insurance.

GN.3.12 Reciprocal Health Care Agreements
Australiahas Reciprocal Health Care Agreements with New Zealand, Ireland, the United Kingdom, the Netherlands,
Sweden, Finland, Norway, Italy, Malta, Belgium and Slovenia.

Visitors from these countries are entitled to medically necessary treatment while they\asgralia, comprising

public hospital care (as public patients), Medicare benefits and drugs under the Pharmaceutical Benefits Scheme
(PBS). Visitors must enroll with the Department of Human Services to receive berffitassport is sufficient for
public hospital care and PBS drugs.

Exceptions:

- Visitors from Ireland and New Zealand are entitled to public hospital care and PBS drugs, and should present their
passports before treatment as they are not issued with Medicare cards.
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- Visitors from Italyand Malta are covered for a period of six months only.

The Agreements do not cover treatment as a private patient in a public or private h&saifdé visiting Australia
for the purpose of receiving treatment are not covered.

GN.4.13 General Practice
Some MBS items may only be used by general practitiofeys MBS purposes a general practitioner is a medical
practitioner who is

(a) vocationally registered under section 3F ofilealth Insurance Act973(see General Explanatory Note
below); or

(b) aFellow of the Royal Australian College of General Practitioners (FRACGP), who patrticipates in, and meets the
requirements for the RACGP Quality Assurance and Continuing Medical Education Program; or

(c) a Fellow of the Australian College of Rural and R&rdedicine (FACRRM) who participates in, and meets the
requirements for the ACRRM Quality Assurance and Continuing Medical Education Program; or

(d) is undertaking an approved general practice placement in a training progeithdothe award of FRACGBr
a training program recognised by the RACGP being of an equivalent standard; or

(e) is undertaking an approved general practice placement in a training progeitnefiothe award of FACRRMr
a training program recognised by ACRRM as being of an etgnv standard.

A medical practitioner seeking recognition as an FRACGP should apply to the Department of Human Services,
having completed an application form available from the Department of Human Services's welsiteral

practice trainee should alygo General Practice Education and Training Limited (GPET) for a general practitioner
trainee placementGPET will advise the Department of Human Services when a placement is appGerestal
practitioner trainees need to apply for a provider numbigiguthe appropriate provider number application form
available on the Department of Human Services's website.

Vocational recognition of general practitioners

The only qualifications leading to vocational recognition are FRACGP and FACRRIg criteria fo recognition
as a GP are:

(a) certification by the RACGP that the practitioner
- is a Fellow of the RACGP; and
- practice is, or will be within 28 days, predominantly in general practice; and

- has met the minimum requirements of the RACGP for takingpadntinuing medical education and quality
assurance programs.

(b) certification by the General Practice Recognition Eligibility Committee (GPREC) that the practitioner
- is a Fellow of the RACGP; and
- practice is, or will be within 28, predominantlydgeneral practice; and

- has met minimum requirements of the RACGP for taking part in continuing medical education and quality
assurance programs.

(c) certification by ACRRM that the practitioner

- is a Fellow of ACRRM; and
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- has met the minimum requirentsrof the ACRRM for taking part in continuing medical education and quality
assurance programs.

In assessing whether a practitioner's medical practice is predominantly in general practice, the practitioner must have
at least 50% of clinical time and semicclaimed against Medicare. Regard will also be given as to whether the
practitioner provides a comprehensive primary medical service, including treating a wide range of patients and
conditions using a variety of accepted medical skills and techniquesglipg services away from the practitioner's
surgery on request, for example, home visits and making appropriate provision for the practitioner's patients to have
access to after hours medical care.

Further information on eligibility for recognition shalube directed to:
QI&CPD Program Administrator, RACGP

Tel: 1800 472 247 Email at:gicpd@racgp.org.au

Secretary, General Practice Recognition Eligibility Committee:
Email atmailto: gprec@health.gov.au
Executive Assistant, ACRRM:

Tel: (07) 3105 8200 Email atacrrm@acrrm.org.au

How to apply for vocational recognition

Medical practitioners seeking vocational recognition shaplaly to the Department of Human Services using the
approved Application Form available on the the Department of Human Services website:
www.humanservices.gov.al\pplicants should forward their applicati®, as appropriate, to

The Secretariat

The General Practice Recognition Eligibility Committee
National Registration and Accreditation Scheme Policy Section
MDP 152

Department of Health

GPO Box 9848

CANBERRA ACT 2601

email address: gprec@health.gov.au

The Secretariat

The General Practice Recognition Appeal Committee

National Registration and Accreditation Scheme Policy Section
MDP 152

Department of Health

GPO Box 9848

CANBERRA ACT 2601
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email address: gprac@health.gov.au

The relevant body will forward thepplication together with its certification of eligibility to the Department of
Human Services CEO for processing.

Continued vocational recognition is dependent upon:

(a) the practitioner's practice continuing to be predominantly in general practiceedaral practitioners in the
Register only);and

(b) the practitioner continuing to meet minimum requirements for participation in continuing professional
development programs approved by the RACGP or the ACRRM.

Further information on continuing medicalueation and quality assurance requirements should be directed to the
RACGP or the ACRRM depending on the college through which the practitioner is pursuing, or is intending to
pursue, continuing medical education.

Medical practitioners refused certificati by the RACGP, the ACRRM or GPREC may appeal in writing to The
Secretariat, General Practice Recognition Appeal Committee (GPRAC), National Registration and Accreditation
Scheme Policy Section, MDP 152, Department of Health, GPO Box 9848, Canberr&600T,

Removal of vocational recognition status

A medical practitioner may at any time request the Department of Human Services to remove their name from the
Vocational Register of General Practitioners.

Vocational recognition status can also be revokdteifRACGP, the ACRRM or GPREC certifies to the
Department of Human Services that it is no longer satisfied that the practitioner should remain vocationally
recognised.Appeals of the decision to revoke vocational recognition may be made in writing tA@GRRthe
above address.

A practitioner whose name has been removed from the register, or whose determination has been revoked for any
reason must make a formal application toegister, or for a new determination.

GN.5.14 Recognition as a Specialist 0 r Consultant Physician
A medical practitioner who:

- is registered as a specialist under State or Territory law; or

- holds a fellowship of a specified specialist College and has obtained, after successfully completing an appropriate
course of study, a revant qualification from a relevant College

and has formally applied and paid the prescribed fee, may be recognised by the Minister as a specialist or consultant
physician for the purposes of thiealth Insurance Act 1973

A relevant specialist College maiso give the Department of Human Services' Chief Executive Officer a written
notice stating that a medical practitioner meets the criteria for recognition.

A medical practitioner who is training for a fellowship of a specified specialist College andegaking training
placements in a private hospital or in general practice, may provide services which attract Medicare rebates.
Specialist trainees should consult the information available &dpartment of Human Services' Medicare website

Once the practitioner is recognised as a specialist or consultant physician for the purposdealthiiiasurance
Act 1973 Medicare benefits will & payable at the appropriate higher rate for services rendered in the relevant
speciality, provided the patient has been appropriately referred to them.
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Further information about applying for recognition is available abDimgartment of Human Services' Medicare
website

The Department of Human ServicéBHS) has developed dfealth Practitioner Guideline to substantiate that a
valid referral existed (specialist or consultant physicwlnich is located on the DHS website.

GN.5.15 Emergency Medicine
A practitioner will be acting as ammeergency medicine specialist when treating a patient within 30 minutée of
patient's presentation, and that patient is

€) at risk of serious morbidity or mortality requiring urgent assessment and resuscitation; or
(b) suffering from suspcted acute organ or system failure; or

(c) suffering from an illness or injury where the viability or function of a body part or organ is acutely
threatened; or

(d) suffering from a drug overdose, toxic substance or toxin effect; or

(e) experiencing severe psychiatric disturbance whereby the health of the patient or other people is at immediate
risk; or

® suffering acute severe pain where the viability or function of a body part or organ is suspected to be acutely
threatenedor

(9) suffering acute significant haemorrhage requiring urgent assessment and treatment; and
(h) treated in, or via, a bona fide emergency department in a hospital.

Benefits are not payable where such services are rendered in the agcuilemtegsigency departments or outpatient
departments of public hospitals.

GN.6.16 Referral Of Patients To Specialists Or Consultant Physicians
For certain services provided by specialists and consultant physicians, the Medicare benefit payable is dapendent
acceptable evidence that the service has been provided following referral from another practitioner.

A reference to a referral in this Section does not refer to written requests made for pathology services or diagnostic
imaging services.

What is a Referal?

A "referral" is a request to a specialist or a consultant physician for investigation, opinion, treatment and/or
management of a condition or problem of a patient or for the performance of a specific examination(s) or test(s).

Subject to the exceptisrin the paragraph below, for a valid "referral” to take place

0] the referring practitioner must have undertaken a professional attendance with the patient and turned his
or her mind to the patient's need for referral and have communiedéednt information about the patient to the
specialist or consultant physician (this need not mean an attendance on the occasion of the referral);

(i) the instrument of referral must be in writing as a letter or note to a specialist cortiswdtant physician
and must be signed and dated by the referring practitioner; and

(iii) the specialist or consultant physician to whom the patient is referred must have received the instrument
of referral on or prior to the occasion of {mfessional service to which the referral relates.
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The exceptions to the requirements in paragraph above are that

(a) subparagraphs (i), (ii) and (iii) do not apply to

- a preanaesthesia consultation by a specialist anaesthetist (items16629);
(b) subparagraphs (ii) and (iii) do not apply to

- areferral generated during an episode of hospital treatment, for a service provided or arranged by that hospital,
where the hospital records provide evidence of a referral (including the referaiigipner's signature); or

- an emergency where the referring practitioner or the specialist or the consultant physician was of the opinion
that the service be rendered as quickly as possible; and

(c) subparagraph (iii) does not apply to instanedeere a written referral was completed by a referring practitioner
but was lost, stolen or destroyed.

Examination by Specialist Anaesthetists

A referral is not required in the case pie-anaesthesia consultation items 1787®25. However, for benefite
be payable at the specialist rate for consultations, other thaanpesthesia consultations by specialist anaesthetists
(items 1764017655) a referral is required.

Who can Refer?

The general practitioner is regarded as the primary source of refeCralssreferrals between specialists and/or
consultant physicians should usually occur in consultation with the patient's general practitioner.

Referrals by Dentists or Optometrists or Participating Midwives or Participating Nurse Practitioners
For Mediare benefit purposes, a referral may be made to

0] a recognised specialist:

(a) by a registered dental practitioner, where the referral arises from a dental service; or

(b) by a registered optometrist where the specialist is an ophthalstologi

(c) by a participating midwife where the specialist is an obstetrician or a paediatrician, as clinical need#Adictate.
referral given by a participating midwife is valid until 12 months after the first service given in accordance with the
referraland for | pregnancy only or

(d) by a participating nurse practitioner to specialists and consultant physidiaeferral given by a participating
nurse practitioner is valid until 12 months after the first service given in accordance with the referral.

(i) a consultant physician, by an approved dental practitioner (oral surgeon), where the referral arises out of
a dental service.

In any other circumstances (i.e. a referral to a consultant physician by a dentist, other than an appsargeanal
or an optometrist, or a referral by an optometrist to a specialist other than a specialist ophthalmologist} it is
valid referral. Any resulting consultant physician or specialist attendances will attract Medicare benefits at
unreferred rees.

Registered dentists and registered optometrists may refer themselves to specialists in accordance with the criteria
above, and Medicare benefits are payable at the levels which apply to their referred patients.

Billing

Routine Referrals
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In addition toproviding the usual information required to be shown on accounts, receipts or assignment forms,
specialists and consultant physicians must provide the following details (unless there are special circumstances as
indicated in paragraph below):

- name and either practice address or provider number of the referring practitioner;
- date of referral; and

- period of referral (when other than for 12 months) expressed in months, eg "3", "6" or "18" months, or
"indefinitely" should be shown.

Special Circumstances
(i) Lost, stolen or destroyed referrals.

If a referral has been made but the letter or note of referral has been lost, stolen or destroyed, benefits will be
payable at the referred rate if the accourdeigt or the assignment form shows the name of the referring medical
practitioner, the practice address or provider number of the referring practitioner (if either of these are known to the
consultant physician or specialist) and the words 'Lost refefirhis provision only applies to the initial attendance.

For subsequent attendances to attract Medicare benefits at the referred rate a duplicate or replacement letter of
referral must be obtained by the specialist or the consultant physician.

(i) Emergencies

If the referral occurred in an emergency, benefit will be payable at the referred rate if the account, receipt or
assignment form is endorsed 'Emergency referfdlis provision only applies to the initial attendané®r
subsequent attendancesttract Medicare benefits at the referred rate the specialist/consultant physician must
obtain a letter of referral.

(iii) Hospital referrals.

Private Patients Where a referral is generated during an episode of hospital treatment for a service movided
arranged by that hospital, benefits will be payable at the referred rate if the account, receipt or assignment form is
endorsed 'Referral within (hame of hospital)' and the patient's hospital records show evidence of the referral
(including the referrig practitioner's signature). However, in other instances where a medical practitioner within a
hospital is involved in referring a patient (e.g. to a specialist or a consultant physician in private rooms) the normal
referral arrangements apply, includithge requirement for a referral letter or note and its retention by the specialist
or the consultant physician billing for the service.

Public Hospital Patients

State and Territory Governments are responsible for the provision of public hospital serelagible persons in
accordance with the National Healthcare Agreement.

Bulk Billing

Bulk billing assignment forms should show the same information as detailed abimweever, faster processing of
the claim will be facilitated where the provider numfrather than the practice address) of the referring practitioner
is shown.

Period for which Referral is Valid

The referral is valid for the period specified in the referral which is taken to commence on the date of the specialist's
or consultant physiciamfirst service covered by that referral.

Specialist Referrals
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Where a referral originates from a specialist or a consultant physician, the referral is valid for 3 months, except
where the referred patient is an admitted pati&ot. admitted patients, ¢hreferral is valid for 3 months or the
duration of the admission whichever is the longer.

As it is expected that the patient's general practitioner will be kept informed of the patient's progress, a referral from
a specialist or a consultant physician trinslude the name of the patient's general practitioners and/or practice.
Where a patient is unable or unwilling to nominate a general practitioner or practice this must be stated in the
referral.

Referrals by other Practitioners

Where the referral origates from a practitioner other than those liste8pecialist ReferraJghe referral is valid

for a period of 12 months, unless the referring practitioner indicates that the referral is for a period more or less than
12 months (eg. 3, 6 or 18 months atig indefinitely). Referrals for longer than 12 months should only be used

where the patient's clinical condition requires continuing care and management of a specialist or a consultant
physician for a specific condition or specific conditions.

Definition of a Single Course of Treatment

A single course of treatment involves an initial attendance by a specialist or consultant physician and the continuing
management/treatment up to the stage where the patient is referred back to the care of the refttiomgipri

also includes any subsequent review of the patient's condition by the specialist or the consultant physician that may
be necessary. Such a review may be initiated by either the referring practitioner or the specialist/consultant
physician.

The presentation of an unrelated illness, requiring the referral of the patient to the specialist's or the consultant
physician's care would initiate a new course of treatment in which case a new referral would be required.

The receipt by a specialist orrultant physician of a new referral following the expiration of a previous referral

for the same condition(s) does not necessarily indicate the commencement of a new course of treatment involving
the itemisation of an initial consultatiomn the contining management/treatment situation the new referral is to

facilitate the payment of benefits at the specialist or the consultant physician referred rates rather than the unreferred
rates.

However, where the referring practitioner:

€)) deemstinecessary for the patient's condition to be reviewed; and

(b) the patient is seen by the specialist or the consultant physician outside the currency of the last referral;
and

(© the patient was last seen by the specialist@ctnsultant physician more than 9 months earlier

the attendance following the new referral initiates a new course of treatment for which Medicare benefit would be
payable at the initial consultation rates.

Retention of Referral Letters

The prima facie edence that a valid referral exists is the provision of the referral particulars on the specialist's or
the consultant physician's account.

A specialist or a consultant physician is required to retain the instrument of referral (and a hospital is cequired t
retain the patient's hospital records which show evidence of a referral) for 18 months from the date the service was
rendered.

A specialist or a consultant physician is required, if requested by the Department of Human Services CEO, to

produce to a medt practitioner who is an employee of the Department of Human Services, the instrument of
referral within seven days after the request is received. Where the referral originates in an emergency situation or in
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a hospital, the specialist or consultant pbigsi is required to produce such information as is in his or her possession
or control relating to whether the patient was so treated.

Attendance for Issuing of a Referral

Medicare benefit is attracted for an attendance on a patient even where the etténdalely for the purpose of
issuing a referral letter or notélowever, if a medical practitioner issues a referral without an attendance on the
patient, no benefit is payable for any charge raised for issuing the referral.

Locum-tenens Arrangements

It should be noted that where a repecialist medical practitioner acts as a logemens for a specialist or
consultant physician, or where a specialist acts as a lbenems for a consultant physician, Medicare benefit is
only payable at the level apgmaate for the particular locuitenens, eg, general practitioner level for a general
practitioner locurtenens and specialist level for a referred service rendered by a specialist locum tenens.

Medicare benefits are not payable where a practitioner igligitle to provide services attracting Medicare benefits
acts as a locustenens for any practitioner who is eligible to provide services attracting Medicare benefits.

Fresh referrals are not required for loctenens acting according to accepted medgicattice for the principal of a
practice ie referrals to the latter are accepted as applying to the former and benefit is not payable at the initial
attendance rate for an attendance by a letamens if the principal has already performed an initiahdtace in
respect of the particular instrument of referral.

Self Referral

Medical practitioners may refer themselves to consultant physicians and specialists and Medicare benefits are
payable at referred rates.

GN.7.17 Billing procedures
The Department dfluman Services website contains information on Medicare billing and claiming opRteese
visit theDepartment of Human Servicegbsite for further information.

Bulk billing

Under theHealth Insurarme Act 1973a bulk billing facility for professional services is available to all persons in
Australia who are eligible for a benefit under the Medicare progtémpractitioner bulk bills for a service the
practitioner undertakes to accept the rel¢Wedicare benefit as full payment for the serviéelditional charges
for that service cannot be raisethis includes but is not limited to:

1 any consumables that would be reasonably necessary to perform the service, including bandages and/or
dressings;

1 record keeping fees;

1 a booking fee to be paid before each service, or;

1 an annual administration or registration fee.

Where the patient is bulk billed, an additional chargeardy be raised against the patient by the practitioner where
the patient is pndded with a vaccine or vaccines from the practitioner's own supply held on the practitioner's
premises.This exemption only applies to general practitioners and othespecialist practitioners in association
with attendance items 3 to 96 and 5000265 (inclusive) and only relates to vaccines that are not available to the
patient free of charge through Commonwealth or State funding arrangements or available through the
Pharmaceutical Benefits Scheniehe additional charge must only be to cover tngpdy of the vaccine.

Where a practitioner provides a number of services on the one occasion and claims multiple Medicare items, the
practitioner can choose to bulk bill some or all of those servidéeere some but not all of the services are bulk
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billed a fee may be privately charged for the other service (or services) in excess of the Medicare rebate provided
that that fee is only in relation to that service (or services).

It should be noted that, where a service is not bulk billed, a practitiomgprivately raise an additional charge
against a patient, such as for a consumaBteadditional charge can also be raised where a practitioner does not
bulk bill a patient but instead charges a fee that is equal to the rebate for the Medicare Bendézample, where a
practitioner provides a professional service to which item 23 relates the practitioner could, in place of bulk billing
the patient, charge the rebate for the service and then also raise an additional charge (such as for a consumable)

GN.8.18 Provision for review of individual health professionals

The Professional Services Review (PSR) reviews and investigates service provision by health practitioners to
determine if they have engaged in inappropriate practice when renderingatinigifMedicare services, or when
prescribing or dispensing under the PBS.

Section 82 of thélealth Insurance Act 197@efines inappropriate practice as conduct that is such that a PSR
Committee could reasonably conclude that it would be unacceptablegertbeal body of the members of the
profession in which the practitioner was practicing when they rendered or initiated the services undeftresiew.
also an offence under Section 82 for a person or officer of a body corporate to knowingly, reokleegligently
cause or permit a practitioner employed by the person to engage in such conduct.

The Department of Human Services monitors health practitioners’ claiming patterns. Where the Department of
Human Services detects an anomaly, it may requefitbetor of PSR to review the practitioner's service

provision. On receiving the request, the Director must decide whether to a conduct a review and in which manner
the review will be conductedThe Director is authorized to require that documents iafodrmation be provided.

Following a review, the Director must:
decide to take no further action; or

enter into an agreement with the person under review (which must then be ratified by an independent Determining
Authority); or

refer the matter to a PSR Conittee.

A PSR Committee normally comprises three medically qualified members, two of whom must be members of the
same profession as the practitioner under revidawever, up to two additional Committee members may be
appointed to provide wider range dinical expertise.

The Committee is authorized to:

investigate any aspect of the provision of the referred services, and without being limited by the reasons given in the
review request or by a Director's report following the review;

hold hearings and rege the person under review to attend and give evidence;
require the production of documents (including clinical notes).

The methods available to a PSR Committee to investigate and quantify inappropriate practice are specified in
legislation:

(a) Patterns of Services TheHealth Insurance (Professional Services Review) Regulationssi2e¥y that
when a general practitioner or other medical practitioner reaches or exceeds 80 or more attendances on each of 20 or
more days in a honth period, theare deemed to have practiced inappropriately.
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A professional attendance means a service of a kind mentioned in group Al, A2, A5, A6, A7, A9, All, Al13, Al4,
Al15, A16, A17, A18, A19, A20, A21, A22 or A23 of Part 3 of the General Medical Services Table.

If the practitioner can satisfy the PSR Committee that their pattern of service was as a result of exceptional
circumstances, the quantum of inappropriate practice is reduce accordimghptional circumstances include, but
are not limited to, those settan theRegulations These include:

an unusual occurrence;

the absence of other medical services for the practitioner's patients (having regard to the practice location); and
the characteristics of the patients.

(b) Sampling- A PSR Committee ay use statistically valid methods to sample the clinical or practice records.

(© Generic findings- If a PSR Committee cannot use patterns of service or sampling (for example, there are
insufficient medical records), it can make a 'generic' figdihinappropriate practice.

Additional Information

A PSR Committee may not make a finding of inappropriate practice unless it has given the person under review
notice of its intention to review them, the reasons for its findings, and an opportunitpdgadem reaching their
decision, a PSR Committee is required to consider whether or not the practitioner has kept adequate and
contemporaneous patient records (See general explanatory note G15.1 for more information on adequate and
contemporaneous patiterecords).

The practitioner under review is permitted to make submissions to the PSR Committee before key decisions or a
final report is made.

If a PSR Committee finds that the person under review has engaged in inappropriate practice, the findangs will b
reported to the Determining Authority to decide what action should be taken:

(i) a reprimand;

(i) counselling;

(i) repayment of Medicare benefits; and/or

(iv) complete or partial disqualification from Medicare benefit arrangements for up to three yea
Further information is available from the PSR websitgvw.psr.gov.au

GN.8.19 Medicare Participation Review Committee

The Medicare Participation Review Committee determines what administrative action shtzkerbagainst a
practitioner who:

(a) has been successfully prosecuted for relevant criminal offences;

(b) has breached an Approved Pathology Practitioner undertaking;

(c) has engaged in prohibited diagnostic imaging practices; or

(d) has been found to Y\ engaged in inappropriate practice under the Professional Services Review scheme and
has received Final Determinations on two (or more) occasions.

The Committee can take no further action, counsel or reprimand the practitioner, or determine thaittbegsrac
be disqualified from Medicare for a particular period or in relation to particular services for up to five years.
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Medicare benefits are not payable in respect of services rendered by a practitioner who has been fully disqualified,
or partly disqulified in relation to relevant services under thealth Insurance Act 197&ection 19B applies).

GN.8.20 Referral of professional issues to regulatory and other bodies
TheHealth Insurance Act 1973ovides for the following referral, to an approprieggulatory body:

i. asignificant threat to a person's life or health, when caused or is being caused or is likely to be caused by
the conduct of the practitioner under review; or
ii. astatement of concerns of roompliance by a practitioner with ‘professios&ndards'.

GN.8.21 Comprehensive Management Framework for the MBS

The Government announced the Comprehensive Management Framework for the MBS in b2 BQdget to

improve MBS management and governance into the fuisepart of this framework, thiledical Services

Advisory Committee (MSAC) Terms of Reference and membership have been expanded to provide the Government
with independent expert advice on all new proposed services to be funded through the MBS, as well as on all
proposed amendments to stkig MBS items.Processes developed under the previously funded MBS Quality
Framework are now being integrated with MSAC processes under the Comprehensive Management Framework for
the MBS.

GN.8.22 Medical Services Advisory Committee

The Medical Service8dvisory Committee (MSAC) advises the Minister on the strength of evidence relating to the
safety, effectiveness and cost effectiveness of new and emerging medical services and technologies and under what
circumstances public funding, including listing e MBS, should be supported.

MSAC members are appointed by the Minister and include specialist practitioners, general practitioners, health
economists, a health consumer representative, health planning and administration experts and epidemiologists.

Formore information on the MSAC refer to their websiteww.msac.gov.aor email on
msac.secretariat@health.govaby phoning the MSAC secretariat on (02) 628380.

GN.8.23 Pathology Services Table Committee

This Pathology Services Table Committee comprises six representatives from the interested professions and six
from the Australian Governmentts primary role is to advise the Minister on the need fongba to the structure

and content of the Pathology Services Table (except new medical services and technologies) including the level of
fees.

GN.8.24 Medicare Claims Review Panel

There are MBS items which make the payment of Medicare benefits dependedeamonstrated’ clinical need.
Services requiring prior approval are those covered by items 11222, 11225, 12207, 12215, 12217, 21965, 21997,
30214, 35534, 32501, 42783, 42786, 42789, 42792, 45019, 45020, 45051, 45528, 45557, 45558, 45559, 45585,
45586,45588, 45639.

Claims for benefits for these services should be lodged with the Department of Human Services for referral to the
National Office of the Department of Human Services for assessment by the Medicare Claims Review Panel
(MCRP) and must be accomapied by sufficient clinical and/or photographic evidence to enable the Department of
Human Services to determine the eligibility of the service for the payment of benefits.

Practitioners may also apply to the Department of Human Services for prospegtieeal for proposed surgery.
Applications for approval should be addressed to:

The MCRP Officer
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PO Box 9822

SYDNEY NSW 2001

GN.9.25 Penalties and Liabilities

Penalties of up to $10,000 or imprisonment for up to five years, or both, may be imposgdbensan who makes

a statement (oral or written) or who issues or presents a document that is false or misleading in a material particular
and which is capable of being used with a claim for bendfitsaddition, any practitioner who is found guilty of

such offences by a court shall be subject to examination by a Medicare Participation Review Committee and may be
counselled or reprimanded or may have services wholly or partially disqualified from the Medicare benefit
arrangements.

A penalty of up to $1,0@or imprisonment for up to three months, or both, may be imposed on any person who
obtains a patient's signature on a ditgitiing form without the obligatory details having been entered on the form
before the person signs, or who fails to cause argatiebe given a copy of the completed form.

GN.10.26 Schedule fees and Medicare benefits

Medicare benefits are based on fees determined for each medical service. The fee is referred to in these notes as the
"Schedule fee". The fee for any item listedtie MBS is that which is regarded as being reasonable on average for

that service having regard to usual and reasonable variations in the time involved in performing the service on
different occasions and to reasonable ranges of complexity and techfficaltdiencountered.

In some cases two levels of fees are applied to the same service in General Medical Services, with each level of fee
being allocated a separate item number. The item identified by the letter "S" applies in the case where the procedure
has been rendered by a recognised specialist in the practice of his or her speciality and the patient has been referred.
The item identified by the letter "G" applies in any other circumstances.

Schedule fees are usually adjusted on an annual basis &cBpthology, Diagnostic Imaging and certain other
items.

The Schedule fee and Medicare benefit levels for the medical services contained in the MBS are located with the
item descriptions. Where appropriate, the calculated benefit has been roundatkrdise higher 5 cents.
However, in no circumstances will the Medicare benefit payable exceed the fee actually charged.

There are presently three levels of Medicare benefit payable:

a. 75% of the Schedule fee:
i. for professional services rendered to a patsnpart of an episode of hospital treatment (other
than public patients). Medical practitioners must indicate on their accounts if a medical service is
rendered in these circumstances by placing an asterisk ** directly after an item number where
used; ora description of the professional service, preceded by the word 'patient’;
ii. for professional services rendered as part of an episode of hasphisditute treatment, and the
patient who receives the treatment chooses to receive a benefit from a praltténsearer.
Medical practitioners must indicate on their accounts if a medical service is rendered in these
circumstances by placing the words 'hospstabstitute treatment' directly after an item number
where used; or a description of the professieealice, preceded by the words 'hosgstathstitute
treatment'.
b. 100% of the Schedule fee for noeferred attendances by general practitioners teasnitted patients
and services provided by a practice nurse or Aboriginal and Torres Strait Islandephactitioner on
behalf of a general practitioner.
c. 85% of the Schedule fee, or the Schedule fee less $80.20 (indexed annually in November), whichever is the
greater, for all other professional services.

Public hospital services are to be provided freehafrge to eligible persons who choose to be treated as public
patients in accordance with the National Healthcare Agreement.
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A medical service rendered to a patient on the day of admission to, or day of discharge from hospital, but prior to
admission or sosequent to discharge, will attract benefits at the 85% or 100% level, not 75%. This also applies to a
pathology service rendered to a patient prior to admission. Attendances on patients at a hospital (other than patients
covered by paragraph (i) abovelratt benefits at the 85% level.

The 75% benefit level applies even though a portion of the service (eg. aftercare) may be rendered outside the
hospital. With regard to obstetric items, benefits would be attracted at the 75% level where the confinesent tak
place in hospital.

Pathology tests performed after discharge from hospital on bodily specimens taken during hospitalisation also attract
the 75% level of benefits.

It should be noted that private health insurers can cover the "patient gap" (thatlietbace between the

Medicare rebate and the Schedule fee) for services attracting benefits at the 75% level. Patient's may insure with
private health insurers for the gap between the 75% Medicare benefits and the Schedule fee or for amounts in excess
of the Schedule fee where the doctor has an arrangement with their health insurer.

GN.10.27 Medicare safety nets

The Medicare Safety Nets provide families and singles with an additional rebate-&drtmspital Medicare
services, once annual thresholds seeached. There are two safety nets: the original Medicare safety net and the
extended Medicare safety net.

Original Medicare Safety Net:

Under the original Medicare safety net, the Medicare benefit feoBhospital services is increased to 100%thef
Schedule Fee (up from 85%) once an annual threshold in gap costs is reached. Gap costs refer to the difference
between the Medicare benefit (85%) and the Schedule Fee. The threshold from 1 January 2017 is $453.20. This
threshold applies to all Medicagstigible singles and families.

Extended Medicare Safety Net:

Under the extended Medicare safety net (EMSN), once an annual thresholabfrpouaket costs for oedf-hospital
Medicare services is reached, Medicare will pay for 80% of any futurefqadcket costs for outf-hospital

Medicare services for the remainder of the calendar year. However, where the item has an EMSN benefit cap, there
is a maximum limit on the EMSN benefit that will be paid for that item. Further explanation about EMSN benefit
caps is provided below. Owoff-pocket costs refer to the difference between the Medicare benefit and the fee charged
by the practitioner.

In 2017, the threshold for singles and families that hold Commonwealth concession card, families that received
Family Tax Benefit Part (A) (FTB(A)) and families that qualify for notional FTB (A) is $656.30. The threshold for
all other singles and families in 2017 is $2,056.30.

The thresholds for both safety nets are usually indexed on 1 January each year.

Individualsare automatically registered with the Department of Human Services for the safety nets; however

couples and families are required to register in order to be recognised as a family for the purposes on the safety nets.
In most cases, registered families héhvar expenses combined to reach the safety net thresholds. This may help to
qualify for safety net benefits more quickly. Registration forms can be obtained from the Department of Human
Services offices, or completed online at http://www.humanserviceaigioustomer/services/medicare/medieare
safetynet.

EMSN Benefit Caps:

The EMSN benefit cap is the maximum EMSN benefit payable for that item and is paid in addition to the standard
Medicare rebate. Where there is an EMSN benefit cap in place foethgetite amount of the EMSN cap is
displayed in the item descriptor.
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Once the EMSN threshold is reached, each time the item is claimed the patient is eligible to receive up to the EMSN
benefit cap. As with the safety nets, the EMSN benefit cap only appleg-of-hospital services.

Where the item has an EMSN benefit cap, the EMSN benefit is calculated as 80% ofdhpanket cost for the
service. If the calculated EMSN benefit is less than the EMSN benefit cap; then calculated EMSN rebatd is paid. |
the calculated EMSN benefit is greater than the EMSN benefit cap; the EMSN benefit cap is paid.

For example: Item A has a Schedule fee of $100, theflbspital benefit is $85 (85% of the Schedule fee). The
EMSN benefit cap is $30. Assuming that gaient has reached the EMSN threshold:

o If the fee charged by the doctor for Iltem A is $125, the standard Medicare rebate is $85, witbfgpookét cost
of $40. The EMSN benefit is calculated as $40 x 80% = $32. However, as the EMSN benefit3amidy$$30
will be paid.

o If the fee charged by the doctor for Iltem A is $110, the standard Medicare rebate is $85, witbfgpookét cost
of $25. The EMSN benefit is calculated as $25 x 80% = $20. As this is less than the EMSN benefit cai$20e ful
is paid.

GN.11.28 Services not listed in the MBS

Benefits are not generally payable for services not listed in the \iB®:ever, there are some procedural services
which are not specifically listed because they are regarded as forming parinsuiatoon or else attract benefits
on an attendance basiBor example, intramuscular injections, aspiration needle biopsy, treatment of sebhorreic
keratoses and less than 10 solar keratoses by ablative techniques and closed reduction of the hae (bthgrdat
toe).

Enquiries about services not listed or on matters of interpretation should be directed to the Department of Human
Services on 132 150.

GN.11.29 Ministerial Determinations

Section 3C of thélealth Insurance Act973empowers the Ministeo determine an item and Schedule fee (for the
purposes of the Medicare benefits arrangements) for a service not included in the health insurance Iegfstation.
provision may be used to facilitate payment of benefits for new developed proced@edmagues where close
monitoring is desirableServices which have received section 3C approval are located in their relevant Groups in
the MBS with the notation(Ministerial Determination) ".

GN.12.30 Professional services

Professional services whichtraict Medicare benefits include medical services rendered by or "on behalf of' a
medical practitioner.The latter include services where a part of the service is performed by a technician employed
by or, in accordance with accepted medical practice,qatwdler the supervision of the medical practitioner.

The Health Insurance Regulatiori®75specify that the following medical services will attract benefits only if they
have been personally performed by a medical practitioner on not more than oneopattenbne occasion (i.e. two

or more patients cannot be attended simultaneously, although patients may be seen consecutively), unless a group
session is involved (i.e. Items 1102). The requirement of "personal performance” is met whether or not

assisance is provided, according to accepted medical standards:

(a) All Category 1 (Professional Attendances) items (exceptl’/Z) 342346);

(b) Each of the following items in Group D1 (Miscellaneous Diagnostid)012, 11015, 11@&l 11021,
11212, 11304, 11500, 11600, 11627, 11701, 11712, 11724, 11921, 12000, 12003;

(c) All Group T1 (Miscellaneous Therapeutic) items (except 13020, 13025, 43205, 132123221,
13703, 13706, 13709, 13783760, 139153948, 14050, 148, 14218, 14221 and 14224);

(d) Item 15600 in Group T2 (Radiation Oncology);
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(e) All Group T3 (Therapeutic Nuclear Medicine) items;

) All Group T4 (Obstetrics) items (except 16400 and 16514);
(9) All Group T6 (Anaesthetics) items;

(h) All Group T7 (Regional or Field Nerve Block) items;

0] All Group T8 (Operations) items;

() All Group T9 (Assistance at Operations) items;
(k) All Group T10 (Relative Value Guide for Anaesthsj items.

For the group psychotherapy and family group therapy services covered by Iltems 170, 13421324 and 346,
benefits are payable only if the services have been conducted personally by the medical practitioner.

Medicare benefits are not patyle for these group items or any of the items listed in ((g§)above when the service

is rendered by a medical practitioner employed by the proprietor of a hospital (not being a private hospital), except
where the practitioner is exercising their righiprivate practice, or is performing a medical service outside the

hospital. For example, benefits are not paid when a hospital intern or registrar performs a service at the request of a
staff specialist or visiting medical officer.

Medicare benefits aronly payable for items 123068.2323 when the service is performed by a specialist or
consultant physician in the practice of his or her specialty where the patient is referred by another medical
practitioner.

GN.12.31 Services rendered on behalf of med ical practitioners
Medical services in Categories 2 and 3 not included in G.12.1 and Category 5 (Diagnostic Imaging) services
continue to attract Medicare benefits if the service is rendered by:

(a) the medical practitioner in whose name the serviceitig) lodaimed;

(b) a person, other than a medical practitioner, who is employed by a medical practitioner or, in accordance with
accepted medical practice, acts under the supervision of a medical practitioner.

See Category 6 Notes for Guidance for arrangésmefating to Pathology services.

So that a service rendered by an employee or under the supervision of a medical practitioner may attract a Medicare
rebate, the service must be billed in the name of the practitioner who must accept full responsithilitygéovice.

the Department of Human Services must be satisfied with the employment and supervision arranyéhientse
supervising medical practitioner need not be present for the entire service, they must have a direct involvement in at
least pat of the service.Although the supervision requirements will vary according to the service in question, they

will, as a general rule, be satisfied where the medical practitioner has:

(a) established consistent quality assurance procedures for theaiatit@n; and
(b) personally analysed the data and written the report.

Benefits are not payable for these services when a medical practitioner refers patienemplsgiéd medical or
paramedical personnel, such as radiographers and audiologistsitisraoill the patient or the practitioner
requesting the service.

GN.12.32 Mass immunisation
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Medicare benefits are payable for a professional attendance that includes an immunisation, provided that the actual
administration of the vaccine is not spazfly funded through any other Commonwealth or State Government
program, nor through an international or private organisation.

The location of the service, or advertising of it, or the number of patients presenting together for it, normally do not
indicak a mass immunisation.

GN.13.33 Services which do not attract Medicare benefits
Services not attracting benefits

(a) telephone consultations;

(b) issue of repeat prescriptions when the patient does not attend the surgery in person;

(c) group attendanceatrfless otherwise specified in the item, such as items 170, 171, 172, 342, 344 and 346);
(d) nontherapeutic cosmetic surgery;

(e) euthanasia and any service directly related to the proceldoreever, services rendered for
counselling/assessment aboutheutasia will attract benefits.

Medicare benefits are not payable where the medical expenses for the service
(a) are paid/payable to a public hospital;

(b) are for a compensable injury or iliness for which the patient's insurer or compensation agencggtad ac
liability. (Please note that if the medical expenses relate to a compensable injury/illness for which the
insurer/compensation agency is disputing liability, then Medicare benefits are payable until the liability is
accepted.);

(c) are for a medicaxamination for the purposes of life insurance, superannuation, a provident account scheme, or
admission to membership of a friendly society;

(d) are incurred in mass immunisation (see General Explanatory Note 12.3 for further explanation).
Unless the Mirister otherwise directs
Medicare benefits are not payable where:

(a) the service is rendered by or on behalf of, or under an arrangement with the Australian Government, a State or
Territory, a local government body or an authority established under CoreatthyState or Territory law;

(b) the medical expenses are incurred by the employer of the person to whom the service is rendered,;

(c) the person to whom the service is rendered is employed in an industrial undertaking and that service is rendered
for the purposes related to the operation of the undertaking; or

(d) the service is a health screening service.
(e) the service is a pmployment screening service

Current regulations preclude the payment of Medicare benefitfor professional services renderiedelation to
or in association with:

(a) chelation therapy (that is, the intravenous administration of ethylenediamiracieticaacid or any of its salts)
other than for the treatment of heametal poisoning;

(b) the injection of human chorionic gadotrophin in the management of obesity;
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(c) the use of hyperbaric oxygen therapy in the treatment of multiple sclerosis;
(d) the removal of tattoos;

(e) the transplantation of a thoracic or abdominal organ, other than a kidney, or of a part of a thafakind; or
the transplantation of a kidney in conjunction with the transplantation of a thoracic or other abdominal organ, or part
of an organ of that kind;

(f) the removal from a cadaver of kidneys for transplantation;

(9) the administration of miowave (UHF radio wave) cancer therapy, including the intravenous injection of drugs
used in the therapy.

Pain pumps for postoperative pain management

The cannulation and/or catheterisation of surgical sites associated with pain pumps dpepathte pin
management cannot be billed under any MBS item.

The filling or refilling of drug reservoirs of ambulatory pain pumps for pogérative pain management cannot be
billed under any MBS items.

Non Medicare Services

No MBS item applies to a service mengahin the item if the service is provided to a patient at the same time, or in
connection with, an injection of blood or ablood product that is autologous.

An item in the range 1 to 10943 does not apply to the service described in that item if theiseroicieled at the
same time as, or in connection with, any of the services specified below:

(a) endoluminal gastroplication, for the treatment of gasésophageal reflux disease;

(b) gamma knife surgery;

(c) intradiscal electro thermal arthroplasty;

(d) intravascular ultrasound (except where used in conjunction with intravascular brachytherapy);

(e) introarticular viscosupplementation, for the treatment of osteoarthritis of the knee;

() low intensity ultrasound treatment, for the acceleration of brawdure healing, using a bone growth stimulator;
(9) lung volume reduction surgery, for advanced emphysema;

(h) photodynamic therapy, for skin and mucosal cancer;

(i) placement of artificial bowel sphincters, in the management of faecal incontinence;

(j) selective internal radiation therapy for any condition other than hepatic metastases that are secondary to
colorectal cancer;

(k) specific mass measurement of bone alkaline phosphatase;

() transmyocardial laser revascularisation;

(m) vertebral axial decomgssion therapy, for chronic back pain.

(n) autologous chondrocyte implantation and maitrttduced autologous chondrocyte implantation.

(o) vertebroplasty
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Health Screening Services

Unless the Minister otherwise directs Medicare benefits are not payabiledith screening serviceé. health
screening service is defined as a medical examination or test that is not reasonably required for the management of
the medical condition of the patiertiervices covered by this proscription include such items as:

(a) multiphasic health screening;

(b) mammography screening (except as provided for in Iltems 59300/59303);

(c) testing of fitness to undergo physical training program, vocational activities or weight reduction programs;
(d) compulsory examinations and testobtain a flying, commercial driving or other licence;

(e) entrance to schools and other educational facilities;

(f) for the purposes of legal proceedings;

(g) compulsory examinations for admission to aged persons' accommodation and pathology seodiegsdwith
clinical ecology.

The Minister has directed that Medicare benefits be paid for the following categories of health screening:

(a) a medical examination or test on a symptomless patient by that patient's own medical practitioner in the course o
normal medical practice, to ensure the patient receives any medical advice or treatment necessary to maintain their
state of healthBenefits would be payable for the attendance and tests which are considered reasonably necessary
according to patientadividual circumstances (such as age, physical condition, past personal and family history).

For example, a Papanicolaou test in a person (see General Explanatory note 12.3 for more information), blood lipid
estimation where a person has a family histifrlpid disorder. However, such routine chealp should not

necessarily be accompanied by an extensive battery of diagnostic investigations;

(b) a pathology service requested by the National Heart Foundation of Australia, Risk Evaluation Service;
(c) age or health related medical examinations to obtain or renew a licence to drive a private motor vehicle;

(d) a medical examination of, and/or blood collection from persons occupationally exposed to sexual transmission of
disease, in line with conditions @emined by the relevant State or Territory health authority, (one examination or
collection per person per weekenefits are not paid for pathology tests resulting from the examination or

collection;

(e) a medical examination for a person as a prerigguitthat person becoming eligible to foster a child or children;
(f) a medical examination being a requisite for Social Security benefits or allowances;

(g) a medical or optometrical examination provided to a person who is an unemployed persondddyefia
Social Security Act 1991), as the request of a prospective employer.

The National Policy on screening for the Prevention of Cervical Cancer (endorsed by the Royal Australian College
of General Practitioners, the Royal Australian College of Gticiens and Gynaecologists, the Royal College of
Pathologists of Australasia, the Australian Cancer Society and the National Health and Medical Research Council) is
as follows:

(a) an examination interval of two years for a person who has no symptoimsoy Buggestive of abnormal
cervical cytology, commencing between the ages of 18 to 20 years, or one or two years after first sexual intercourse,
whichever is later;

(b) cessation of cervical smears at 70 years for a person who has had two normalbitesulise last five years. A
person over 70 who has never been examined, or who request a cervical smear, should be examined.
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Note 1: As separate items exist for routine examination of cervical smears, treating practitioners are asked to

clearly identfy on the request form to the pathologist, if the smear has been taken as a routine examination or for the
management of a previously detected abnormality (see paragraph PP.11 of Pathology Services Explanatory Notes in
Category 6).

Note 2: See items 250t 2509, and 2600 to 2616 in Group A18 and A19 of CategBrgiessional Attendances
and the associated explanatory notes for these items in Catdgyafgksional Attendances.

Services rendered to a doctor's dependants, practice partner, or practice paer's dependants

Medicare benefits are not paid for professional services rendered by a medical practitioner to dependants or partners
or a partner's dependants.

A 'dependant’ person is a spouse or a childe following provides definitions of thesep#ndant persons:
(a) a spouse, in relation to a dependant person means:

a. a person who is legally married to, and is not living, on a permanent basis, separately and apart from, that person;
and

b. a de facto spouse of that person.
(b) a child, in relatia to a dependant person means:

a. a child under the age of 16 years who is in the custody, care and control of the person or the spouse of the person;
and

b. a person who:

() has attained the age of 16 years who is in the custody, care and coritrepefson of the spouse of the person;
or

(i) is receiving full time education at a school, college or university; and
(iii) is not being paid a disability support pension under the Social Security Act 1991; and

(iv) is wholly or substantially dependent the person or on the spouse of the person.

GN.14.34 Principles of interpretation of the MBS

Each professional service listed in the MBS is a complete medical seWlrere a listed service is also a
component of a more comprehensive service covereddither item, the benefit for the latter service will cover the
former.

Where a service is rendered partly by one medical practitioner and partly by another, only the one amount of benefit
is payable. For example, where a radiographic examination issskgriene medical practitioner and finalised by
another.

GN.14.35 Services attracting benefits on an attendance basis
Some services are not listed in the MBS because they are regarded as forming part of a consultation or they attract
benefits on an attendee basis.

GN.14.36 Consultation and procedures rendered at the one attendance

Where, during a single attendance, a consultation (under Category 1 of the MBS) and another medical service (under
any other Category of the Schedule) occur, benefits arélgasabject to certain exceptions, for both the

consultation and the other servidg@enefits are not payable for the consultation in addition to an item rendered on
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the same occasion where the item is qualified by words such as "each attendance"ntatt@nghich”, "including
associated attendances/consultations”, and all items in Group T6 and T9. In the case of radiotherapy treatment
(Group T2 of Category 3) benefits are payable for both the radiotherapy and an initial referred consultation.

Where thdevel of benefit for an attendance depends upon the consultation time (for example, in psychiatry), the
time spent in carrying out a procedure which is covered by another item in the MBS, may not be included in the
consultation time.

A consultation fee maonly be charged if a consultation occurs; that is, it is not expected that consultation fee will
be charged on every occasion a procedure is performed.

GN.14.37 Aggregate items

The MBS includes a number of items which apply only in conjunction witthanspecified service listed in the

MBS. These items provide for the application of a fixed loading or factor to the fee and benefit for the service with
which they are rendered.

When these particular procedures are rendered in conjunction, the legiplatvides for the procedures to be
regarded as one service and for a single patient gap to afipdySchedule fee for the service will be ascertained in
accordance with the particular rules shown in the relevant items.

GN.14.38 Residential aged care f acility
A residential aged care facility is defined in thged Care Act 199%he definition includes facilities formerly
known as nursing homes and hostels.

GN.15.39 Practitioners should maintain adequate and contemporaneous records
All practitioners wio provide, or initiate, a service for which a Medicare benefit is payable, should ensure they
maintainadequateandcontemporaneousecords.

Note: 'Practitioner' is defined in Section 81 of Health Insurance Act 197&8nd includes: medical practitioners
dentists, optometrists, chiropractors, physiotherapists, podiatrists and osteopaths.

Since 1 November 1999 PSR Committees determining issues of inappropriate practice have been obliged to consider
if the practitioner kept adequate and contemporaneoosd®dt will be up to the peer judgement of the PSR
Committee to decide if a practitioner's records meet the prescribed standards.

The standards which determine if a record is adequate and contemporaneous are prescribledlth finsurance
(Professimal Services Review) Regulations 1999

To beadequatethe patient or clinical record needs to:
clearly identify the name of the patient; and

contain a separate entry for each attendance by the patient for a service and the date on which thasservice w
rendered or initiated; and

each entry needs to provide clinical information adequate to explain the type of service rendered or initiated; and

each entry needs to be sufficiently comprehensible that another practitioner, relying on the reaffectoasly
undertake the patient's ongoing care.

To becontemporaneousthe patient or clinical record should be completed at the time that the service was rendered
or initiated or as soon as practicable afterwaRlscords for hospital patients are ugukept by the hospital and
the practitioner could rely on these records to documepiiient care.
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The Department of Human Services (DHS) has developétkalth Practitioner Guideline to substantiate that a
specific treatment was performedhich is located on the DHS website.
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CATEGORY 8: MISCELLANEOUS SERVICES
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SUMMARY OF CHANGES FROM 01/09/2017

The QL/09/2017 changes to the MBS asemmarised below and are identified in the Schedule pages by one or more of the
following words appearing above the item number:

(&) new item New
(b) amended description Amend
(c) fee amended Fee
(d) item number changed Renum
(e) EMSN clanged EMSN

There are no changes to this Category id0@2017
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MISCELLANEOUS SERVICES NOTES

MN.1.1 Additional Bulk Billing Payment for General Medical Services - (Items 10990 and 10991)
Item 10990 can only be claimed where all of the conditions séth @aragraphs (a) to (d) of item 10990 have been
met.

Item 10991 can only be claimed where all of the conditions set out in paragraphs (a) to (e) of item 10991 have been
met.

- Item 10991 can only be used where the service is provided fabm, a practice location that is listed in
item 10991.This includes all regional, rural and remote areas (RRMA 3 to 7 under the Rural Remote Metropolitan
Areas classification system), all of Tasmania and those areas covered by a StatisticatiSni{88SD) or

Statistical Local Areas (SLA) listed in item 10991 (SSDs and SLAs are specified in the Australian Standard
Geographical Classification (ASGC) 2002j.you are not sure whether your practice location is in an eligible area,
you can call thé®epartment of Human Services on 132 150.

- Practice location is the place associated with the medical practitioner's provider number from which the
service has been providedhis includes services performed either at the medical poamits surgery, or those
services performed away from the surgery using the provider number for that surgery (eg home visits or visits to
aged care facilities).

- Where a medical practitioner has a practice location in both an eligiblealiyible area, item 10991
can only be claimed in respect of those services provided at, or from, the eligible practice location.

Item 10990 and item 10991 can only be used in conjunction with items in the General Medical Services Table of the
MBS. There are similar items to be used in conjunction with diagnostic imaging services (item 64990 or 64991) or
pathology services (item 74990 or 74991).

Item 10990 or item 10991 can be claimed for each item of service claimable under the MBS (other thancdiagnosti
imaging services and pathology services), provided the conditions of the relevant item, 10990 or 10991, are
satisfied. For example, item 10990 or 10991 can be claimed in conjunction with attendance items, procedural items
(other than diagnostic imagirgy pathology items) or services provided by a practice nurse on behalf of a medical
practitioner (items 10983, 10984, 10986, 10987 and 1098&ome cases, this will mean that item 10990 or 10991
can be claimed more than once in respect of a patient vis

Item 10990 or 10991 can not be claimed in conjunction with each other.

Where a Medicare benefit is not payable for a particular service (eg because the patient has exceeded the number of
allowable services in a period of time), the additional bulkngjilpayment will not be paid for that service.

All GPs whether vocationally registered or not are eligible to claim the additional bulk billing payment.

Commonwealth concession card holder means a person listed on a Pensioner Concession Card, Hemltho€Care C
Commonwealth Seniors Health Card issued by either Centrelink or the Department of Veterans'@dfalii:.

White Cards issued by the Department of Veterans' Affairs do not attract the additional bulk billing payment.
However, if a Gold or Whit€ard holder also holds a recognised Commonwealth concession card and chooses to be
treated under the Medicare arrangements, then that patient is an eligible concession card holder.

Unreferred service means a medical service provided to a patient bybehalhof, a medical practitioner, being a
service that has not been referred to that practitioner by another medical practitioner or person with referring rights.

The Department of Human Services will undertake regular post payment auditing to engheeabdttional bulk
billing payment is being claimed correctlZentrelink data will be used to verify concessional status and Medicare
records will be used to confirm patient age.
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MN.1.2 After -hours services provided in areas eligible for the higher bu Ik billing payment - (Item

10992)

Item 10992 can only be claimed where all of the conditions set out in paragraphs (a) to (g) of item 10992 have been
met:

- Item 10992 must be claimed in conjunction with one of the items 597, 598, 599, 600, 5003, 58180382
5043, 5049, 5063, 5067, 5220, 5223, 5227, 5228, 5260, 5263 5265, orB&&E items are for services provided
afterhours outside of consulting rooms or hospital.

- Item 10992 can only be used where the service is provided in one of theeddigib$ listed in item 10992 by a
medical practitioner whose practice location (i.e. the location associated with the medical practitioner's provider
number) is not in one of these areas.

Medical practitioners whose practice location is inside one of tisted locations should claim item 10991 for
eligible services.

Iltem 10992 cannot be claimed in conjunction with item 10990 or 10991.

From 1 May to 30 June 2010, item 10985 was the higher bulk billing payment that could be claimed in conjunction
items 597598, 599 or 6000n 1 July 2010, item 10985 ceased and item 10992 became the higher bulk billing
payment item to be claimed in conjunction with items 597, 598, 599 and 600.

Where a Medicare benefit is not payable for a particular service the paymietfd0992 will not be paid for that
service.

All GPs, whether vocationally registered or not, are eligible to claim the additional bulk billing payment.

Commonwealth concession card holder means a person listed on a Pensioner Concession Card, HesithoCare
Commonwealth Seniors Health Card issued by either Centrelink or the Department of Veterans'@dfalis:

White Cards issued by the Department of Veterans' Affairs do not attract the additional bulk billing payment.
However, if a Gold or Whé Card holder also holds a recognised Commonwealth concession card and chooses to be
treated under the Medicare arrangements, then that patient is an eligible concession card holder.

Unreferred service means a medical service provided to a patient lsybehalf of, a medical practitioner, being a
service that has not been referred to that practitioner by another medical practitioner or person with referring rights.

The Department of Human Services will undertake regular post payment auditing to eastive #laditional bulk
billing payment is being claimed correctlZentrelink data will be used to verify concessional status and Medicare
records will be used to confirm patient age.

MN.3.1 Individual Allied Health Services (Items 10950 to 10970) for Ch  ronic Disease Management -
Eligible Patients
ELIGIBLE PATIENTS

Medicare benefits are available for certain services provided by eligible allied health professionals to people with
chronic conditions and complex care needs who are being managed by a@é€usin Chronic Disease
Management (CDM) Medicare item3he allied health services must be recommended in the patient's plan as part
of the management of their chronic condition.

Chronic medical conditions and complex care needs

A chronic medical contibn is one that has been or is likely to be present for at least six months, e.g. asthma,
cancer, cardiovascular illness, diabetes mellitus, musculoskeletal conditions.and Atpakient is considered to
have complex care needs if they require ongoarg from a multidisciplinary team consisting of their GP and at
least two other health or care providers.

Prerequisite CDM services
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Patients must have received the following MBS CDM services:
- GP Management PlarMBS item 721(or review item 732 for aview of a GPMP); and
- Team Care Arrangement$/BS item 723 (or review item 732 for a review of TCAS)

Alternatively, for patients who are permanent residents of an aged care facility, their GP must have contributed to, or
contributed to a review of, a ttidisciplinary care plan prepared for them by the aged care facility (MBS item 731).

For more information on the CDM planning items, refer to the explanatory notes for these items.
Allied health membership of a TCAs team

The allied health professional piding the service may be a member of the TCAs team convened by the GP to
manage a patient's chronic condition and complex care nekxgever, the service may also be provided by an
allied health professional who is not a member of the TCAs team, pdotridethe service has been identified as
necessary by the patient's GP and recommended in the patient's care plan/s.

Group services

In addition to individual services, patients who have type 2 diabetes may also access MBS items 81100 to 81125
which provice group allied health serviceRatients only need to have MBS item 721 or 723 in place to be eligible
for the group services.

MN.3.2 Individual Allied Health Services (Items 10950 to 10970) for Chronic Disease Management -
Referral Requirements
Referral form

For Medicare benefits to be payable, the patient must be referred to an eligible allied health professional by their GP
using a referral form that has been issued by the Australian Government Department of Health or a form that
contains all the compents of this form.

The form issued by the department is availablatat//www.health.gov.au/mbsprimarycareite(abck on the link
for allied health individual services).

GPs are encouraged attach a copy of the relevant part of the patient's care plan to the referral form.

GPs may use one referral form to refer patients for single or multiple services of the same service type (e.g. five
chiropractic services)If referring a patient for sigle or multiple services of different service types (évep
dietetic services and three podiatry services), a separate referral form will be needed for each service type.

The patient will need to present the referral form to the allied health prafakaicthe first consultation, unless the
GP has previously provided it directly to the allied health professional.

It is recommended that allied health professionals retain the referral form for 24 months from the date the service
was rendered (for the Partment of Human Services auditing purposes).

A copy of the referral form is not required to accompany Medicare claims, and allied health professionals do not
need to attach a signed copy of the form to patients' itemised accounts/receipts or assigoenefit iorms.

Completed forms daot have to be sent to the Department of Health.
Referral validity
Medicare benefits are available for up to five allied health services per patient per calend#herara patient

receives more than the limit of éservices in a calendar year, the additional service/s will not attract a Medicare
benefit and the MBS Safety Net arrangements will not apply to costs incurred by the patient for the service/s.
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If a patient has not used all of their allied health serviceter a referral in a calendar year, it is not necessary to
obtain a new referral for the "unused" servicel@wever, any "unused" services received from 1 January in the
following year under that referral will count as part of the total of five serfareshich the patient is eligible in
that calendar year.

When patients have used all of their referred services, or require a referral for a different type of allied health service
recommended in their CDM plan/s, they will need to obtain a new refesraltheir GP.GPs may choose to use

this visit to undertake a review of the patient's CDM plan/s or, where appropriate, to manage the process using a GP
consultation item.

It is not necessary to have a new CDM plan/s prepared each calendar year io acdes$ a new referral/s for
eligible allied health serviceRatients continue to be eligible for rebates for allied health services while they are
being managed under the prerequisite CDM items as long as the need for eligible services continues to be
recommended in their plardowever, regular reviews using MBS item 732 are encouraged.

MN.3.3 Individual Allied Health Services - (Items 10950 to 10970) for Chronic Disease Management
- Eligible Providers and Services
Eligible allied health providers

Thefollowing allied health professionals are eligible to provide services under Medicare for patients with a chronic
or terminal medical condition and complex care needs when they meet the provider eligibility requirements set out
the next section and aregistered with the Department of Human Services.

- Aboriginal and Torres Strait Islander health practitioners

- Aboriginal health workers

- Audiologists

- Chiropractors

- Diabetes educators

- Dietitians

- Exercise physiologists

- Mental health workers

- Occupational therapists

- Osteopaths

- Physiotherapists

- Podiatrists

- Psychologists

- Speech pathologists

Number of services per year

Medicare benefits are available for up to five allied health services per eligible patient, per calendBne/dize.
allied health services can be made up of one type of service (e.qg. five physiotherapy services) or a combination of

different types of services (e.g. one dietetic and four podiatry serviea®).services per calendar year are the legal
maximum per paent and exemptions to this are not possible.
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Checking patient eligibility for allied health services

Patients seeking Medicare rebates for allied health services will need to have a valid referrHltfeara.is any
doubt about a patient's eligibilitthe Department of Human Services will be able to confirm the number of allied
health services already claimed by the patient during the calendariyeaallied health professional or the patient
can call the Department of Human Services to checkrifasmation (132 150 for provider enquiries; 132 011 for
public enquiries).

Service length and type

Individual allied health services under Medicare for patients with a chronic medical condition and complex care
needs (items 10950 to 10970) must be oéast 20 minutes duration and provided to an individual patient, not to a
group. The allied health professional must personally attend the patient.

Reporting back to the GP

Where an allied health professional providesingle servicéo the patient undex referral, they must provide a
written report back to the referring GP after each service.

Where an allied health professional providadgdtiple servicego the same patient under the one referral, they must
provide a written report back to the referri@@ after the first and last service only, or more often if clinically
necessaryWritten reports should include:

- any investigations, tests, and/or assessments carried out on the patient;
- any treatment provided; and

- future management of the patisrtbndition or problem.

Out-of-pocket expenses and Medicare Safety Net

Allied health professionals can determine their own fees for the professional s&keges in excess of the
Medicare benefit are the responsibility of the patidhdwever, outof-pocket costs will count toward the Medicare
Safety Net for that patientAllied health services in excess of five in a calendar year will not attract a Medicare
benefit and the Safety Net arrangements will not apply to costs incurred by the patianhfserwvices.

Publicly funded services

Items 10950 to 10970 do not apply for services that are provided by any Commonwealth or state funded services or
provided to an admitted patient of a hospitdbwever, where an exemption under subsection 19(2jedf¢alth

Insurance Act 1978as been granted to an Aboriginal Community Controlled Health Service or state/territory
government health clinic, items 10950 to 10970 can be claimed for services provided by eligible allied health
professionals salaried byt contracted to, the service or health clinfdl requirements of the relevant item must be

met, including registration of the allied health professional with the Department of Human Seécksare

services provided under a subsection 19(2) exemptiost be bulk billed (i.e. the Medicare rebate is accepted as

full payment for services).

Private health insurance

Patients need to decide if they will use Medicare or their private health insurance ancillary cover to pay for these
services.Patients camot use their private health insurance ancillary cover to 'top up' the Medicare rebate paid for
the services.

The Department of Human Services (DHS) has developtshith Practitioner Guideline to substantiate that valid
individual Allied Health services were provided (for allied health professiondligh is located on the DHS
website.
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MN.3.4 Individual Allied Health Services - (Items 10950 to 10970) for C hronic Disease Management

- Professional Eligibility

The individual allied health items (10950 to 10970) can only be claimed for services provided by eligible allied
health professionals who are registered with the Department of Human Sefvices.eligble to register with the
Department of Human Services to provide these services, allied health professionals must meet the specific
eligibility requirements detailed below.

Aboriginal and Torres Strait Islander health practitioners must be registered wikle Aboriginal and Torres

Strait Islander Health Practice Board of Australéhoriginal and Torres Strait Islander health practitioners may use
any of the titles authorised by the Aboriginal and Torres Strait Islander Health Practice Board: Abcegjihal h
practitioners; Aboriginal and Torres Strait Islander health practitioners; or Torres Strait Islander health practitioners.

Aboriginal health workers in a State or Territory other than the Northern Territory must have been awarded either;

a. a Certficate Il in Aboriginal and/or Torres Strait Islander Primary Health Care (or an equivalent or higher
qualification) by a registered training organisation; or

b. a Certificate Ill in Aboriginal and Torres Strait Islander Health (or an equivalent lberhigialification) by a
registered training organisation before 1 July 2012.

Note: Where individuals consider their qualification to be equivalent to or higher than the qualifications listed
above, they will need to contact a registered training orgamisatitheir State or Territory to have the qualification
assessed as such before they can register with the Department of Human Skerteeslorthern Territory, a
practitioner must be registered with the Aboriginal and Torres Strait Islander Hessdtic® Board of Australia.

Audiologists must be either a 'Full Member' of the Audiological Society of Australia Inc (ASA), who holds a
‘Certificate of Clinical Practice' issued by the ASA; or an 'Ordinary MemBeadiologist' or 'Fellow Audiologist' of
the Australian College of Audiology (ACAud).

Diabetes educatorsnust be a Credentialled Diabetes Educator (CDE) as credentialled by the Australian Diabetes
Educators Association (ADEA).

Chiropractors must be registered with the Chiropractic Board of Australi

Dietitians must be an 'Accredited Practising Dietitian' as recognised by the Dietitians Association of Australia
(DAA).

Exercise physiologistsnust be an 'Accredited Exercise Physiologist' as accredited by Exercise and Sports Science
Australia (ESSA).

M ental health workers

'Mental health' can include services provided by members of five different allied health professional ‘tent.
health workers' are drawn from the following:

é psychologists;

é mental health nurses;

é occupational therapists;

é social workers;

é Aboriginal and Torres Strait Islander health practitioners; and
é Aboriginal health workers.
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Psychologists, occupational therapists, Aboriginal and Torres Strait Islandergreatttioners and Aboriginal
health workers are eligible in separate categories for these items.

Mental health nursesmust be a credentialled mental health nurse, as certified by the Australian College of Mental
Health Nurses.

Mental health nurses who wemegistered in the ACT or Tasmania prior to the introduction of the National
Registration and Accreditation Scheme (NRAS) on 1 July 2010, will have until 31 December 2010 to be certified by
the Australian College of Mental Health Nurses.

Social workersmug be a 'Member' of the Australian Association of Social Workers (AASW) and be certified by
AASW as meeting the standards for mental health set out in the document published by AASW titled 'Practice
Standards for Mental Health Social Workers' as in forc& Movember 2008.

Occupational therapistsmust be registered with the Occupational Therapy Board of Australia.
Osteopathsmust be registered with the Osteopathy Board of Australia.

Physiotherapistsmust be registered with the Physiotherapy Board of Augtral

Podiatrists must be registered with the Podiatry Board of Australia.

Psychologistanust hold general registration in the health profession of psychology under the applicable law in
force in the State or Territory in which the service is provided.

Speet pathologistsmust be a 'Practising Member' of Speech Pathology Australia.
Registering with the Department of Human Services

Provider registration forms may be obtained fromDiepartment of Human Servicea 132 150 or at the
Department of Human Services website.

Chiropractors, osteopaths, physiotherapists and podiatrists who were already registered with the Department of
Human Services on 1 July 2004 to order diagnostic imaging under Medicare, dochtd rex@gister to provide
services under this initiativeAllied health professionals registering with the Department of Human Services for the
first time only need to fill in one application form which will give them rights to provide services urgler th

initiative and order diagnostic imaging tests etc., where appropriate, under Medicare.

Changes to provider details

Allied health providers must notify the Department of Human Services in writing of all changes to mailing details to
ensure that they cdntie to receive information about Medicare rebateable allied health services.

The individual allied health items (10950 to 10970) can only be claimed for services provided by eligible allied
health professionals who are registered with the Departmentrofri$ervicesTo be eligible to register with the
Department of Human Services to provide these services, allied health professionals must meet the specific
eligibility requirements detailed below.

MN.3.5 Individual Allied Health Services (10950 to 10970 ) for Chronic Disease Management -

Further Information

Further information about Medicare Benefits Schedule items is available on the Department of Health's website at
www.health.gov.au/mbsprimarycareitems

MN.6.1 Provision of Psychological Therapy Serv ices by Clinical Psychologists - (Items 80000 TO
80020)
OVERVIEW
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The Better Access to Psychiatrists, Psychologists and General Practitioners through the Medicare Benefits Schedule
initiative commenced on 1 November 2008nder the Better Access initiaBWIBS items provide Medicare
benefits for the following allied mental health services:

- psychological therapy (items 80000 to 8002pjovided by eligible clinical psychologists; and

1 focussed psychological strategieallied mental health (items 8010880170} provided by eligible
psychologists, occupational therapists and social workers.

MN.6.2 Psychological Therapy Services Attracting Medicare Rebates
Eligible psychological therapy services

There are five MBS items for the provision of psychololibarapy services to eligible patients by a clinical
psychologist.Clinical psychologists must meet the provider eligibility requirements set out below and be registered
with the Department of Human Services.

In these notes, 'GP' means a medical prantti, including a general practitioner, but not including a specialist or
consultant physician.

Referrals and Referral Validity
Services provided under the Psychological Therapy items will not attract a Medicare rebate unless:

9 a referral has been made &¥sP who is managing the patient under a GP Mental Health Treatment Plan
(items 2700, 2701, 2715 or 2717);

1 a referral has been made by a medical practitioner (including a general practitioner, but not a specialist or
consultant physician) who is managihg patient under a referred psychiatrist assessment and
management plan (item 291); or

1 a referral has been made by a psychiatrist or paediatrician from an eligible psychiatric or paediatric service
(see Referral Requirements for further details regandayghiatrist and paediatrician referrals).

Number of services per year

Medicare rebates are available for up to ten allied mental health services in a calend@hgédan services may
consist of: GP focussed psychological strategies services (if2ast@ 2727); and/or psychological therapy
services (items 80000 to 80015); and/or focussed psychological stratatlied mental health services (items
80100 to 80115; 80125 to 80140; 80150 to 80165).

In addition, the referring practitioner may consitigat in exceptional circumstances the patient may require an
additional six services above those already provided (to a maximum total of 16 individual services per patient from
1 March 2012 to 31 December 2012).

Note: Patients will be able to receive additional six individual allied mental health services under exceptional
circumstances from 1 March 2012 to 31December20E2om 1 January 2013 the number of individual allied
mental health services for which a person can receive a Medicare rebatdaiien services per calendar year.

Exceptional circumstances are defined as a significant change in the patient's clinical condition or care
circumstances which make it appropriate and necessary to increase the maximum number of services.

It is up to thereferring practitioner (e.g GP) to determine that the patient meets these requirements.

In these cases a new referral should be provided, and exceptional circumstances noted in thatmeferesl! for
services provided under exceptional circumstanmust state that exceptional circumstances apply.

Referrals should be provided, as required, for an initial course of treatment (a maximum of six services but may be
less depending on the referral and patient need) to a maximum of ten services par yaken(@ip to 16 services
from 1 March 2012 to 31 December 2012 where exceptional circumstances apply). For the purposes of these
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services, a course of treatment will consist of the number of services stated in the patient's referral (up to a
maximum of & in any one referral).

Patients will also be eligible to claim up to ten separate services within a calendar year for group therapy services
involving 6-10 patients to which items 80020 (psychological therapinical psychologist), 80120 (focussed
psychological strategiespsychologist), 80145 (focussed psychological strategiesupational therapist) and

80170 (focussed psychological strategiesocial worker) apply.These group services are separate from the
individual services and do not countvards the terindividual services per calendar year maximum associated with
those items.

Services provided under the Access to Allied Psychological Services (ATAPS) should not be used in addition to the
ten (up to 16 services from 1 March 2012 to 3tdmeber 2012 where exceptional circumstances apply)

psychological therapy services (items 80000 to 80020), focussed psychological sahd@dasental health

services (items 80100 to 80170 or GP focussed psychological strategies services (items 27D 1atadble

under the Better Access to Psychiatrists, Psychologists and General Practitioners through the Medicare Benefits
Schedule initiative per calendar year. Psychologists delivering services under the ATAPS program should refer to
the ATAPS Operatinal Guidelines.

Service length and type

Services provided by eligible clinical psychologists under these items must be within the specified time period
within the item descriptorThe clinical psychologist must personally attend the patient.

It is expeted that professional attendances at places other than consulting rooms would be provided where treatment
in other environments is necessary to achieve therapeutic outcomes.

In addition to psycheducation, it is recommended that cognitbehaviour theapy be providedHowever, other
evidencecbased t herapies b such as interpersonal therapy b

Course of treatment and reporting back to the referring medical practitioner

Patients are eligible to receive up émtindividual services (up to 16 services from 1 March 2012 to 31 December
2012 where exceptional circumstances apply) and up to ten group sessions in a calendar year.

Within this maximum service allocation, the clinical psychologist can provide one eranorses of treatmenEor
the purposes of these services, a course of treatment consists of the number of services stated in the patient's referral

(up to a maximum of six in any one referral). This enables the referring medical practitioner to Gonsjtet
from the clinical psychologist on the services provided to the patient, and the need for further treatment.

On completion of the initial course of treatment, the clinical psychologist must provide a written report to the
referring medical practiiner, which includes information on:

¢, assessments carried out on the patient;
¢, treatment provided; and
¢, recommendations on future management of the patient's disorder.

A written report must also be provided to the referring medical practitioner ebtiygletion of any subsequent
course(s) of treatment provided to the patient.

Out of pocket expenses and Medicare safety net

Charges in excess of the Medicare benefit for these items are the responsibility of the patient. However, if a service
was providedut-of-hospital, any oubf-pocket costs will count towards the Medicare safety net for that patient.

The outof-pocket costs for mental health services which are not Medicare eligible do not count towards the
Medicare safety net.
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Eligible patients

Items80000 to 80020 (inclusive) apply to people with an assessed mental disorder and where the patient is referred
by a GP who is managing the patient under a GP Mental Health Treatment Plan (item 2700, 2701, 2715 or 2717), or
under a referred psychiatrist asseent and management plan (item 291); or on referral from an eligible psychiatrist

or paediatrician.

The conditions classified as mental disorders for the purposes of these services are informed by the World Health
Organisation, 1996, Diagnostic and Maeagent Guidelines for Mental Disorders in Primary Care:-@0Chapter

V Primary Care VersionFor the purposes of these items, dementia, delirium, tobacco use disorder and mental
retardation are not regarded as a mental disorder.

Checking patient eligibility for psychological therapy services

Patients seeking Medicare rebates for psychological therapy services will need to have a referral from a GP,
psychiatrist or paediatricianif there is any doubt about a patient's eligibility, the Department of H8rarices

will be able to confirm whether a GP Mental Health Treatment Plan; and/or a psychiatrist assessment and
management plan is in place and claimed; or an eligible psychiatric or paediatric service has been claimed, as well
as the number of allied m&l health services already claimed by the patient during the calendar year.

Clinical psychologists can call the Department of Human Services on 132 150 to check this information, while
unsure patients can seek clarification by calling 132 011.

The patént will not be eligible if they have not been appropriately referred and a relevant Medicare service provided
to them. If the referring service has not yet been claimed, the Department of Human Services will not be aware of
the patient's eligibility.In this case the clinical psychologist should, with the patient's permission, contact the
referring practitioner to ensure the relevant service has been provided to the patient.

Publicly funded services

Psychological therapy items 80000 to 80020 do not dpplgervices that are provided by any other

Commonwealth or State funded services or provided to an admitted patient of a hbkpitalzer, where an

exemption under subsection 19(2) of thealth Insurance Act 1973as been granted to an Aboriginal Conmity
Controlled Health Service or State/Territory clinic, the items apply for services that are provided by eligible clinical
psychologists salaried by, or contracted to, the service as long as all requirements of the items are met, including
registrationwith the Department of Human ServiceBhese services must be direct billed (that is, the Medicare
rebate is accepted as full payment for services).

Private health insurance

Patients need to decide if they will use Medicare or their private health ionsuaaaillary cover to pay for these
services. Patients cannot use their private health insurance ancillary cover to 'top up' the Medicare rebate paid for the
services.

MN.6.3 Referral Requirements (GPs, Psychiatrists or Paediatricians to Clinical Psycholo gists for
Psychological Therapy)
Referrals

Patients must be referred for psychological therapy services by a GP managing the patient under a GP Mental Health
Treatment Plan (item 2700, 2701, 2715 or 2717), or a referred psychiatrist assessment andenapkge(item
291); or on referral from a psychiatrist or a paediatrician.

Referrals from psychiatrists and paediatricians must be made from eligible Medicare sétarcgsecialist
psychiatrists and paediatricians these services include any of tialispattendance items 104 through 16%r
consultant physician psychiatrists the relevant eligible Medicare services cover any of the consultant psychiatrist
items 293 through 370; while for consultant physician paediatricians the eligible sereicemsaultant physician
attendance items 110 through 133.
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Referring practitioners amot required to use a specific form to refer patients for these servitesreferral may
be a letter or note to an eligible clinical psychologist signed and dateé bgfénring practitioner.

The clinical psychologist must be in receipt of the referral at the first allied mental health consultation. It is
recommended that the clinical psychologist retain the referral for 24months from the date the service was rendered
(for the Department of Human Services auditing purposes).

Referral validity

Medicare benefits are available for up to ten individual (up to 16 services from 1 March 2012 to 31 December 2012
where exceptional circumstances apply) and/or ten group psyctalltiyérapy services and/or focussed
psychological strategies services per patient per calendar year.

Referrals should be provided, as required, for an initial course of treatment (a maximum of six services but may be
less depending on the referral and plagient’s clinical need) to a maximum of ten services per calendar year (up to
16 services from 1 March 2012 to 31 December 2012 where exceptional circumstancesFaphg. purposes of

these services, a course of treatment will consist of the nushervices stated in the patient's referral (up to a
maximum of six in any one referral).

If a patient has not used all of their psychological therapy services and/or focussed psychological strategies services
under a referral in a calendar year, it i$ necessary to obtain a new referral for the "unused"” services. However,

any "unused" services received from 1 January in the following year under that referral will count as part of the total
of ten services for which the patient is eligible in that cdderyear.

When patients have used all of their referred services they will need to obtain a new referral from the referring
practitioner if they are eligible for further servicealhere the patient's care is being managed by a GP, the GP may
choose to usthis visit to undertake a review of the patient's GP Mental Health Treatment Plan and/or psychiatrist
assessment and management plan.

It is not necessary to have a new GP Mental Health Treatment Plan and/or psychiatrist assessment and management
plan prejred each calendar year in order to access a new referral(s) for eligible psychological therapy services
and/or focussed psychological strategies serviBagients continue to be eligible for rebates for psychological

therapy services and/or focussedgisyogical strategies services while they are being managed under a GP Mental
Health Treatment Plan and/or a psychiatrist assessment and management plan as long as the need for eligible
services continues to be recommended in their plan.

MN.6.4 Clinical P sychologist Professional Eligibility
Eligible clinical psychologists

A person is an allied health professional in relation to the provision of a psychological therapy health service if the
person:

(a) holds general registration in the health professigrspéhology under the applicable law in force in the State or
Territory in which the service is provided; and

(b) is endorsed by the Psychology Board of Australia to practice in clinical psychology.

Until 31 October 2015, a person is also an allied heatifepsional in relation to the provision of a psychological
therapy health service if the person:

(a) holds general registration in the health profession of psychology under the applicable law in force in the State or
Territory in which the service is pried; and

(b) on 31 October 2014vas an allied health professional in relation to the provision of a psychological therapy
health service because the person:

(i) was a member of the College of Clinical Psychologists of the Australian Psychological Sarciety
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(ii) had been assessed by the College of Clinical Psychologists of the Australian Psychological Society as meeting
the requirements for membership of that College.

The clinical psychologist must be registered with the Department of Human Services.
Regstering with the Department of Human Services

Advice about registering with the Department of Human Services to provide psychological therapy services using
items 8000880020 inclusive is available from the Department of Human Services provider ingeignil32 150.

Further information

For further information about Medicare Benefits Schedule items, please go to the Department of Health's website at
www.health.gov.au/mbsonline

For providers, further fiormation is also available for providers from the Department of Human Services provider
inquiry line

on 132 150

MN.7.1 Provision of Focussed Psychological Strategies Services by Allied Health Providers
(Items 80100 to 80170)
OVERVIEW

The Better Acces® Psychiatrists, Psychologists and General Practitioners through the Medicare Benefits Schedule
initiative commenced on 1 November 2008nder the Better Access initiative MBS items provide Medicare
benefits for the following allied mental health seesc

- psychological therapy (items 80000 to 8002pjovided by eligible clinical psychologists; and

1 focussed psychological strategieallied mental health (items 80100 to 8017@yovided by eligible
psychologists, occupational therapists and sociskers.

FOCUSSED PSYCHOLOGICAL STRATEGIESALLIED MENTAL HEALTH SERVICES ATTRACTING
MEDICARE REBATES

Eligible focussed psychological strategies services

There are fifteen MBS items for the provision of focussed psychological strategies @) menal health
services to eligible patients by allied health professionals:

1 80100, 80105, 80110, 80115 and 80120 for provision of FPS services by a psychologist;
9 80125, 80130, 80135, 80140 and 80145 for provision of FPS services by an occupational thedapist; a
1 80150, 80155, 80160, 80165 and 80170 for provision of FPS services by a social worker.

The allied health professional must meet the provider eligibility requirements set out below and be registered with
the Department of Human Services.

In these notesGP' means a medical practitioner, including a general practitioner, but not including a specialist or
consultant physician.

Services provided under the focussed psychological strategjieesd mental health items will not attract a Medicare
rebate unles

1 A referral has been made by a GP who is managing the patient under a GP Mental Health Treatment Plan
(item 2700, 2701, 2715 or 2717);
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1 A referral has been made by a medical practitioner (including a general practitioner, but not a specialist or
consulaint physician) who is managing the patient under a referred psychiatrist assessment and
management plan (item 291); or

1 A referral has been made by a psychiatrist or paediatrician from an eligible psychiatric or paediatric service
(see Referral Requiremerits further details regarding psychiatrist and paediatrician referrals).

Number of services per year

Medicare rebates for up to ten individual allied mental health services in a calendarhese.ten services may
consist of: GP focussed psycholodistiategies services (items 2721 to 2727); and/or psychological therapy
services (items 80000 to 80015); and/or focussed psychological stratatlied mental health services (items
80100 to 80115; 80125 to 80140; 80150 to 80165.

In addition, the refeéimg practitioner may consider that in exceptional circumstances the patient may require an
additional six services above those already provided (to a maximum total of 16 individual services per patient from
1 March 2012 to 31 December 2012).

Note: Patiets will be able to receive an additional six individual allied mental health services under exceptional
circumstances from 1 March 2012 to 31December20E2om 1 January 2013 the number of individual allied
mental health services for which a person caeceive a Medicare rebate will be ten services per calendar year.

Exceptional circumstances are defined as a significant change in the patient's clinical condition or care
circumstances which make it appropriate and necessary to increase the maximumofigetvées.

It is up to the referring practitioner to determine that the patient meets these requirdm#rgse cases a new
referral should be provided, and exceptional circumstances noted in that rdferoides for services provided
under exeptional circumstances must state that exceptional circumstances apply.

Referrals should be provided, as required, for an initial course of treatment (a maximum of six services but may be
less depending on the referral and patient need) to a maximumssgriéces per calendar year (up to 16 services

from 1 March 2012 to 31 December 2012 where exceptional circumstances duplyhe purposes of these

services, a course of treatment will consist of the number of services stated in the patient'sugfereal

maximum of six in any one referral).

Patients will also be eligible to claim up to ten separate services within a calendar year for group therapy services
involving 6-10 patients to which items 80020 (psychological therapinical psychologist 80120 (focussed
psychological strategiegpsychologist), 80145 (focussed psychological strategiesupational therapist) and

80170 (focussed psychological strategiescial worker) apply.These group services are separate from the
individual senices and do not count towards the ten individual service calendar year maximum associated with
those items.

After an initial group of up to six services, the allied mental health professional must provide a report to the referring
practitioner. Following receipt of this report, the referring practitioner will consider the need for further treatment,
before further allied mental health services may be provided.

Services provided under the Access to Allied Psychological Services (ATAPS) should not beadksktioim to the

ten (up to 16 services from 1 March 2012 to 31 December 2012 where exceptional circumstances apply)
psychological therapy services (items 80000 to 80020), focussed psychological sahéddasental health

services (items 80100 to 801 ) GP focussed psychological strategies services (items 2721 to 2727) available
under the Better Access to Psychiatrists, Psychologists and General Practitioners through the Medicare Benefits
Schedule initiative per calendar year. Allied mental healtfepsionals delivering services under the ATAPS
program should refer to the ATAPS Operational Guidelines.

Service length and type

Services provided by eligible allied health professionals under these items must be within the specified time period
within theitem descriptor.The allied mental health professional must personally attend the patient.
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It is expected that professional attendances at places other than consulting rooms would be provided where treatment
in other environments is necessary to achteeeapeutic outcomes.

A range of acceptable strategies has been approved for use by allied mental health professionals utilising the FPS
items.

These are:

1. Psycheeducation

(including motivational interviewing)

2. Cognitive-behavioural Therapy including:

- Behavioural interventions

- Behaviour modification

- Exposure techniques

- Activity scheduling

- Cognitive interventions

- Cognitive therapy

3. Relaxation strategies

- Progressive muscle relaxation

- Controlled breathing

4.  Skills training

- Problem solving skills and training

- Anger management

- Social skills training

- Communication training

- Stress management

- Parent management training

5. Interpersonal Therapy (especially for depression)
6. Narrative therapy (for Aboriginal and Torre s Strait Islander people).
Course of treatment and reporting back to the referring medical practitioner

Patients are eligible to receive up to ten individual services (up to 16 services from 1 March 2012 to 31 December
2012 when exceptional circumstancegplg) and up to ten group sessions in a calendar year.

Within this maximum service allocatiothe allied mental health professional can provide one or more courses of
treatment.For the purposes of these services, a course of treatment consist of e nfiservices stated in the
patient's referral (up to a maximum of six services in any one refefifai§.enables the referring medical
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practitioner to consider a report from the allied mental health professional on the services provided to the patient
and the need for further treatment.

On completion of the initial course of treatment, the allied mental health professional must provide a written report
to the referring medical practitioner, which includes information on:

¢, assessments carried outlom patient;
¢ treatment provided; and
¢, recommendations on future management of the patient's disorder.

A written report must also be provided to the referring medical practitioner at the completion of any subsequent
course(s) of treatment provided te thatient.

Out of pocket expenses and Medicare safety net

Charges in excess of the Medicare benefit for these items are the responsibility of the patient. However, if a service
was provided oubf-hospital, any oubf-pocket costs will count towards theellicare safety net for that patient.

The outof-pocket costs for mental health services which are not Medicare eligible do not count towards the
Medicare safety net.

Eligible patients

Items 80100 to 80170 (inclusive) apply to people with an assessed disatder and where the patient is referred

by a GP who is managing the patient under a GP Mental Health Treatment Plan (item 2700, 2701, 2715 or 2717),
referred by a medical practitioner (including a general practitioner, but not a specialist or copsykarian) who

is managing the patient under a referred psychiatrist assessment and management plan (item 291); or from an
eligible psychiatrist or paediatrician.

The conditions classified as mental disorders for the purposes of these services aszlibfotine World Health
Organisation, 1996, Diagnostic and Management Guidelines for Mental Disorders in Primary Cate: CBBpter

V Primary Care VersionFor the purposes of these items, dementia, delirium, tobacco use disorder and mental
retardation ee not regarded as a mental disorder.

Checking patient eligibility for focussed psychological strategiesallied mental health services

Patients seeking Medicare rebates for focussed psychological strat@iess mental health services will need to

have a referral from a GP, psychiatrist or paediatricidinhere is any doubt about a patient's eligibility, the

Department of Human Services will be able to confirm whether a GP Mental Health Treatment Plan; and/or a
psychiatrist assessment and managémlam is in place and claimed; or an eligible psychiatric or paediatric service
has been claimed, as well as the number of allied health services already claimed by the patient during the calendar
year.

Allied Mental Health Professionals can call the Dégpant of Human Services on 132 150 to check this
information, while unsure patients can seek clarification by calling 132 011.

The patient will not be eligible if they have not been appropriately referred and a relevant Medicare service provided
to them.If the referring service has not yet been claimed, the Department of Human Services will not be aware of
the patient's eligibility.In this case the clinical psychologist should, with the patient's permission, contact the
referring practitioner to ensutke relevant service has been provided to the patient.

Publicly funded services

Focussed psychological strategies (FPS) services items 80100 to 80170 do not apply for services that are provided
by any other Commonwealth or State funded services or proteded admitted patient of a hospitdowever,
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where an exemption under subsection 19(2) ofHtbalth Insurance Act 1973as been granted to an Aboriginal
Community Controlled Health Service or State/Territory clinic, the FPS services items applyiftgssthat are
provided by eligible allied mental health professionals salaried by, or contracted to, the service as long as all
requirements of the items are met, including registration with the Department of Human Sérkizss services
must be direchilled (that is, the Medicare rebate is accepted as full payment for services).

Private health insurance

Patients need to decide if they will use Medicare or their private health insurance ancillary cover to pay for these
services. Patients cannot useittprivate health insurance ancillary cover to 'top up' the Medicare rebate paid for the
services.

REFERRAL REQUIREMENTS (gPs, PSYCHIATRISTS OR PAEDIATRICIANS TO ALLIED MENTAL
HEALTH PROFESSIONALS)

Referrals

Patients must be referred for focussed psyagioal strategiesallied mental health services by either a GP

managing the patient under a GP Mental Health Treatment Plan (item 2700, 2701, 2715 or 2717), or referred by a
medical practitioner (including a general practitioner, but not a speciatisnsultant physician) who is managing

the patient under a referred psychiatrist assessment and management plan (item 291); or on referral from a
psychiatrist or a paediatrician.

Referrals from psychiatrists and paediatricians must be made from eligibleaedervicesFor specialist

psychiatrists and paediatricians these services include any of the specialist attendance items 104 thrbagh 109.
consultant physician psychiatrists the relevant eligible Medicare services cover any of the consuhéattipsyc

items 293 through 370; while for consultant physician paediatricians the eligible services are consultant physician
attendance items 110 through 133.

Referring practitioners amot required to use a specific form to refer patients for thesecestvihe referral may
be a letter or note to an eligible allied mental health professional signed and dated by the referring practitioner.

The allied mental health professional must be in receipt of the referral at the first allied mental healthioonsulta
It is recommended that the allied health professional retain the referral for 24months from the date the service was
rendered (for the Department of Human Services auditing purposes).

Referral validity

Medicare benefits are available for up to tedividual (up to 16 services from 1 March 2012 to 31 December 2012
where exceptional circumstances apply) and ten group psychological therapy services and/or focussed psychological
strategies services per patient per calendar year.

Referrals should be praed, as required, for an initial course of treatment (a maximum of six services but may be
less depending on the referral and patient's clinical need) to a maximum of ten services per calendar year (up to 16
services from 1 March 2012 to 31 December 2@h2re exceptional circumstances applighr the purposes of

these services, a course of treatment will consist of the number of services stated in the patient's referral (up to a
maximum of six in any one referral).

If a patient has not used all of thpsychological therapy services and/or focussed psychological strategies services
under a referral in a calendar year, it is not necessary to obtain a new referral for the "unused" services. However,
any "unused" services received from 1 January in theviiillg year under that referral will count as part of the total

of ten services for which the patient is eligible in that calendar year.

When patients have used all of their referred services they will need to obtain a new referral from the referring
pracitioner if they are eligible for further serviceg/here the patient's care is being managed by a GP, the GP may
choose to use this visit to undertake a review of the patient's GP Mental Health Treatment Plan and/or psychiatrist
assessment and managenydan.
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It is not necessary to have a new GP Mental Health Treatment Plan and/or psychiatrist assessment and management
plan prepared each calendar year in order to access a new referral(s) for eligible psychological therapy services
and/or focussed psycluglical strategies servicefatients continue to be eligible for rebates for psychological

therapy services and/or focussed psychological strategies services while they are being managed under a GP Mental
Health Treatment Plan and/or a psychiatrist assessand management plan as long as the need for eligible

services continues to be recommended in their plan.

ALLIED MENTAL HEALTH PROFESSIONAL ELIGIBILITY
Eligible allied health professionals

A person is an allied health professional in relation to tbeigion of a FPS service if the person meets one of the
following requirements:

a) the person is a psychologist who holds general registration in the health profession of psychology under the
applicable law in force in the State or Territory in which thevige is provided;

b) the person is a member of the Australian Association of Social Workers (AASW) and certified by AASW as the
meeting the standards for mental health set out in the document published by AASW titled 'Practice Standards for
Mental HealthSocial Workers', as in force on 8 November 2008;

c) the person:

i) is an occupational therapist who is registered as a person who may provide that kind of service under the
applicable law in force in the State or Territory in which the service is provéaet

ii) is accredited by Occupational Therapy Australia as:
- having a minimum of two years experience in mental health; and

- having undertaken to observe the standards set out in the document published by OccupationalTherapy Australia
'Australian Comptency Standards for Occupational Therapists in Mental Health' as in force on 1 November 2006.

Continuing professional development (CPD) for Occupational Therapists and Social Workers providing
focussed psychological strategies (FPS) services

Occupationall herapists and Social Workers providing FPS services are required to have completed 10hours FPS
CPD.

A CPD year for the purposes of these items is from 1 July to 30 June annually.

Parttime allied mental health professionals are required to have 10 ¢fdel”S related CPD, the same as-furlle
allied mental health professionals.

Occupational Therapists and Social Workers who are registered during the course of the CPD year, their obligation
to undertake CPD will be on a prata basis.The amount of nits will be calculated from the™lof the month

immediately succeeding the month they obtained initial registrafibe. obligation will be onéwelfth of the yearly
requirement for each month.

CPD activities must be relevant to delivering FPS serviéeseptable CPD activities where the content is related
to FPS can include formal postgraduate education, workshops, seminars, lectures, journal reading, writing papers,
receipt of supervision and peer consultation, and online training.

There is flexilility in the CPD activities that can be undertaken to meet individual professional needs and their
practice/client base and client nee@fr example, activities could also include assessment and treatment of specific
disorders and client types such asityp or different modalities and delivery such as working with groups.

Registering with the Department of Human Services
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Advice about registering with the Department of Human Services to provide focussed psychological strategies
allied mental health seices using items 801680170 inclusive is available from the Department of Human
Services provider inquiry line on 132 150.

Further information

For further information about Medicare Benefits Schedule items, please go to the Department of Health'atwebsite
www.health.gov.au/mbsonline

For providers, further information is also available for providers from the Department of Human Services provider
inquiry line on 132 150.

The Department of Human Servic&@HS) has developedHtealth Practitioner Guideline to substantiate that a valid
Allied Mental Health service has been provided (for allied health professiwhadh is located on the DHS
website.

MN.8.1 Pregnancy Support Counselling - Eligible Patients - (Items 81000 to 81010)

Medicare benefits are available for Adinective pregnancy support counselling services provided to a person who
is pregnant or whods been pregnant in the 12 months preceding the first service to which item 81000, 81005 or
81010 applies in relation to that pregnan8ervices can be provided either by an eligible GP or by an eligible
psychologist, social worker or mental health nuseeferral from a GP.

The term 'GP’ is used hereafter as a generic reference to medical practitioners (including a general practitioner, but
not including a specialist or consultant physician).

The items may be used to address any pregnhancy related fes which nosdirective counselling is appropriate.

MN.8.2 Pregnancy Support Counselling - Eligible Services - (Items 81000 to 81010)
There are four MBS items for the provision of rdirective pregnancy support counselling services:

Item 4001- savices provided by an eligible GP;

Item 81000 services provided by an eligible psychologist;

Item 81005 services provided by an eligible social worker; and
Item 81010 services provided by an eligible mental health nurse.

These notes relate to item$0®081010. Each individual allied health professional must meet the provider
eligibility requirements set out below and be registered with the Department of Human Services.

Service length and type

Non-directive pregnancy support counselling servicesideal/by eligible psychologists, social workers and mental
health nurses using items 81680010 inclusive must be of at least 30 minutes duration and provided to an
individual patient. The allied health professional must personally attend the patient.

Theservice involves the psychologist, social worker or mental health nurse undertaking a safe, confidential process
that helps the patient explore concerns they have about a current pregnancy or a pregnancy that occurred in the
preceding 12 monthsThis indudes providing, on request, unbiased, eviddveged information about all options

and services available to the patient.

Non-directive counselling is a form of counselling that is based on the understanding that, in many situations, people
can resolve thir own problems without being provided with a solution by the counseélloe. counsellor's role is to
encourage the person to express their feelings but not suggest what decision the person shoBl liststeng
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and reflecting back what the pers@veals to them, the counsellor helps them to explore and understand their
feelings. With this understanding, the person is able to make the decision that is best for them.

Number of services per year

Medicare benefits are available for up to three (3)bgnondirective pregnancy support counselling services per
patient, per pregnancy, provided using items 81000, 81005, 81010 and 4001.

Partners of eligible patients may attend each or any counselling session, however, only one fee applies to each
servce.

Out-of-pocket expenses and Medicare Safety Net

Charges in excess of the Medicare benefit for these items are the responsibility of the idatiener, such out
of-pocket costs will count toward the Medicare safety net for that patimtdirective pregnancy support
counselling services in excess of three (3) per pregnancy will not attract a Medicare benefit and the safety net
arrangements will not apply to costs incurred by the patient for such services.

Publicly funded services

Items 81000, 81(Mand 81010 do not apply for services that are provided by any other Commonwealth or State
funded services or provided to an admitted patient of a hospital.

However, where an exemption under subsection 19(2) dfi¢ladéth Insurance Act 1973as been grantieto an

Aboriginal Community Controlled Health Service or State/Territory clinic, items 81000, 81005 and 81010 can be
claimed for services provided by an eligible psychologist, social worker or mental health nurse salaried by or
contracted to the servicahere all requirements of the relevant item are met, including registration with the
Department of Human Service$hese services must be direct billed (that is, the Medicare rebate is accepted as full
payment for services).

Private health insurance

Patients need to decide if they will use Medicare or their private health insurance ancillary cover to pay for these
services. Patients cannot use their private health insurance ancillary cover to 'top up' the Medicare rebate paid for the
services.

MN.8.3 Pregnancy Support Counselling - Referral Requirements - (Items 81000 to 81010)

Patients must be referred for ndimective pregnancy support counselling services by a@Ps aranot required to
use a specific form to refer patients for these servitbe. eferral may be a letter or note to an eligible allied health
professional signed and dated by the referring GP.

Patients may be referred by a GP to more than one eligible allied health professional for eligibtectome
pregnancy support counsellingrsices (for example, where a patient does not wish to continue receiving services
from the provider they were referred to in the first instané&wever, Medicare benefits are only available for a
maximum of three (3) nedirective pregnancy support aweelling services to which items 4001, 81000, 81005 and
81010 apply, per patient, per pregnancy.

Where the patient is unsure of the number of Medicare rebatedimmtive pregnancy support counselling services
they have already accessed, the patientchagk with the Department of Human Services on 132 011.
Alternatively, the psychologist, social worker or mental health nurse may check with the Department of Human
Services.

The relevant allied health professional must be in receipt of the referralfastimondirective pregnancy support
counselling service and must retain the referral for 2 years from the date the service was rendered, for the
Department of Human Services auditing purposes.
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A copy of the referral isot required to accompany Medigaclaims. However, referral details are required to be
included on patients' itemised accounts/receipts or Medicare assignment of benefit forms.

Referral validity

The referral is valid for up to three (3) ndirective pregnancy support counselling $egg, per patient, per
pregnancy.

Subsequent Referrals

A new referral is required where the patient seeks to accesdineative pregnancy support counselling in relation
to a different pregnancy or where the patient wishes to be referred to a didfiéieshhealth professional than the
one they were referred to in the first instance.

MN.8.4 Pregnancy Support Counselling - Allied Health Professional Eligibility -(Items 81000 to
81010)
Eligible allied health professionals

Items 81000, 81005 and 8101taanly be claimed for services provided by psychologists, social workers and
mental health nurses who meet the following specific eligibility requirements, and are registered with the
Department of Human Services.

To be eligible to provide services usiktBS Item 81000, a psychologist must hold general registration in the health
profession of psychology under the applicable law in force in the State or Territory in which the service is provided
and be certified by the Australian Psychological Society psoppiately trained in nodirective pregnancy

counselling.

To be eligible to provide services using MBS Item 81005, a social worker must be a 'Member' of the Australian
Association of Social Workers (AASW), be certified by AAStheras meeting the staadds for mental health set

out in the document published by AASW titled 'Practice Standards for Mental Health Social Workers' as in force on
8 November 2008r as an Accredited Social Worker, and have completed appropriaiinective pregnancy

counsellhg training;

To be eligible to provide services using MBS Item 81010, a mental health nurse must be a 'Credentialled Mental
Health Nurse' as certified by the Australian College of Mental Health Nurses, and have completed appropriate non
directive pregnancgounselling training.

Registering with the Department of Human Services

Advice about registering with the Department of Human Services to providdiremtive pregnancy support
counselling services using items 816010 inclusive is available from tieepartment of Human Services
provider inquiry line on 132 150.

Further information

A copy of the Medicare Allied Health Supplement can be accessedivmmnhealth.gov.au/mbsonlinelhe
Supplement includemore information about Medicare, including how to make a claim from Medicare.

Further information is also available for providers from the Department of Human Services provider inquiry line on
132 150.

MN.9.1 Group Allied Health Services (Items 81100 to  81125) for People with Type 2 Diabetes -
Eligible Patients -

MBS items (81100 to 81125) are available for group allied health services for patients with type 2 dietetes.
items apply to services provided by eligible diabetes educators, exercisaquigts and dietitians, on referral
from a GP.
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Services available under these items are in addition to the five individual allied health services available to patients
each calendar year (refer to items 10950 to 10970).

To be eligible for these servicdabe patient must have in place one of the following:
- a GP Management Plan (GPMP) (item 721); OR

- for a resident of a residential aged care facility, the GP must have contributed to, or contributed to a review
of, a care plan prepatdor them by the facility (item 731). [Note: Generally, residents of an aged care facility rely
on the facility for assistance to manage their type 2 diabetes. Therefore, the resident may not need to be referred for
group allied health services under taéems, as the sethanagement approach offered in group services may not
be appropriate.]

Unlike the individual allied health services under items 10950 to 10970, there is no additional requirement for a
Team Care Arrangement (item 723) in order forghtient to be referred for group allied health services.

Once the patient has been referred by their GP, a diabetes educator, exercise physiologist or dietitian will conduct an
individual assessment (under items 81100, 81110 or 81¥2@)aximum of one (Lassessment service is available

per calendar year. After assessment, the patient may receive up to eight (8) group services per calendar year from an
eligible diabetes educator, exercise physiologist and/or dietitian (under items 81105, 81115 and/A81125).

collaborative approach, where diabetes educators, exercise physiologists and dietitians work together to develop
group service programs in their local area, is encouraged.

The Department of Human Services (DHS) has developtshith Practitioner Guideline to substantiate the MBS
requirements for patients with type 2 diabetdsch is located on the DHS website.

MN.9.2 Group Allied Health Services (Items 81100 to 81125) for People with Type 2 Diabetes - GP
Referral Requirements

Patients must be referred by their GP to an eligible allied health professional (diabetes educator, exercise
physiologist or dietitian) who will undertake an individual assessiethieir suitability for a group services
program (under item 81100, 81110 or 81120).

When referring patient§&Psmust usea referral form that has been issued by the Australian Government
Department of Health or a form that contains all the componemitssdbrm. The form issued by the department is
available atttp://www.health.gov.au/mbsprimarycareitealck on the link for group allied health services).

GPs are also encouraged to pdeva copy of the relevant part of the patient's care plan to the allied health
professional.

MN.9.3 Group Allied Health Services (Items 81100 to 81125) for People with Type 2 Diabetes -

Eligible Allied Health Professionals

Items 81100 to 81125 only apply services provided by eligible diabetes educators, exercise physiologists and
dietitians who are registered with the Department of Human Sendicesoviders are already registered with the
Department of Human Services to use item 10951, 10953 &A1@%y do not need to register separately for items
81100 to 81125Eligibility criteria are as follows:

Diabetes educatormust be a 'credentialed diabetes educator' (CDE) as credentialed by the Australian Diabetes
Educators Association (ADEA).

Exercise physiologist:must be an 'accredited exercise physiologist' as accredited by Exercise and Sports Science
Australia (ESSA).

Dietitian: must be an 'accredited practising dietitian' as recognised by the Dietitians Association of Australia
(DAA).
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The Departrant of Human Services registration forms may be obtained from the Department of Human Services on
132 150 or at th®epartment of Human Services' website.

MN.9.4 Assessment for Group Allied Health Services (Items 81100, 81110 and 81120) for People

with Type 2 Diabetes

An assessment service is provided by a diabetes educator (item 81100), an exercise physiologist (item 81110) or a
dietitian (item 81120), on referral from a GP.

The purpose of this servicetis undertake an individual assessment and determine the patient's suitability for a
group services progranit involves taking a comprehensive patient history and identification of individual goals.
This may also provide an opportunity to identify antigra who is likely to be unsuitable for group services.

Number of services per year

Patients are eligible for a maximumarieassessment for group services (item 81d1081110or 81120) per

calendar yearlf more than one assessment service is provid@dcalendar year, the subsequent service/s will not
attract a Medicare rebate and the MBS Safety Net arrangements will not apply to costs incurred by the patient for
the servicel/s.

If there is any doubt about a patient's eligibility for items 81100181t 81120, the allied health professional

should contact the Department of Human Services to confirm the number of assessment services already claimed by
the patient in the calendar yeakllied health professionals can call the Department of Humaricesron 132 150

to check this information.

Referral form

The GP must refer the patient using Referral form for group allied health services under Medicare for patients
with type 2 diabetesr a form that contains all the components of this fofiheform issued by the department is
available ahttp://www.health.gov.au/mbsprimarycareite(akck on the link for group allied health services).

The allied health professional undertaking gssessment service will need to complete Part B of this form, and the
patient will then need to present this form to the provider/s of group services.

Length of service

This service must be of at least 45 minutes duration and provided to an indpatieat. The allied health
professional must personally attend the patient.

Reporting requirements

On completion of the assessment service, the allied health professional must provide a written report back to the
referring GP outlining the assessment utaleen, whether the patient is suitable for group services and, if so, the
nature of the group services to be delivered.

MN.9.5 Group Allied Health Services (Items 81105, 81115 and 81125) for People with Type 2
Diabetes - Service Requirements and Referral Forms
These services are provided in a group setting to assist with the management of type 2 diabetes.

Number of services per year
Patients are eligible for up to eight group allied health services in total (items 81105, 81115 and 81125 inclusive) per
cdendar year.Each separate group service must be provided to the patient by only one type of allied health

professional (i.e. by a diabetes educator, or by an exercise physiologist or by a digditiae)er, the overall
group services program providém the patient could be comprised of one type of service only (e.g. eight diabetes
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education services) or a combination of services (e.g. three diabetes education services, three dietitian services and
two exercise physiology serviceshn eligible allied health professional with more than one Medicare provider

number (e.g. for the provision of diabetes education and dietetics) may provide separate services under each of these
provider numbers.

Group allied health service providers are strongly encourtgeeliver multidisciplinary group services programs
that allow patients to benefit from a range of interventions designed to assist in the management of their type 2
diabetes.

Where a patient receives more than the limit of eight group services imdaajear, the additional service/s will
not attract a Medicare benefit and the MBS Safety Net arrangements will not apply to costs incurred by the patient
for the service/s.

If there is any doubt about a patient's eligibility for group services, thd &lialth professional should contact the
Department of Human Services to confirm the number of group services already claimed by the patient in the
calendar yearAllied health professionals can call the Department of Human Services on 132 150 to sheck th
information.

Multiple services on the same day

Where clinically relevant, up to two group services may be provided consecutively on the same day by the same
allied health professional.

Referral form

The allied health professional/s undertaking the gmipices will need to receive tReferral form for group
allied health services under Medicare for patients with type 2 diabetes issued by the Department @ir ldcfaltim
that contains all the components of this form, with Part B completed by thielgrexho has undertaken the
assessment servicdhe form issued by the department is available at
http://www.health.gov.au/mbsprimarycareite(obck on the link for group allied health servie

Group size

The service must be provided to a person who is part of a group of between two and 12 persons.
Length of service

Each group service must be of at least 60 minutes duration.

Reporting requirements

On completion of the group services prograach allied health professional must provide, or contribute to, a
written report back to the referring GP in respect of each pafidm.report should describe the group services
provided for the patient and indicate the outcomes achiew#ile eachallied health professional is required to
provide feedback to the GP in relation to the group services that they provide to the patient, allied health
professionals involved in the provision of a multidisciplinary program are encouraged to combine féstdback
single report to the referring GP.

MN.9.6 Group Allied Health Services (Items 81100 to 81125) for People with Type 2 Diabetes -
Additional Requirements
Retention of Referral Form for the Department of Human Services Audit Purposes

It is recommend that Allied health professionals retain a copy of the referral form for 24 months from the date the
service was rendered (for the Department of Human Services auditing purposes).

Publicly funded services
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Items 81100 81125 do not apply for services tlae provided by any other Commonwealth or stateled

services or provided to an admitted patient of a hospitalvever, where an exemption under subsection 19(2) of
theHealth Insurance Act 1973%as been granted to an Aboriginal Community Controlledlth Service or a
state/territory government health clinic, items 8181025 can be claimed for services provided by eligible allied
health professionals salaried by, or contracted to, service or health élhiequirements of the relevant item must
be met, including registration of the allied health professional with the Department of Human SérhEss.
services must also be bulk billed.

Private health insurance

Patients need to decide if they will use Medicare or their private health insaraillary cover to pay for these
services.Patients cannot use their private health insurance ancillary cover to 'top up' the Medicare rebate paid.

Out-of-pocket expenses and Medicare Safety Net

Allied health professionals are free to determine their fa@s for the professional servicEharges in excess of the
Medicare benefit for the allied health items are the responsibility of the patiemtever, such out of pocket costs
will count toward the Medicare Safety Net for that patient.

MN.9.7 Group Al lied Health Services (Items 81100 to 81125) for People with Type 2 Diabetes -
Further Information

Further information about these items is available on the Department of Health's website at
www.health.gov.au/mbsprimarycareitems

MN.10.1 Provision of Autism , Pervasive Developmental Disorder or Disability Services by Allied
Health Professionals - (Items 82000 to 82035)
Eligible patients

MBS items 82000 to 82035 provide Medicaiebateable allied health services to children with autism or any other
pervasivedevelopmental disorder (PDD) through the Helping Children with Autism program, and to children with
an eligible disability through the Better Start for Children with Disability progr@mildren with both autism/PDD
and an eligible disability can accesther program, but not both.

The conditions classified as PDD in 2008 for the purposes of these services were informed by the American
Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders, Fourth EditiorI{D$R),
WashingtonDC, American Psychiatric Association, 2000.

‘Eligible disabilities' for the purpose of these services means any of the following conditions:

€)) sight impairment that results in vision of less than or equal to 6/18 vision or equivalent fietdtlussetter
eye, with correction.

(b) hearing impairment that results in:

(iii) a hearing loss of 40 decibels or greater in the better ear, across 4 frequencies; or
(iv) permanent conductive hearing loss and auditory neuropathy.

(c) deafblindness

(d) cerebral palsy

(e) Down syndrome

® Fragile X syndrome

57



(9) PradefWilli syndrome

(h) Williams syndrome

0] Angelman syndrome

)] Kabuki syndrome

(k) SmithrMagenis syndrom

0] CHARGE syndrome

(m)  Cri du Chat syndrome

(n) Cornelia de Lange syndrome

(o) microcephaly if a child has:

(iii) a head circumference less than the third percentile for age and sex; and

(iv) a functional leveht or below 2 standard deviations below the mean for age on a standard developmental
test, or an IQ score of less than 70 on a standardised test of intelligence.

(p) Rett's disorder

"standard developmental test" refers to the Bayley Scales ot D&melopment or the Griffiths Mental

Development Scales; "standardised test of intelligence” means the Wechsler Intelligence Scale for Children (WISC)
or the Wechsler Preschool and Primary Scale of Intelligence (WPR&up to the clinical judgemeiof the

diagnosing practitioner if other tests are appropriate to be used.

Allied health services available under Medicare

Items are available fassessment/diagnosiervices, the results of which can contribute to development of a
treatment and managemt plan by the referring medical practitioner, andtifeatment services.

Theassessment/diagnositgems (82000, 82005, 82010, 82030) can be accessed when:

é a child with autism/PDD is aged under 13 years and referred by an eligible canssytematrist or
paediatrician; or

é a child with an eligible disability is aged under 13 years and referred by a specialist, consultant physician or
GP.

Thetreatment items (82015, 82020, 82025 and 82035) can be accessed when:

é A child with autism/PDD is aged under 15 years and a treatment and management plan has been put in place
for them before their 13th birthday, and they have been referred by an eligible consultant psychiatrist or
paediatrician.

é A child with an eigible disability is aged under 15 years and a treatment and management plan has been put
in place for them before their 13th birthday, and they have been referred by a specialist, consultant physician or GP.

The allied health assessment and treatmentcgsrcan be provided by eligible audiologists, occupational therapists,
optometrists, orthoptists, physiotherapists, psychologists and speech pathologists.

Number of assessment services

Medicare rebates are available for up to four services in totalig#aie child, to assist with assessment and
diagnosis and development of a treatment plEme four services may consist of any combination of items 82000,
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82005, 82010 and 8203 is the responsibility of the referring practitioner to allocate tiseseices in keeping
with the child's individual needs and to refer the child to appropriate allied health professional(s) accordingly.

These services will not attract a Medicare rebate unless a referral has been made by a consultant psychiatrist (using
items 296370) or paediatrician (using items 1181) for a child with autism/PDD, or by a specialist or consultant
physician (using items 10431 or 296370 excluding item 359) or GP (using item8B) for a child with a

disability.

Number of treatment senices

Medicare rebates are available for up to twenty allied health treatment services in total per eligibEhehild.

twenty services may consist of any combination of items 82015, 82020, 82025 and B208% responsibility of

the referring practioner to allocate these services in keeping with the child's individual treatment needs and to refer
the child to appropriate allied health professional(s) accordingly.

These services will not attract a Medicare rebate unless referral has been madadwjtant psychiatrist (using
item 289) or paediatrician (using item 135) for children with autism/PDD, or by a specialist or consultant physician
(using item 137) or a GP for disability (using item 139) for children with disability.

Service length and tyg

Services under these items must be for the time period specified within the item desgtiptailied health
professional must personally attend the child.

A child may receive up to four Medicare eligible services from an allied health professidhel same day.

It is anticipated that professional attendances at places other than consulting rooms would be provided where
treatment in other environments is necessary to achieve therapeutic outcomes.

It is also expected that participating allied hlegitoviders will deliver treatment under these items that is consistent
with the autism/PDD or disability treatment plan prepared by the medical practitioner, and is in keeping with
commonly established autism/PDD or disability interventions as practystaio profession and appropriate for the
age and particular needs of the child being treated.

Eligible allied health professionals

Allied health professionals providing services under these items must be registered with the Department of Human
Services.To register with the Department of Human Services to provide these services, an allied health professional
must meet the specific eligibility requirements detailed below:

é Audiologist must be either a 'Full Member' of the Audiological Socidtfuastralia Inc (ASA), who holds a
'Certificate of Clinical Practice' issued by the ASA; or an 'Ordinary MemBeadiologist' or 'Fellow Audiologist' of
the Australian College of Audiology (ACAud).

é Occupational Therapistmust be registered vhitthe Occupational Therapy Board of Australia.

é Optometrist must be registered as an optometrist or optician under a law of a State or an internal Territory
that provides for the registration of optometrists or opticians, and be a participatiimgetrist.

é Orthoptist must be registered with the Australian Orthoptic Board and have a Certificate of Currency; and
be a member of Orthoptics Australia.

é Physiotherapig must be registered with the Physiotherapy Board of Australia
é Psychologistmust hold General Registration with the Psychology Board of Australia.
é Speech Pathologisiust be a 'Practising Member' of Speech Pathology Australia.
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In addition to meeting the above mentioned credentialing reqeiresnit is expected that eligible providers will
"self-select" for the autism/PDD and disability items (i.e. possess the skills and experience appropriate for provision
of these services and be oriented to work with children with autism/PDD or disability)

Referral requirements

An allied health professional wanting to provide any of the items 882035 must be in receipt of a current
referral provided by an eligible medical practition&eferrals are only valid when prerequisite MBS services have
beenprovided.

An eligible allied health professional can provide assessment items (82000, 82005, 82010 and 82030) to a child
under the Helping Children with Autism program when:

é the child has previously been provided with any MBS service covitentgs 110 through 131 inclusive by a
consultant paediatrician; or

é the child has previously been provided with any MBS service covering items 296 through 370 (excluding
item 359) inclusive by a consultant psychiatrist.

An eligible allied health professional can provide assessment items (82000, 82005, 82010 and 82030) to a child
under the Better Start for Children with Disability program when:

é the child has previously been provided with any MBS service covering itentarb@gh 131 inclusive, or
items 296 through 370 (excluding item 359) inclusive by a specialist or consultant physician; or

é the child has previously been provided with any MBS service covering items 3 through 51 by a GP.

An eligible allied healt professional can provide treatment items (8282825 and 82035) to a child under the
Helping Children with Autism program when:

é the child has previously been provided with a treatment plan (item 135) by a consultant paediatrician; or
é the child has previously been provided with a treatment plan (item 289) by a consultant psychiatrist.

An eligible allied health professional can provide treatment items (822085 and 82035) to a child under the
Better Start for Children with Disdiy program when:

é the child has previously been provided with a treatment plan (MBS item 137) by a specialist or consultant
physician; or

é the child has previously been provided with a treatment plan (MBS item 139) by a GP.

If the referring service has not yet been claimed, the Department of Human Services (DHS) will not be aware of the
child's eligibility and Medicare benefits cannot be pdHS will be able to confirm whether a relevant MBS

service has been claimed and/or the benof allied health services already claimed by the cllded health
professionals can call the DHS provider line on 132 1B&rents and carers can call the patient information line on
132 011.

It is recommended that allied health professionalimehe referral for 24 months from the date the service was
rendered for Medicare auditing purposes.

Referring medical practitioners are not required to use a specific form to refer patients for these Seregices.
referral may be a letter or note toeligible allied health professional signed and dated by the referring practitioner.

Referral validity
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Medicare benefits are available for up to four allied health assessment and diagnosis services and up to twenty allied
health treatment services per patiin total.

Patients will require a separate referral for each allied health professional they are referred to and they will also need
new referrals for each new course of treatment.

A course of treatment for the allied health treatment services topsihe number of allied health services stated
on the child's referralThis enables the referring practitioner to consider a report from the allied health
professional(s) about the services provided to the child, and the need for further treatment.

Within the maximum service allocation of twenty services for the treatment items, the allied health professional(s)
can provide one or more courses of treatmélyi.to 4 services may be provided to the same child on the same day.

Reporting requirements

A written report must be provided to the referring medical practitioner by the allied health professional(s) after
having provided the assessment and diagnosis and development of a treatment plan service(s) to the child.

On completion of a course of treatmehg eligible audiologist, occupational therapist, optometrist, orthoptist,
physiotherapist, psychologist and speech pathologist must provide a written report to the referring medical
practitioner which includes information on:

é treatment providd;
é recommendations on future management of the child's disorder; and
é any advice provided to third parties (e.g. parents, schools).

A written report must also be provided to the referring medical practitioner at the completipnsoibsequent
course(s) of treatment provided to the child.

Further information

For more information refer to tidBS online websit®r the MBS Primary Care Itemiformation page.
information page.

MN.11.1 Follow -up Allied Health Services for people of Aboriginal or Torres Strait Islander descent
(Items 81300 to 81360)

Eligible Patients

A person who is of Aboriginal or Torres Strait Islander desogay be referred by their GP for follewp allied
health services under items 81300 to 81360 when the GP has undertaken a health assessment and identified a need
for follow-up allied health services.

These items are similar to the individual allied He&kms (items 10950 to 10970) available to patients who have a
chronic or terminal medical condition and complex care needs and have a GP Management Plan and Team Care
Arrangements prepared by their GP. However items 81300 to 81360 provide an alteefiaxtre¢ pathway for

Aboriginal or Torres Strait Islander people to access allied health serlfigepatient meets the eligibility criteria

for individual allied health services under the Chronic Disease Management items and foufoldlied health

services, they can access both sets of services and are eligible for up to ten allied health services under Medicare per
calendar year.

A practice nurse/Aboriginal and Torres Strait Islander health practitioner item (10987) is also available for
Indigenows Australians who have received a health check. This item enables Aboriginal or Torres Strait Islander
people to receive followap services from a practice nurse or Aboriginal and Torres Strait Islander health
practitioner on behalf of a GP. More detailtbis item is provided at explanatory note M.12.4 of the Medicare
Benefits Schedule.
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Eligible Allied Health Services

The following allied health professionals are eligible to provide services under these items:
é Aboriginal and Torres Strait Igl@er health practitioners

é Aboriginal Health Workers

é Audiologists

¢ Chiropractors

é Diabetes Educators

é Dietitians

é Exercise Physiologists

é Mental Health Workers
é Occupdional Therapists
é Osteopaths

é Physiotherapists

é Podiatrists

é Psychologists

é Speech Pathologists

Publicly funded services

Items 81300 to 81360 do not apply for services that are provided by any Coreailthner state or territory

government funded services or provided to an admitted patient of a hosfutakver, where an exemption under
subsection 19(2) of the Health Insurance Act 1973 has been granted to an Aboriginal Community Controlled Health
Senice or state/territory government health clinic, items 81300 to 81360 can be claimed for services provided by
eligible allied health professionals salaried by, or contracted to, the service or healthAdlirégjuirements of the

relevant item must be e, including registration of the allied health professional with the Department of Human
Services.Medicare services provided under a subsection 19(2) exemption must be bulk billed (i.e. the Medicare
rebate is accepted as full payment for services).

Number of services per year

Medicare benefits are available for up to five follow allied health services per eligible patient, per calendar year.
The five allied health services can be made up of one type of service (e.qg. five physiotherapy services) or a
combination of different types of services (e.g. one dietetic, two podiatry and two physiotherapy services).

The annual limit of five allied health services per patient under items 81300 to 81360 is in addition to the individual
allied health services fgratients with a chronic or terminal medical condition and complex care needs (items 10950
to 10970).

Checking patient eligibility for items 81300 to 81360

If there is any doubt about a patient's eligibility, the Department of Human Services will be adniéirto the

number of allied health services already claimed by the patient during the calendaklijedealth professionals

can call the Department of Human Services on 132 150 and patients can call the Department of Human Services on
132 011 or dkrnatively the Indigenous Access Line for the Department of Human Services on 1800 556 955.
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Service length and type

Services provided by eligible allied health professionals under these items must meet the specific requirements set
out in the item descrtprs. These requirements include that:

é the service is of at least 20 minutes duration;

é the service is provided to the person individually (i.e. not as part of a group service) and in person (i.e. the
allied health professional musérsonally attend the patient);

é the person is not an admitted patient of a hospital;
é the allied health professional must provide a written report to the GP; and
é if the patient has private health insurance, he/she caisedteir private health insurance ancillary cover to

'top up' the Medicare rebate paid for these services.
Private health insurance

Patients need to decide if they will use Medicare or their private health insurance ancillary cover to pay for these
services. Patients cannot use their private health insurance ancillary cover to 'top up' the Medicare rebate paid for
the services.

Reporting back to the GP

Where an allied health professional provides a single service to the patient under a referradtheadth
professional must provide a written report back to the referring GP after that service.

Where an allied health professional provides multiple services to the same patient under a referral, the allied health
professional must provide a written oepback to the referring GP after the first and last service, or more often if
clinically necessary. Written reports should include:

é any investigations, tests, and/or assessments carried out on the patient;
é any treatment provideand
é future management of the patient's condition or problem.

Out-of-pocket expenses and Medicare safety net

Allied health professionals can determine their own fees for the professional service, except where the service is
provided under a substion 19(2) exemptionCharges in excess of the Medicare benefit for the allied health items
are the responsibility of the patiertlowever, such oubf-pocket costs will count toward the Medicare safety net

for that patient.Allied health services iexcess of five in a calendar year will not attract a Medicare benefit and the
safety net arrangements will not apply to costs incurred by the patient for such services.

Referral Requirements

Referral form

For Medicare benefits to be payable, the patiergtrba referred to an eligible allied health professional by their GP
using a referral form that has been issued by the Australian Government Department of Health or a form that
contains all the components of this form.

The form issued by the departmenfivailable at th®#IBS Primary Care Itemisiformation page (click on the link
for follow-up allied health services).

GPs are encouraged to attach a copy of the relevant part of the patienpkoao the referral form.
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GPs may use one referral form to refer patients for single or multiple services of the same service type (e.qg. five
dietetic services)lf referring a patient for single or multiple services of different service types @dlietetic
services and three podiatry services), a separate referral form will be needed for each service type.

The patient will need to present the referral form to the allied health professional at the first consultation, unless the
GP has previouslyrpvided it directly to the allied health professional.

It is recommended that allied health professionals retain the referral form for 24 months from the date the service
was rendered (for the Department of Human Services auditing purposes). A copyebéitta form is not required

to accompany Medicare claims, and allied health professionals do not need to attach a signed copy of the form to
patients' itemised accounts/receipts or assignment of benefit forms.

Completed forms do not have to be sent ®Bepartment of Health.
Referral validity

A referral is valid for the stated number of servicdsll services are not used during the calendar year in which the
patient was referred, the unused services can be used in the next calenddoyesser,those services will be
counted as part of the five rebates for allied health services available to the patient during that calendar year.

When patients have used all of their referred services they will need to obtain a new referral from their GP.

Allied health Professional Eligibility

Items 81300 to 81360 can only be claimed for services provided by eligible allied health professionals who are
registered with the Department of Human Serviokiied health professionals already registered with Medicare
(e.g. for items 10950 to 10970) do not need to register again to claim these items.

Specific eligibility requirements for allied health professionals providing services under these items are:

Aboriginal and Torres Strait Islander health practitioners mud be registered with the Aboriginal and Torres

Strait Islander Health Practice Board of Australidhoriginal and Torres Strait Islander health practitioners may use
any of the titles authorised by the Aboriginal and Torres Strait Islander Health PBxdice Aboriginal health
practitioners; Aboriginal and Torres Strait Islander health practitioners; or Torres Strait Islander health practitioners.

Aboriginal health workers in a State or Territory other than the Northern Territory must have been avestied

a. a Certificate 11l in Aboriginal and/or Torres Strait Islander Primary Health Care (or an equivalent or higher
qualification) by a registered training organisation; or

b. a Certificate Ill in Aboriginal and Torres Strait Islanditgalth (or an equivalent or higher qualification) by a
registered training organisation before 1 July 2012.

Note: Where individuals consider their qualification to be equivalent to or higher than the qualifications listed
above, they will need to contaztregistered training organisation in their State or Territory to have the qualification
assessed as such before they can register with the Department of Human Skrteeslorthern Territory, a
practitioner must be registered with the Aboriginal aodres Strait Islander Health Practice Board of Australia.

Audiologists must be either a 'Full Member' of the Audiological Society of Australia Inc (ASA), who holds a
‘Certificate of Clinical Practice' issued by the ASA; or an 'Ordinary Memhadiologig' or 'Fellow Audiologist' of
the Australian College of Audiology (ACAud).

Chiropractors must be registered with the Chiropractic Board of Australia.

Diabetes educatorsnust be a Credentialled Diabetes Educator (CDE) as credentialled by the Australiete®iab
Educators Association (ADEA).
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Dietitians must be an 'Accredited Practising Dietitian' as recognised by the Dietitians Association of Australia
(DAA).

Exercise physiologistsnust be an 'Accredited Exercise Physiologist' as accredited by ExercisecatsdSience
Australia (ESSA).

Mental health workers can include services provided by members of five different allied health professional
groups. 'Mental health workers' are drawn from the following:

é psychologists;

é mental health mses;

é occupational therapists;

é social workers;

é Aboriginal and Torres Strait Islander health practitioners; and
é Aboriginal health workers.

Psychologists, occupational therapists, Aboriginal and Torres Straitdlander health practitionersand
Aboriginal health workers are eligible in separate categories for these items.

Mental health nursesmust be a credentialled mental health nurse, as certified by the Australian College of Mental
Health Nurses.

Mental healtmurses who were registered in the ACT or Tasmania prior to the introduction of the National
Registration and Accreditation Scheme (NRAS) on 1 July 2010, will have until 31 December 2010 to be certified by
the Australian College of Mental Health Nurses.

Sodal workers must be a 'Member' of the Australian Association of Social Workers (AASW); and be certified by
AASW as meeting the standards for mental health set out in the document published by AASW titled 'Practice
Standards for Mental Health Social Workexs in force on 8 November 2008.

Occupational therapistsmust be registered with the Occupational Therapy Board of Australia.
Osteopathsmust be registered with the Osteopathy Board of Australia.

Physiotherapistsmust be registered with the Physiother&mard of Australia.

Podiatrists must be registered with the Podiatry Board of Australia.

Psychologistamust hold general registration in the health profession of psychology under the applicable law in
force in the State or Territory in which the servis@iovided.

Speech pathologistsnust be a 'Practising Member' of Speech Pathology Australia.
Registering with the Department of Human Services

Provider registration forms may be obtained from the Department of Human Services on 132 150 or by visiting the
Department of Human Service®bsite and then searching for "allied health application”.

Further information

Further information about these items, including a fact sheet and the referral form, is evailti# Department of
Health'sMBS Primary Care Itemsmformation page. For providers, information is also available from the
Department of Human Services provider inquiry line on 132 150Irdigenous Access Line for the Department of
Human Services on 1800 556 955 is also a useful source of information.
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MN.12.1 Immunisation services provided by an Aboriginal and Torres Strait Islander health

practitioner - (Item 10988)

Item 10988 can onlige claimed by a medical practitioner where an immunisation is provided to a patient by an
Aboriginal and Torres Strait Islander health practitioner on behalf of the medical practitioner.

Item 10988 can be claimed only once per patient visit, even if tharedne vaccine is administered during the
same patient visit.

An Aboriginal and Torres Strait Islander health practitioner means a person who has been registered as an
Aboriginal and Torres Strait Islander health practitioner by the Aboriginal and TamagslIslander Health Practice
Board of Australia and meets the Board's registration standards. The Aboriginal and Torres Strait Islander health
practitioner must be employed or retained by a general practice, or by a health service that has an éxemption
claim Medicare benefits under subsection 19(2) of the Health Insurance Act 1973.

An Aboriginal and Torres Strait Islander health practitioner may use any of the titles authorised by the Aboriginal
and Torres Strait Islander Health Practice Board: Alimmighealth practitioner; Aboriginal and Torres Strait
Islander health practitioner; or Torres Strait Islander health practitioner.

The Aboriginal and Torres Strait Islander health practitioner must be appropriately qualified and trained to provide
immunisations. This includes compliance with any territory requirements.

The medical practitioner under whose supervision the immunisation is provided retains responsibility for the health,
safety and clinical outcomes of the patient.

Supervision may include dance supervision where the medical practitioner does not have to be physically present
at the time that the service is provided by the Aboriginal and Torres Strait Islander health practitioner, but should be
able to be contacted for advice if required.

The immunisation must be performed by the Aboriginal and Torres Strait Islander health praciitiaoeordance
with the current edition of the Australian Immunisation Handbook and the Central Australian Rural Practitioners
Association (CARPA) Standard datment Manual.

Immunisation means the administration of a registered vaccine to a patient for any purpose other than as part of a
mass immunisation of persons.

A registered vaccine means a vaccine that is included on the Australian Register of TheGameigid his

includes all vaccines on the Australian Standard Vaccination Schedule and vaccines covered in the current edition of
the Australian Immunisation Handboo¥khe following substances cannot be claimed under this item: vaccines used
experimentdl/; homeopathic substances; immunotherapy for allergies (sgmigtisation preparations); and other
substances that are not vaccingsere may also be territory limitations on the administration of some vaccines,

such as those for tuberculosis, yelltaver and Xever.

All GPs whether vocationally registered or not are eligible to claim this iistrict Medical Officers (DMOS)

employed by the Northern Territory Department of Health and Community Services are also eligible to claim this
item.

Wher the medical practitioner provides a professional attendance to the patient (in addition to the immunisation
service provided by the Aboriginal and Torres Strait Islander health practitioner), the medical practitioner may also
claim for the professionattendance they provide to the patient.

Item 10991 can also be claimed in conjunction with item 10988 provided the conditions of both items are satisfied.

Related Items: 10988
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MN.12.2 Wound management services provided by an Aboriginal and Torres Strait Islander health

practitioner (item 10989)

Item 10989 can only be claimed by a medical practitioner where wound management (other than normal aftercare) is
provided to a patient by an Aboriginal and Torres Strait Islander health practitioner on behalnetikal

practitioner.

Item 10989 can be claimed only once per patient visit, even if more than one wound is treated during the same
patient visit.

An Aboriginal and Torres Strait Islander health practitioner means a person who has been registered as an
Aboriginal and Torres Strait Islander health practitioner by the Aboriginal and Torres Strait Islander Health Practice
Board of Australia and meets the Board's registration standards. The Aboriginal and Torres Strait Islander health
practitioner must be erfgyed or 806 retained by a general practice, or by a health service that has an exemption to
claim Medicare benefits under subsection 19(2) of the Health Insurance Act 1973.

An Aboriginal and Torres Strait Islander health practitioner may use any ofiéiseatithorised by the Aboriginal
and Torres Strait Islander Health Practice Board: Aboriginal health practitioner; Aboriginal and Torres Strait
Islander health practitioner; or Torres Strait Islander health practitioner.

The Aboriginal and Torres Straglander health practitioner must be appropriately qualified and trained to treat
wounds. This includes compliance with any territory requirements.

The medical practitioner under whose supervision the treatment is provided retains responsibility fdththe hea
safety and clinical outcomes of the patient.

Supervision may include distance supervision where the medical practitioner does not have to be physically present
at the time that the service is provided by the Aboriginal and Torres Strait Islandbrgraatitioner, but should be
able to be contacted for advice if required.

The medical practitioner must conduct an initial assessment of the patient (including under a distance supervision
arrangement if the medical practitioner is not physically pregeiotder to give instruction in relation to the
treatment of the wound.

Where an Aboriginal and Torres Strait Islander health practitioner provides ongoing wound management, the
medical practitioner is not required to give instruction or see the patigngdeach subsequent visit.

MN.12.3 Follow up service provided by a practice nurse or Aboriginal and Torres Strait Islander

health practitioner, on behalf of a Medical Practitioner, for an Indigenous person who has received

a health assessment (Item 1098 7)

Item 10987 may be claimed by a medical practitioner, where a follow up service is provided by a practice nurse or
Aboriginal and Torres Strait Islander health practitioner on behalf of that medical practitioner for an Indigenous
person who has receivachealth check.

All GPs whether vocationally registered or not are eligible to claim this ifRistrict Medical Officers (DMOSs)
employed by state/territory health Departments are also eligible to claim thisTiterterm 'GP' is used in these
notes a® generic reference to medical practitioners able to claim this item.

Item 10987 does not apply for services that are provided by any other Commonwealth or State funded services.
However, where an exemption under subsection 19(2) di¢ladth Insurance £t 1973has been granted to an
Aboriginal Community Controlled Health Service or State/Territory Government Health clinic, item 10987 can be
claimed for services provided by practice nurses or Aboriginal and Torres Strait Islander health practitioeetr salar
or contracted to, the Service or Health clinfdl requirements of the item must be met.
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Item 10987 will assist Indigenous patients who have received a health check which has identified a need for follow
up services which can be provided by a practiarse or Aboriginal and Torres Strait Islander health practitioner
between further consultations with the patient's GP.

Item 10987 may be used to provide:

1 Examinations/interventions as indicated by the health check;

9 Education regarding medication complig and associated monitoring;
1 Checks on clinical progress and service access;

1 Education, monitoring and counselling activities and lifestyle advice;
9 Taking a medical history; and

1 Prevention advice for chronic conditions, and associated follow up.

Item 1087 may be claimed up to a maximum of 10 times per patient per calendar year.

Item 10987 may be accessed by an Indigenous patient who has received the Aboriginal and Torres Strait Islander
Peoples Health Assessment (item 715), which is available to:

a) chidren between the ages of 0 and 14 years;
b) adults between the ages of 15 and 54 years; and
c) older people over the age of 55 years.

The item can also be accessed by a child who has received a health check as part of the Northern Territory
Emergency RBsponse (NTER).

Patients whose condition is unstable/deteriorating should be referred to their GP for further treatment.

A practice nurse means a registered or enrolled nurse who is employed by, or whose services are otherwise retained
by a general practé or by a health service that has an exemption to claim Medicare benefits ursectsuib 19(2)
of theHealth Insurance Act 1973

An Aboriginal and Torres Strait Islander health practitioner means a person who has been registered as an
Aboriginal and Teores Strait Islander health practitioner by the Aboriginal and Torres Strait Islander Health Practice
Board of Australia and meets the Board's registration standards. The Aboriginal and Torres Strait Islander health
practitioner must be employed or retalrt®y a general practice, or by a health service that has an exemption to
claim Medicare benefits under subsection 19(2) of the Health Insurance Act 1973.

An Aboriginal and Torres Strait Islander health practitioner may use any of the titles authorised\byptiginal
and Torres Strait Islander Health Practice Board: Aboriginal health practitioner; Aboriginal and Torres Strait
Islander health practitioner; or Torres Strait Islander health practitioner.

In all cases, the GP under whose supervision thehheladick followup is being provided retains responsibility for
the health, safety and clinical outcomes of the pati€he GP must be satisfied that the practice nurse or
Aboriginal and Torres Strait Islander health practitioner is appropriately qdadifie trained to provide the relevant
follow up for the patientGPs are advised to consult their insurer concerning indemnity coverage for services
provided on their behalf.

General practices where nurses or Aboriginal and Torres Strait Islander maatitigmers provide follow up for
Indigenous people who have received a health check, should also have a written clinical risk management strategy
covering issues like clinical roles, patient follow up and patient consent.

Continuing professional develogmt is recommended for all nurses and an Aboriginal and Torres Strait Islander
health practitioners providing follow up services for Indigenous people who have received a health check.
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Supervision of the practice nurse/Aboriginal and Torres Strait Isldreddth practitioner by the GP at a distance is
recognised as an acceptable form of supervisidiis means that the claiming GP does not have to be physically
present at the time the service is providetbwever the GP should be able to be contacteshjifiired.

Where the GP and practice nurse/Aboriginal and Torres Strait Islander health practitioner are at the same location,
the GP is not required to be present while the health check follow up is underitaikeup to the GP to decide

whether they ned to see the patien¥Where the GP has a consultation with the patient, then the GP is entitled to
claim a Medicare item for the time and complexity of their personal attendance on the Jdtetime the patient
spends receiving a service from thagiice nurse or Aboriginal and Torres Strait Islander health practitioner is
itemised separately under item 10987 and should not be counted as part of the Medicare items claimed for time
spent with the GPWhere the practice nurse or Aboriginal and ToB#gsit Islander health practitioner provides
another service (eg immunisation, Pap smear) on the same day, the GP is able to claim for all practice nurse/
Aboriginal and Torres Strait Islander health practitioner services provided.

Item 10990 or 10991 (lkubilling incentives) can be claimed in conjunction with item 10987 provided the
conditions of item 10990 or 10991 are satisfied.

MN.12.4 Provision of monitoring and support for a person with a chronic disease by a practice

nurse or Aboriginal and Torres  Strait Islander health practitioner (item 10997)

Item 10997 may be claimed by a medical practitioner, where a monitoring and support service for a person with a
chronic disease care plan is provided by a practice nurse or Aboriginal and Torres &t Iskalth practitioner

on behalf of that medical practitioner.

All GPs whether vocationally registered or not are eligible to claim this ifgme.term 'GP' is used in these notes as
a generic reference to medical practitioners able to claim this ite

Item 10997 does not apply for services that are provided by any other Commonwealth or State funded services.
However, where an exemption under subsection 19(2) of the Health Insurance Act 1973 has been granted to an
Aboriginal Community Controlled Hedd Service or State/Territory Government health clinic, item 10997 can be
claimed for services provided by practice nurses or Aboriginal and Torres Strait Islander health practitioners salaried
by or contracted to, the Service or health climdl. requirements of the item must be met.

Item 10997 will assist patients who require access to ongoing care, routine treatment and ongoing monitoring and
support between the more structured reviews of the care plan by the patient's usual GP.

Item 10997 may be uséd provide:

é checks on clinical progress;

é monitoring medication compliance;

é self management advice, and;

é collection of information to support GP reviews Gare Plans.

The services praded by the practice nurse or Aboriginal and Torres Strait Islander health practitioner should be
consistent with the scope of the GP Management Plan, Team Care Arrangements, or Multidisciplinary Care Plan.

Item 10997 may be claimed up to a maximum dfries per patient per calendar year.

Iltem 10997 may only be accessed by a patient with a GP Management Plan, Team Care Arrangements or
Multidisciplinary Care Plan (items 721, 723, 729, 731 and 732).

Patients whose condition is unstable/deteriorating shoeilebferred to their GP for further treatment.

A practice nurse means a registered or enrolled nurse or Nurse Practitioner who is employed by, or whose services
are otherwise retained by a general practice.
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An Aboriginal and Torres Strait Islander healtiagtitioner means a person who has been registered as an

Aboriginal and Torres Strait Islander health practitioner by the Aboriginal and Torres Strait Islander Health Practice
Board of Australia and meets the Board's registration standards. The Abaigingbrres Strait Islander health
practitioner must be employed or retained by a general practice, or by a health service that has an exemption to
claim Medicare benefits under subsection 19(2) of the Health Insurance Act 1973.

An Aboriginal and Torres Sdit Islander health practitioner may use any of the titles authorised by the Aboriginal
and Torres Strait Islander Health Practice Board: Aboriginal health practitioner; Aboriginal and Torres Strait
Islander health practitioner; or Torres Strait Islandelth practitioner.

In all cases, the GP under whose supervision the chronic disease monitoring and support is being provided retains
responsibility for the health, safety and clinical outcomes of the pafidr®.GP must be satisfied that the practice

nurse is appropriately qualified and trained to provide chronic disease support and monEtsgre advised to

consult their insurer concerning indemnity coverage for services performed on their behalf.

General practices where nurses or Aboriginal amt€s Strait Islander health practitioner provide chronic disease
support and monitoring, should also have a written clinical risk management strategy covering issues like clinical
roles, patient follow up and patient consent.

Continuing professional devagdment is recommended for all nurses and Aboriginal and Torres Strait Islander health
practitioners providing chronic disease monitoring and support.

Supervision by the GP at a distance is recognised as an acceptable form of supervision. This meackthangh
GP does not have to be physically present at the time the service is provided. However, the GP should be able to be
contacted if required.

Where the GP and practice nurse/ Aboriginal and Torres Strait Islander health practitioner are at theasim,

the GP is not required to be present while the chronic disease monitoring and support is undertaken. It is up to the
GP to decide whether they need to see the patidhere the GP has a consultation with the patient, then the GP is
entitled b claim a Medicare item for the time and complexity of their personal attendance on the Fatéetine

the patient spends receiving a service from the practice nurse or Aboriginal and Torres Strait Islander health
practitioner is itemised separatelydam item 10997 and should not be counted as part of the Medicare item claimed
for time spent with the GPWhere the practice nurse or Aboriginal and Torres Strait Islander health practitioner
provides another service (eg immunisation) on the same da@Rlie able to claim for both practice nurse/

Aboriginal and Torres Strait Islander health practitioner items.

Item 10990 or 10991 (bulk billing incentives) can be claimed in conjunction with item 10997 provided the
conditions of item 10990 or 10991 areisied (see explanatory note M.1).

MN.12.5 Telehealth Support Services by Health Professionals

These notes provide information on the telehealth MBS attendance items for health professionals to provide clinical
support to their patients during video coltations with a specialist, consultant physicians and psychiatrists under
items 10945 to 10948 in Group A10 which are available for participating optometrists, items 82150, 82151 and
82152 in Group M13 which are available for participating midwives, i@P220 to 82225 in Group M14 for

participating nurse practitioners and items 10983 and 10984 in Group M12 for practice nurses, Aboriginal and
Torres Strait Islander health practitioners or Aboriginal health workers for services provided for and onflaehalf o
medical practitioner.

Telehealth patier¢énd support services can only be claimed where:

é a Medicare eligible specialist service is claimed;
é the service is rendered in Australia; and
é where this is necessary for thevision of the specialist service.
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The above patiergnd support services provide for attendances in various settings including eligible residential aged
care services, eligible Aboriginal Medical Service or Aboriginal Community Controlled Health &&widhich a
19(2) direction under thdealth Insurance Act 197&pplies.

Clinical indications

The specialist, consultant physician or psychiatrist must be satisfied that it is clinically appropriate to provide a
video consultation to a patient. The demisto provide clinically relevant support to the patient is the responsibility
of the specialist, consultant physician or psychiatrist.

Telehealth specialist services can be provided to patients when there is negratisnpport service provided.
Collaborative Consultation

The practitioner, who provides assistance to the patient where this is necessary for the provision of the specialist
service, may seek assistance from a health professional (e.g. a practice nurse, Aboriginal and Torres Strait Islander
health practitioner or Aboriginal health worker) but only one item is billable for the patieihéupport service. The
practitioner must be present during part or all of the consultation in order to bill an approprigiertché1BS

item. Any time spenby another health professional called to assist with the consultation may not be counted against
the overall time taken to complete the video consultation.

Restrictions

The MBS telehealth attendance items are not payable for services to an admitted patpitt (this includes

hospital in the home patients). Benefits are not payable for telephone or email consultations. In order to fulfill the
item descriptor there must be a visual and audio link between the patient and the remote practitionemdté¢he r
practitioner is unable to establish both a video and audio link with the patient, a MBS rebate for a telehealth
attendance is not payable.

Eligible Geographical Areas

Geographic eligibility for telehealth services funded under Medicare are deterwit@ding to the Australian
Standard Geographical Classification Remoteness Area (AS&Classifications. Telehealth Eligible Areas are
areas that are outside a Major City (RA1) according to AARBGRAZ2-5). Patients and providers are able to check
their eligibility by following thelinks on the MBS Online website

There is a requirement for the patient and specialist to be located a minimum of 15km apart at the time of the
consultation. Minimum disnce between specialist and patient video consultations are measured by the most direct
(ie least distance) route by road. The patient or the specialist is not permitted to travel to an area outside the
minimum 15 km distance in order to claim a videofeoence.

This rule will not apply to specialist video consultation with patients who are a care recipient in a residential care
service; or at an Aboriginal Medical Service or an Aboriginal Community Controlled Health Service for which a
direction, made wther subsection 19(2) of thi¢ealth Insurance Act 1973&s these patients are to receive telehealth
services anywhere in Australia.

Telehealth Eligible Service Areas are definethatMBS Online websit

Record Keeping

Participating telehealth practitioners must keep contemporaneous notes of the consultation including documenting
that the service was performed by video conference, the date, time and the people who participated.

Only clinical detailsecorded at the time of the attendance count towards the time of the consultation. It does not
include information added at a later time, such as reports of investigations.

Multiple attendances on the same day
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In some situations a patient may receive ehtedlth consultation and a face to face consultation by the same or
different practitioner on the same day.

Medicare benefits may be paid for more than one video consultation on a patient on the same day by the same
practitioner, provided the second (amy dollowing) video consultations are not a continuation of the initial or

earlier video consultations. Practitioners will need to provide the times of each consultation on the patient's account
or bulk billing voucher.

Aftercare Rule

Video consultationsra subject to the same aftercare rules as face to face consultations.

Referrals

The referral procedure for a video consultation is the same as for conventioralface consultations.

Technical requirements

In order to fulfill the item descriptor themust be a visual and audio link between the patient and the remote
practitioner. If the remote practitioner is unable to establish both a video and audio link with the patient, a MBS
rebate for a telehealth attendance is not payable.

Individual cliniciars must be confident that the technology used is able to satisfy the item descriptor and that
software and hardware used to deliver a videoconference meets the applicable laws for security and privacy.

Bulk billing

Bulk bill incentive items 10990 or 10991aybe billed in conjunction with the telehealth items 2100, 2122, 2125,
2126, 2137, 2138, 2143, 2147, 2179, 2195, 2199 and 2220.

Duration of attendance

The practitioner attending at the patient end of the video consultation does not need to be prtasesntioe

consultation, only as long as is clinically relevatttis can be established in consultation with the specialist. The

MBS fee payable for the supporting practitioner will be determined by the total time spent assisting the patient. This
time does not need to be continuous.

Aboriginal health workers
For the purpose of items 10983 and 10984 an Aboriginal health worker means a person who:

a) holds a Certificate Ill in Aboriginal or Torres Strait Islander Health Worker Primary Health Care (Cbnica
other appropriate qualifications; or

b) is registered, and holds a current registration issued by a State or Territory regulatory authority, as an Aboriginal
health worker; and

c) is employed by, or whose services are otherwise retained by a nprditiitioner or their practice. This includes
health service in relation to which a direction made under subsection 19(2) of the Act applies.

Aboriginal and Torres Strait Islander health practitioners

For the purpose of items 10983 and 10984 an AborigindlTorres Strait Islander health practitioner means a

person who has been registered as an Aboriginal and Torres Strait Islander health practitioner by the Aboriginal and
Torres Strait Islander Health Practice Board of Australia and meets the Boawstistiegi standards. The

Aboriginal and Torres Strait Islander health practitioner must be employed or retained by a general practice, or by a
health service that has an exemption to claim Medicare benefits under subsection 19(Rpaftthtnsurance Act

1973
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An Aboriginal and Torres Strait Islander health practitioner may use any of the titles authorised by the Aboriginal
and Torres Strait Islander Health Practice Board: Aboriginal health practitioner; Aboriginal and Torres Strait
Islander health pradibner; or Torres Strait Islander health practitioner.

Practice Nurse

For the purpose of items 10983 and 10984 a practice nurse means a registered or enrolled nurse who is employed by,
or whose services are otherwise retained by a medical practitiorioptactice. This includes a health service in
relation to which a direction made under subsection 19(2) dfi¢adth Insurance Act 1978pplies.

MN.13.1 Maternity Services by Participating Midwives - Overview

As at 1 November 2010, Medicare benefits payable for antenatal, intrapartum and postnatal care for the first 6
weeks after the delivery, provided by eligible privately practising midwives. Eligible midwives can also request
certain pathology and diagnostic imaging services for their patiedtsefer patients to obstetricians and

paediatricians, as the clinical need arises. Each service that attracts a Medicare benefit is identified in the Medicare
Benefits Schedule (MBS) by an item numbg&iach item describes the service that the item covers

MN.13.2 Participating Midwives

To provide services under Medicare, the legislation requires that a midwife be a participating midwife. A
participating midwife is an eligible midwife who provides services in a collaborative arrangement or collaborative
arrangementswith one or moremedical practitioners, of a kind or kinds specified in the regulations.

For more details on collaborative arrangements required under the regulations see Point M.13.5.

MN.13.3 Eligible Midwives

Under the legislation, tbe an eligible midwife the midwife must be registered or authorised (however described)
under State and Territory law to practice midwifery. The midwife must also demonstrate that he or she has the
appropriate qualifications and experience to meet thetratjpn standard developed by the Nursing and Midwifery
Board of Australia

Information regarding eligibility can be found on the Nursing and Midwifery Board of Australia (NMBA) site of the
Australian Health Practitioner Regulatory Agency (AHPRA) webdite a

http://www.nursingmidwiferyboard.gov.au/

MN.13.4 Midwife Professional Indemnity Insurance

Under National Law, which governs the National Registration and Accreditation Scheme (NRAS), it is a
requirement for midwives to have appropriate professional indemnity insuraligeivately practising midwives

who wish to provide private midwifery services in must have appropriate professional indemnity insurance from the
date the State or Territorg which they were registered enacted National Law.

Further information about professional indemnity insurance for midwives can be found at:

http://www.health.gov.au/internet/main/publishing.nsf/Content/Maternity+Services+R&y&NPIMI

MN.13.5 Collaborative Arrangements

To provide Medicare rebatmble services an eligible midwife must have a collaborative arrangement in place that
must provie for consultation, referral or transfer of care as clinical needs dictate, to ensure safe, high quality
maternity care.

Under the legislation a collaborative arrangement can be with the following "specified" medical practitioners:
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an obstetrician;
a medial practitioner who provides obstetric services; or

a medical practitioner employed or engaged by a hospital authority and authorised by the hospital authority
to participate in a collaborative arrangement.

wh e

The types of practitioners listed 1) and 2) agéirebd in the Regulations as "obstetric specified medical
practitioners".

Collaborative arrangement can be established in the following ways:

a. where the midwife:
i. is employed or engaged by 1 or more obstetric specified medical practitioners or by atha&ntity
employs or engages 1 or more obstetric specified medical practitioners; or
ii.  has an agreement, in writing, with an entity, other than a hospital, that employs or engages one or
more obstetric specified medical practitioners, OR
b. receiving patients by refral in writing to the midwife for midwifery treatment from a specified medical
practitioner, OR
having a signed written agreement with one or more specified medical practitioners, OR
having an arrangement with and acknowledged by at least one sped@fighhpractitioner
i. an arrangement requires that the eligible midwife must record the following in the midwife's
written records:

i. The name of at least one specified medical practitioner who is, or will be, collaborating
with the midwife in the patientsare (a named medical practitioner);

ii.  That the midwife has told the patient that the midwife will be providing midwifery
services to the patient in collaboration with one or more specified medical practitioners;

iii. Acknowledgement by a named medical praatiothat the practitioner will be
collaborating in the patient's care;

iv. Plans for the circumstances in which the midwife will do any of the following:

i. consult with an obstetric specified medical practitioner;
ii.  refer the patient to a specified medical ptamier;
iii. transfer the patient's care to an obstetric specified medical practitioner.
ii.  The midwife must also record the following in the midwife's written records:

i. Any consultation or other communication between the midwife and an obstetric specified
medicalpractitioner about the patient's care;

i.  Any referral of the patient by the midwife to a specified medical practitioner;

iii. Any transfer by the midwife of the patient's care to an obstetric specified medical
practitioner;

iv. When the midwife gives a copy of thedpital booking letter for the patient to a named
medical practitioner acknowledgement that the named medical practitioner has received
the copy;

v. When the midwife gives a copy of the patient's maternity care plan prepared by the
midwife to a named meditpractitioner- acknowledgement that the named medical
practitioner has received the copy;

vi. If the midwife requests diagnostic imaging or pathology services for the patiten
the midwife gives the results of the services to a named medical practitione

vii.  That the midwife has given a discharge summary at the end of the midwife's care for the
patient to:
i. anamed medical practitioner; and
ii. the patient's usual general practitioner, OR
e. Inrelation to a hospital, the midwife is:
i. credentialed to provide midvafy services after successfully completing a formal process to
assess the midwife's competence, performance and professional suitability; and
ii.  given clinical privileges for a defined scope of clinical practice for the hospital; and
iii. permitted to provide midifery care to his or her own patients at the hospital.

oo
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The legislation requires that collaborative arrangements must be in place at the time the participating midwife
provides the service.

a. Being employed or engaged by a medical practice or an entity mrghawritten agreement with an entity
An entity may refer to, for example, a community health centre or a medical practice. For a midwife to
have a collaborative arrangement in these circumstances, that midwife must be employed or engaged by or
have a witten agreement with an entity that also employs or engages 1 or more obstetric specified medical
practitioners.
The terms employ or engage covers both employees and contractors. This will cover an eligible midwife
who is employed or engaged by a medigakfice so long as that medical practice employs or engages at
least one obstetrician or medical practitioner that provides obstetric services.
There must be at least one obstetric specified medical practitioner employed or engaged by the entity each
time the midwife renders a service/performs treatment. However, there is no requirement that the
consultation, referral or transfer of care must always be to the medical practitioner(s) employed/engaged by
the entity.

b. Referral from a medical practitioner
A partcipating midwife's patient will be able to access the MBS and PBS if a patient has been referred in
writing to the midwife by a specified medical practitioner. The arrangement must provide for consultation,
referral and transfer of care should the clihie@ed arise.

c. Written agreement with a medical practitioner
A patrticipating midwife's patient will be able to access the MBS and PBS if the nurse practitioner has a
written agreement in place with one or more specified medical practitioners. The agrerrsicnge signed
by the nurse practitioner and doctor. The arrangement must provide for consultation, referral and transfer of
care.

d. Arrangement with, acknowledged by a medical practitioner
Evidence of 'acknowledgement’ by an obstetrician/GP obstetrici@adbrwoman for whom the midwife
provides care is a requirement to ensure that the medical practitioner being named understands and accepts
the collaborative arrangement.
The acknowledgement does not have to be obtained on an individual patient bagsisedms that, for
example, a midwife could obtain an acknowledgement from a specified medical practitioner that he or she
will be the collaborating medical practitioner for some or all of the midwife's patients. Arrangements to
collaborate could be obtaidén a number of ways including signing of documents, email or fax
confirmation, or verbal acknowledgement which the midwife documents in their written records.
The midwife is required to record in written records communications in regard to consultegferral and
transfer of the woman's care with the medical practitioner, including information that has been forwarded to
the medical practitioner. The midwife is also required to send a copy of all pathology and diagnostic
imaging results to a named nieal practitioner and to record in the midwife's written records when this
occurs (however, there is no requirement that the midwife consult with a medical practitioner in relation to
every test result). The purpose of sharing records with the collalgpraéidical practitioner is to prevent
duplication of services and to ensure continuity of care.

e. Collaborative arrangement with a hospital
This type of collaborative arrangement applies where an eligible midwife is credentialed for a hospital,
having succedslly completed a formal assessment of his or her qualifications, skills, experience and
professional standing. It is expected that the assessment would involve an appropriately qualified medical
practitioner/s. The midwife is also required to have a édfiscope of clinical practice at the hospital and
be eligible to treat his or her own patients at the hospital. The hospital must employ or engage at least one
obstetric specified medical practitioner. It is expected that the hospital will have a foiitterh wgreement
with such midwives, addressing consultation, referral and transfer of care, relevant clinical guidelines and
locally determined policies.

MN.13.6 Provider Numbers
To access the Medicare arrangements, eligible midwives will need to apipé/Department of Human Services
for a provider number. A separate provider number is required for each location at which a midwife practices.
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Advice about registering with the Department of Human Services to provide midwifery services using itens 821
to 82140 inclusive, is available from the Department of Human Services provider inquiry line on 132 150.

Medicare provider application forms for midwives can be downloaded from the following site:

www.medicareaustralia.gov.au

MN.13.7 Schedule Fees and Medicare Benefits
Each midwifery service is identified in the MBS by an item number. The fee set for any item in the MBS is known
as the "Schedule fee". The Schedule fee and Medicare benefit foreeacke s listed in the item description.

There are two levels of benefit payable for midwifery services:

75% of the Schedule fee for midwifery services rendered to privately insured patients as part of an episode of
hospital treatment (other than for pighbatients); or

85% of the Schedule fee for antenatal and postnatal services rendereehtimitiad patients.

MN.13.8 Safety Nets
Where practitioners charge more than the Medicare benefit, the resultafitpmaket costs are the responsibility of
the patient.

Assistance is provided to families and singles foraftpocket costs for otnf-hospital services through the
"original" and "extended" Medicare safety nets:

- the original safety net provides that once the threshold is métjetizare benefit increases to 100 per cent
of the Schedule fee. The threshold in 2016 is $447.40; and

- under the extended Medicare safety net (EMSN), once certain thresholds are met, Medicare reimburses 80
per cent of the oubf-pocket costsHowever, where the item has an EMSN benefit cap, there is a maximum limit
on the EMSN benefit that will be paid for that item.

In 2016, the annual EMSN threshold for concession cardholders and people who receive Family Tax Benefits (Part
A) is $647.90.Forall other singles and families the annual threshold is $2,088se amounts are indexed by
Consumer Price Index on 1 January each year.

MN.13.9 Safety Net Capping for Midwifery Items
Midwifery services will be subject to a benefit limit or cap underEMSN. This is in line with obstetric services
which are also subject to a safety net cadpe caps that apply to midwifery services are outlined below:

Item |Maximum increase (%)
8210021.70
8210516.30
8211021.70
8211554.10
8213016.30
821352170
8214016.30
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MN.13.10 Where Medicare Benefits are not payable
Medicare benefits are not available:

a. for services listed in the MBS, where the service renderechdbeeet the item description and associated
requirements;

b. where the midwifergervice isnot personally performed by the participating midwife;

c. for MBS services that are time based, the inclusion of any time period in the consultation pé&eodhe
patient isnotreceiving active attention e.ghe time the provider may take travel to the patient's home or where
the patient is resting between blood pressure readings; and

d. services provided where the patient is not in attendance, such as the issuing of repeat prescriptions;
e. for telephone attendances;

f. group sessias; and

g. The issuing of repeat prescriptioins, updating patient notes or telephone consultations.

The fee charged under Medicare must not include the cost of services that are not part of the MBS service being
claimed. Medicare benefits are not paydblegood or appliances associated with the service, such as bandages or
other skin dressings

Unless the Minister otherwise directs, Medicare benefits are not payable where funding has already been provided
under an arrangement with the Commonwealthesiaf local governing body.

MN.13.11 Billing of Patient
Where the practitioner bills the patient for medical services rendered, the patient needs a properly itemised
account/receipt to enable a claim to be made for Medicare benefits.

Under the provisios of the Health Insurance Act and Regulations, Medicare benefits are not payable in respect of a
professional service unless there is recorded on the account setting out the fee for the service or on the receipt for the
fee in respect of the service, tladléwing particulars:

(a) Patient's name;
(b) The date on which the professional service was rendered;
(© An item number or a description of the professional service sufficient to identify the item that relates to

that service, including an indication where the service is rendered to a person while hospital treatment is provided in
a hospital "admitted patient" immediately preceding the description of the service or an asterisk "*" directly after an
item number whee used,;

(d) The name and practice addressl provider number of the participating midwife who actually rendered
the service; (where the participating midwife has more than one practice location recorded with the Department of
Human Servicegshe provider number used should be that which is applicable to the practice location at or from
which the service was given).

Only one original itemised account should be issued in respect of any one service and any duplicates of accounts or
receipts shdd be clearly marked "duplicate" and should be issued only where the original has been lost. Duplicates
should not be issued as a routine system for "accounts rendered".

MN.13.12 Assignment of Benefits (Direct -Billing) Arrangements
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Under the Health Insunge Act the Assignment of Benefit (dirdaitling) facility for professional services is
available to all persons in Australia who are eligible for benefit under the Medicare program. This facility is NOT
confined to pensioners or people in special need.

If a participating midwife direebills, the participating midwife undertakes to accept the relevant Medicare benefit
as full payment for the service. Additional charges for that service (irrespective of the purpose or title of the charge)
cannot be raisedgainst the patient. Under these arrangements:

- The patient's Medicare card number must be quoted on all-Bitieftrms for that patient.
- The basic forms provided are loose leaf to enable the patient details to be imprinted from the Medicare card.
- The forms include information required by Regulations under Subsection 19(6) of the Health Insurance Act.

- The practitioner must include the particulars relating to the professional service out on the assignment form before
the patient signs the forrmd ensure that the patient to receive a copy of the form as soon as practicable after the
patient signs it.

- Where a patient is unable to sign the assignment form the signature of the patient's parent, guardian or other
responsible person (other than gractitioner, practitioner's staff, hospital proprietor, hospital staff, residential aged
care facility proprietor or residential aged care facility staff) is acceptable. The reason the patient is unable to sign
should also be stated.

The administrationfthe directbilling arrangements under Medicare as well as the payment of Medicare benefits
on patient claims is the responsibilitythe Department of Human ServicesAny enquiries in regard to these
matters should therefore be directed to Medicareadfior enquiry points.

MN.13.13 Assignment of Benefit Forms

Participating midwives wishing to direbill are required to use a specific form available from the Department of
Human Services. This stationary is available from the Department of HumaneSeNate that these forms are
approved forms under the Health Insurance Act, and no other forms can be used to assign benefits without the
approval of the Department of Human Services. Further information aboutllitiext stationary can be obtained

by telephoningl32150

MN.13.14 Time Limits Applicable to Lodgement of Claims for Assigned Benefits

A time limit of two years applies to the lodgement of claims with Medicare under theiiiexg (assignment of
benefit) arrangements. This means that Mai benefits are not payable for any service where the service was
rendered more than two years earlier than the date the claim was lodged with Medicare.

Provision exists whereby in certain circumstances (e.g. hardship cases), the Minister may wianeelittmég.
Special forms for this purpose are available, if required, from the processing centre to which assigned claims are
directed.

MN.13.15 Overview of the Maternity Items

Antenatal, intrapartum and postnatal care provided by participating midarigeovered by MBS items 82100,
82105, 82110, 82115, 82120, 82125, 82130, 82135, 8ZIHEse items cover nine specific types of service that
allow the participating midwife to:

- undertake an initial antenatal attendance of more than 40 minutes d(itatio82100)

- provide a short antenatal attendance of up to 40 minutes duration (item 82105)

- provide a long antenatal attendance of more than 40 minutes duration (item 82110);
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- make an assessment of and prepare a maternity care plan for a womaa poegssincy that has progressed
beyond 20 weeks (item 82115);

- undertake management of a confinement for up to 12 hours, including delivery (item 82120);

- undertake management of a confinement in excess of 12 hours including delivery (item 82125);
- provide a short postnatal attendanceupf to 40 minutes duration (item 82130);

- provide long postnatal attendance of at least 40 minutes duration (item 82135); and

- provide a comprehensive postnatal check to a woman six weeks after the birth of hetebaB21i40).

MN.13.16 Maternity Services Attracting Medicare Rebates

Medicare Benefits are only payable for clinically relevant serviChsically relevantin relation to midwifery care
means a service generally accepted by the midwifery professiocessaey to the appropriate treatment of the
patient's clinical condition.

Medicare benefits are only payable where the participating midwife provides care to not more than one patient on
the one occasion.

Antenatal Care
Eligible maternity care plan senvice

There is one MBS item available for eligible midwife practitioners to undertake a comprehensive assessment of and
prepare a written maternity care plan for a woman, who is not an admitted patient of a hospital, across a pregnancy
that has progressedymnd 20 weeks. It is expected that the care plan would be agreed with the woman and detail
such things as agreed expectation, health problems and care needs and appropriate referrals, medication and
diagnostic tests.

Number of services
Only one (1) migvifery care plan is payable in any pregnancy.
Antenatal Attendances

Medicare benefits are payable for an antenatal service where a midwife provides a clinically relevant service in
respect of a miscarriage. Medicare benefits are not payable for an dratteatéance associated with the
confinement. The confinement items 82120 and 82125 include all associated attendances.

Any clinically relevant indication that requires an antenatal attendance by a midwife on an admitted patient in
hospital, but that is n@associated with the confinement, will attract a Medicare benefit.

Number of services
Only one (1) initial antenatal attendance under item 82100 is payable in any pregnancy.

There is no limit attached to long and short antenatal attendances by aai@mgomidwife. However, only
clinically relevant attendances should be itemised under Medicare and services provided by participating midwives
will be subject to Medicare Audit and Professional Review Processes.

Management of Confinement

The MBS includs two items for management of confinement by a participating midwife; 82120 for a confinement
of up to 12 hours, and 82125 for a confinement where labour is in excess of 12 hours, and the woman's care has
been transferred to another participating midwife.
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Medicare benefits are payable under items 82120 and 82125 whether or not the participating midwife undertakes the
delivery i.e. including where the woman's care is escalated to an obstetrician during labour or for the delivery.

Medicare benefits are onpayable where the service is provided to a woman who is an admitted patient of a
hospital, including a hospital birthing centre. For Medicare benefit purposes a confinement is taken to commence
when the participating midwife attends a patient that iskinda and who has been admitted to the hospital for
confinement and delivery The time period for these items is the period for which the midwife is in exclusive and
continuous attendance on the woman for labour, and delivery where performed.

Medicare benefs are only payable for management of confinement where the participating midwife undertaking the
service has provided the patient's antenatal care or who is a member of a practice that provided the patient's
antenatal care.

It is not intended that thesims be claimed routinely by midwives who do not intend to undertake the delivery i.e
where the midwife has arranged beforehand for a medical practitioner to undertake the delivery. Where the midwife
does not undertake the delivery it is because:

- care vas transferred to a second midwife for management of labour which had exceeded 12 hours; or

- there was a clinical need to escalate care to an obstetrician or medical practitioner who provides obstetric services;
or

- the patient's care was transferraghirthe first midwife to another participating midwife in exceptional
circumstances.

Number of services

Only one (1) confinement item 82120 is payable in any pregnancy, except where exceptional circumstances have
required the patient's care to be trangféifrom the first midwife to another participating midwife. these
circumstances, both midwives may bill an item 82120 service.

Medicare rebates are only payable for (1) confinement item 82125.
Postnatal Care

In addition to the long and short antenatdéndance items for postnatal care in the first 6 weeks post delivery the
MBS provides for a 6 week postnatal check, after which the woman would be referred back to her usual GP.

Number of services
Only one (1) postnatal check by a participating midvgfpayable in any pregnancy.

There is no limit attached to long and short postnatal attendances by a participating midwife. However, only
clinically relevant attendances should be itemised under Medicare and services provided by participating midwives
will be subject to Medicare Audit and Professional Review Processes.

MN.13.17 Conditions Governing the Provision and Claiming of Items

Service length and type

Services under these items must be for the time period specified within the item descriptor.

Professional attendance for MBS items 82100, 82105, 82110, 82115, 82130, 82135, 82140 may be provided in an

appropriate setting that includes but is not limited to: the woman's home, a midwifery group practice, a midwife
practitioner's rooms or a medicabgtice.

MN.13.18 Referral Requirements
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A participating midwife will be able to refer women to specialist obstetricians and paediatricians as clinical services
dictate.

This measure does not include referral by a midwife for allied health care. If agadinig midwife refers a patient
to an allied health practitioner, no benefits would be payable for that service.

Medicare benefits are not payable specifically for services provided by a lactation consultant at this time. Medicare
benefits would be payablfor breast feeding support provide as part of the postnatal care by the participating
midwife.

A referral is valid for 12 months to cover the confinement (antenatal, birthing and postnatal care for 6 weeks post
delivery). Should there be a new pregnaimcthat period, a new referral will be required.

A new pregnancy represents a new episode of care.

A referral to a specialist must be in writing in the form of a letter or a note to the specialist and must be signed and
dated by the referring midwife. Thieferral must contain any information relevant to the patient and the specialist
must have received the referral on or prior to providing a specialist consultation.

If a specialist provides a consultation without a referral, the specialist's consuliatithnot attract Medicare
benefits at the specialist rate.

There are exemptions from this requirement in an emergency if the specialist considers the patient's condition
requires immediate attention without a referral. In that situation, the specisdikeisto be the referring
practitioner.

If a referral is lost, stolen or destroyed, the midwife would need to provide a replacement referral as soon as is
practicable after the service is provided.

If the woman is a privately admitted patient of a ho$pitietter or note is not required. The referring midwife
would make a notation in the woman's hospital, which he or she would sign, approving the referral.

A referral is not required to transfer a woman's care during thegattam period under items 887 and 16528.
The midwife would make a signed notation in the woman's clinical record approving the transfer of care

A referral is not required to refer the woman back to her GP after the 6 week postnatal Peeodidwife would
provide a dischargausimary to the GP outlining her maternity history and any relevant clinical issues, which would
also be recorded on the patient's notes.

MN.13.19 Requesting Requirements
Pathology Services

Determination of Necessity of Service

The participating midwife ragesting a pathology service for a woman must determine that the pathology service is
necessary.

Request for Service

The service may only be providdd response to a request from the treating practitioner and the request must be in
writing (or, if oral, ©nfirmed in writing within fourteen days).

Pathology Services approved for participating midwives

FBC (item 65070) vaginal /anal swab/GB$69312)*
varicella 69384- 69401 (antibody test)
parvo virus 69384 69401
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Hb (item 65060) rubella titre

syphilis

Hep B/C- items 69405, 69408, 69411, 69413 or
69415

HIV

Group and antibodies ( items 65090, 65093, 65096 ) |Serum Bilirubin (SBR); 66500
glucose load (items 66545, 66548)

Downs Syndrome/ Spina Bifida (items 66743, 66750,

Direct Coombs; 65114

66751)

eye svab (69303) Blood glucose level (item 66500)

skin swab (69306) Cord PH and gases cord (02 and CO2) (Item 665
skin scrapings(69309) Group and Hold (item 65099)

Chlamydia (item 69316) Coagulation Studies (items 65129, 65070)
Gonorrhea (item 69317) Mid stream urine (item 69324)

Cervical Pap tests (item 73053) HCG (item 73529)

Diagnostic Imaging Services

Determination of Necessity of Service

The participating midwife requesting a diagnostic imaging service for a woman must determine that théaiagnost
imaging service is necessary for the appropriate professional care of the patient.

Request for Service

The service may only be provided in response to a request from the treating practitioner, and the request must be in
writing, signed and dated.

The request does not have to be in a particular form. However, legislation provides that a request must be in writing
and contain sufficient information, in terms that are generally understood by the profession, to clearly identify the
item/s of service requesteThis includes, where relevant, noting on the request the clinical indication(s) for the
requested serviceThe provision of additional relevant clinical information can often assist the service provider, and
enhance the overall service provided toghéent.

It is not necessary that a written request for a diagnostic imaging service be addressed to a particular provider or
that, if the request is addressed to a particular provider, the service must be rendered by that provider.

A single request mayebused to order a number of diagnostic imaging services. However, all services provided
under this request must be rendered within seven days after rendering the first service.

Ultrasound:

Routine morphology scan (item 557(Nuchal Translucency (item 557}
Early dating scan ( item 55700) Post 22 weeks scan (item 55718
Scan at 1216 weeks (item 55704)

MN.14.1 Participating Nurse Practitioners Services - Overview

As at 1 November 2010, Medicare benefits are payable for services provided bglypvactising participating

nurse practitioners in collaboration with other health care provid@agicipating nurse practitioners can also

request certain pathology and diagnostic imaging services for their patients and refer patients to ssettialist,

clinical need arisesThe nurse practitioner services that attract a Medicare benefit are identified in the Medicare
Benefits Schedule (MBS) by an item number and the each item describes the service requirements and schedule fee.
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MN.14.2 Eligible Nurse Practitioners

Under the legislation, to be an eligible nurse practitioner the nurse practitioner must be registered or authorised
(however described) under State and Territory |@le nurse practitioner must also demonstrate that he or she has
theappropriate qualifications and experience to meet the registration standard developed by the Nursing and
Midwifery Board of Australia (NMBA).

This standard was developed for the purposes of the National Registration and Accreditation Scheme (NRAS), a
single regulation and accreditation scheme for health professionals, including nurse practifoldégienal

information is available at the Australian Health Practitioners Regulation Agency (AHPRA) website at:
http://www.ahpra.gov.au/index.php

MN.14.3 Provider Numbers

To access the Medicare arrangements, eligible nurse practitioners will need to apply to the Department of Human
Services for a provider numbeA separate provider number is required for dachtion at which a nurse

practitioner practices.

Advice about registering with the Department of Human Services to provide nurse practitioner services using items
82200 to 82215 inclusive, is available from the Department of Human Services provider inguon 132 150.

Medicare provider application forms for nurse practitioners can be downloadeth&ddepartment of Human
Services' website.

MN.14.4 Participating Nurse Practitioners

To provide srvices under Medicare, the legislation requires that a nurse practitioner be a participating nurse
practitioner. A participating nurse practitioner is an eligible nurse practitioner who has a Medicare provider number
and who provides Medicare servicesinollaborative arrangement or collaborative arrangements with one or more
medical practitioners, of a kind or kinds specified in the regulations.

MN.14.5 Collaborative Arrangements

Under the Medicare program collaboration is having arrangements invatacg medical practitioner/s to consult,
refer or transfer care as clinical needs dictate, to ensure safe, high quality maternitynthmeMedicare a
collaborative arrangement can be with any medical practitioner.

Collaborative arrangement can beagédished in the following ways:

a) being employed or engaged by 1 or more specified medical practitioners or by an entity that employs or
engages 1 or more specified medical practitioners; OR

b) receiving patients by referral in writing the nurse practitioner for treatment from a specified medical
practitioner, OR

C) having a signed written agreement with one or more specified medical practitioners, OR

d) having an arrangement with and acknowledged by at least one gpew#fitcal practitioners. This includes
keeping comprehensive notes on all instances of consultation, referral and transfer of care, diagnostic tests requested
and the test results and providing the collaborating practitioner/s with those results.

The legiation requires that collaborative arrangements must be in place at the time the participating nurse
practitioner provides the servic&he legislation requires that for each kind of collaborative arrangement, at least
one medical practitioner is needéds not possible for the nurse practitioner to have a collaborative arrangement
with an entity such as a health service.

a) Being employed or engaged by a medical practice or an entity
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An entity may refer to a hospital or community health eanffor a nurse practitioner to have a collaborative
arrangement in these circumstances, that nurse practitioner must be employed or engaged by an entity that also
employs or engages 1 or more specified medical practitioners.

The terms employ or engagevers both employees and contractdrbis will cover an eligible nurse practitioner
who is employed or engaged by a medical practice so long as that medical practice employs or engages at least one
medical practitioner.

There must be at least one spedifimedical practitioner employed or engaged by the entity each time the nurse
practitioner renders a service/performs treatméttwever, there is no requirement that the consultation, referral or
transfer of care must always be to the medical practitishemployed/engaged by the entity.

b) Referral from a medical practitioner

A patrticipating nurse practitioner's patient will be able to access the MBS and PBS if a patient has been referred in
writing to the nurse practitioner by a specified ngatlpractitioner.The arrangement must provide for consultation,
referral and transfer of care should the clinical need arise.

C) Written agreement with a medical practitioner

A nurse practitioner's patient will be able to access the MBS andfRf&Sriurse practitioner has a written
agreement in place with one or more doctdrle agreement must be signed by the nurse practitioner and a doctor.
The arrangement must deal with consultation, referral and transfer to a doctor.

d) Arrangemat with, acknowledged by a medical practitioner.

Evidence of ‘acknowledgement' by a medical practitioner for each patient for whom the nurse practitioner provides
care is a requirement to ensure that the medical practitioner being named understand=spétheamllaborative
arrangement.

The acknowledgement does not have to be obtained on an individual patienffbésinieans that, for example, a
nurse practitioner could obtain an acknowledgement from a specified medical practitioner that heilbbsttbe
collaborating medical practitioner for some or all of the nurse practitioner's patfengmgements to collaborate
could be obtained in a number of ways including signing of documents, email or fax confirmation, or verbal
acknowledgement whbh the nurse practitioner documents in their written records.

The nurse practitioner is required to record in written records any communications in regard to consultations,
referral and transfer of the patient's care with the medical practitioner, irglumdimmation that has been forwarded

to the medical practitionefThe nurse practitioner is also required to send a copy of all pathology and diagnostic
imaging results to a named medical practitioner and to record in the nurse practitioner's wattwben this

occurs (however, there is no requirement that the nurse practitioner consult with a medical practitioner in relation to
every test result)The purpose of sharing records with the collaborating medical practitioner is to prevent
duplicationof services and to ensure continuity of care.

Arrangements to collaborate could be obtained in a number of ways including signing of documents, email or fax
confirmation, or verbal acknowledgement which the nurse practitioner documents in their weitiels re

MN.14.6 Schedule Fees and Medicare Benefits

Each nurse practitioner service is identified in the MBS by an item nurilherfee set for any item in the MBS is
known as the "Schedule feeThe Schedule fee and Medicare benefit for each serviistdad in the item
description. The Medicare benefit for nurse practitioner services rendered tadmitted patients is 85% of the
Schedule fee.

MN.14.7 Where Medicare Benefits are not payable
Medicare benefits are not available:
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a. where the srvice rendered does not meet the item description and associated requirements;
b. where the nurse practitioner service is not personally performed by the participating nurse practitioner;

C. for any time period in the consultation periadsen the patient is not receiving active attention e.g. the time
the provider may take to travel to the patient's home or where the patient is resting between blood pressure readings;

d. services provided where the patient is not in attendanck,asuthe issuing of repeat prescriptions;
e. for telephone attendances; and
f. group sessions.

The fee charged under Medicare must not include the cost of services that are not part of the MBS service being
claimed. Medicare benefits arnot payable for good or appliances associated with the service, such as bandages or
other skin dressings.

Unless the Minister otherwise directs, Medicare benefits are not payable where funding has already been provided
under an arrangement with the Commealth, state or a local governing body.

MN.14.8 Billing of the Patient
Where the nurse practitioner bills the patient for medical services rendered, the patient needs a properly itemised
account/receipt to enable a claim to be made for Medicare benefits

Under the provisions of the Health Insurance Act and Regulations, Medicare benefits are not payable in respect of a
professional service unless there is recorded on the account setting out the fee for the service or on the receipt for the
fee in respeodf the service, the following particulars:

(a) Patient's name;
(b) The date on which the professional service was rendered;

(© An item number or a description of the professional service sufficient to identifyitdwa that relates to

that service, including an indication where the service is rendered to a person while hospital treatment is provided in
a hospital "admitted patient" immediately preceding the description of the service or an asterisk "*" directly after an
item number where used,;

(d) The name and practice address and provider number of the participating nurse practitioner who actually
rendered the service; (where the participating nurse practitioner has more than one practice location recorded with
the Department of Human Services, the provider number used should be that which is applicable to the practice
location at or from which the service was given).

Only one original itemised account should be issued in respect of any one service and anyslopicataints or
receipts should be clearly marked "duplicate" and should be issued only where the original has bBeplloates
should not be issued as a routine system for "accounts rendered".

MN.14.9 Assignment of Benefits (Direct -Billing Arrange ments

Under the Health Insurance Act the Assignment of Benefit (direct billing) facility for professional services is
available to all persons in Australia who are eligible for benefit under the Medicare probnanfacility is NOT
confined to pensionsror people in special need.

If a participating nurse practitioner dirduitls, the participating nurse practitioner undertakes to accept the relevant
Medicare benefit as full payment for the serviéalditional charges for that service (irrespectivehaf purpose or
title of the charge) cannot be raised against the patient.

Under these arrangements:
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The patient's Medicare card number must be quoted on all direct bill forms for that patient.
The basic forms provided are loose leaf to enable the pataits to be imprinted from the Medicare card.
The forms include information required by Regulations under Subsection 19(6) of the Health Insurance Act.

The nurse practitioner must include the particulars relating to the professional service owtssigiinaent form
before the patient signs the form and ensure that the patient to receive a copy of the form as soon as practicable after
the patient signs it.

Where a patient is unable to sign the assignment form the signature of the patient's pandiath guother

responsible person (other than the nurse practitioner, nurse practitioner's staff, hospital proprietor, hospital staff,
residential aged care facility proprietor or residential aged care facility staff) is accefithbleeason the patieis
unable to sign should also be stated.

The administration of the direct billing arrangements under Medicare as well as the payment of Medicare benefits on
patient claims is the responsibility of the Department of Human Serviggsenquiries in rega to these matters
should therefore be directed to Medicare offices or enquiry points.

MN.14.10 Assignment of Benefit Forms

Participating nurse practitioners wishing to dirbitk are required to use a specific form available from the

Department of HumaServices.This stationary is available from the Department of Human Serviete that

these forms are approved forms under the Health Insurance Act, and no other forms can be used to assign benefits
without the approval of the Department of Humarvi®ess. Further information about diretilling stationary can

be obtained by telephoning 132150.

MN.14.11 Time Limits applicable to lodgement of claims for assigned benefits

A time limit of two years applies to the lodgement of claims with Medicareruthdedirect billing (assignment of
benefit) arrangementslhis means that Medicare benefits are not payable for any service where the service was
rendered more than two years earlier than the date the claim was lodged with Medicare.

Provision exists wheby in certain circumstances (e.g. hardship cases), the Minister may waive the time limits.
Special forms for this purpose are available, if required, from the processing centre to which assigned claims are
directed.

MN.14.12 Overview of the Nurse Practi tioner items

Services provided by participating nurse practitioners are covered by MBS items 82200, 82205, 82210, 82215.
These items cover four tirteered specific types of service that allow the participating nurse practitioner to perform
a:

professionhattendance for an obvious problem, straight forward in nature, with limited examination and
management required (82200)

professional attendance for a patient presenting with clinical signs and symptoms with an easily identifiable
underlying cause followig a short consultation lasting less than 20 minutes duration (item 82205)

professional attendance for a patient presenting with clinical signs and symptoms with no obvious underlying cause
requiring a more detailed consultation lasting at least than 20t@si duration (item 82210);

professional attendance for a patient presenting with multiple clinical signs and symptoms with the possibility of
multiple causes and outcomes requiring an extensive consultation of at least 40 minutes (item 82215);

MN.14.13 Nurse Practitioner services attracting Medicare rebates
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Medicare Benefits are only payable for clinically relevant servi@ically relevant in relation to nurse
practitioner care means a service generally accepted by the nursing profession agyrtedbssappropriate
treatment of the patient's clinical condition.

Medicare benefits are only payable where the participating nurse practitioner provides care to not more than one
patient on one occasion.

MN.14.14 Conditions governing the provision and claiming of items
Service length and type

Services under these items must be for the time period specified within the item descriptor.

Professional attendance for MBS items 82200, 82205, 82210, 82215, may be provided in an appropriate setting that
includes but is not limited to: the patient's home, a nurse practitioner group practice, a nurse practitioner's rooms or a
medical practice.

MN.14.15 Referral requirements
A participating nurse practitioner will be able to refer private patients to a speardisonsultant physician as
clinical services dictate.

This measure does not include referral by a nurse practitioner for allied healthf eaparticipating nurse
practitioner refers a patient to an allied health practitioner, no benefits woulyalele for that service provided by
the allied health professional.

A referral given by a participating nurse practitioner is valid until 12 months after the first service given in
accordance with the referral.

If the referral is lost, stolen or destroydlde nurse practitioner would need to provide a replacement referral as soon
as is practicable after the service is provided.

A referral to a specialist must be in writing in the form of a letter or a note to the specialist and must be signed and
dated bythe referring nurse practitioneihe referral must contain any information relevant to the patient and the
specialist must have received the referral on or prior to providing a specialist consultation.

There are exemptions from this requirement inraergency if the specialist considers the patient's condition
requires immediate attention without a referdal.that situation, the specialist is taken to be the referring
practitioner.

MN.14.16 Requesting requirements
Pathology Services

Determination of Necessity of Service

The participating nurse practitioner requesting a pathology service for a patient must determine that the pathology
service is necessary.

Request for Service

The service may only be provided in response to a request from the tratitijoner and the request must be in
writing (or, if oral, confirmed in writing within fourteen days).

Pathology Services approved for participating nurse practitioners
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Nurse practitioners may request MBS pathology items 6508810 (inclusive).Requesting pathology services
must be within the nurse practitioner's scope of practice.

Further information

For further information about Medicare Benefits Schedule items, please go to the Department of Health's website at
www.health.gov.au/mbsonline.

Diagnostic Imaging Services

Determination of Necessity of Service

The participating nurse practitioner requesting a diagnostic imaging service for a patient must determine that the
diagnostic imaging service is necessary for the appropriate professional texgafient.

Request for Service

The service may only be provided in response to a request from the treating nurse practitioner, and the request must
be in writing, signed and datedhe legislation provides that a request must be in writing and cauHicient

information, in terms that are generally understood by the profession, to clearly identify the item/s of service
requested.This includes, where relevant, noting on the request the clinical indication(s) for the requested service.
The provison of additional relevant clinical information can often assist the service provider, and enhance the

overall service provided to the patient.

It is not necessary that a written request for a diagnostic imaging service be addressed to a particulasrprovider
that, if the request is addressed to a particular provider, the service must be rendered by that provider.

A single request may be used to order a number of diagnostic imaging services. However, all services provided
under this request must be rendengtthin seven days after rendering the first service.

Ultrasound:
Subgroup 1: General Ultrasound
MBS item: 55036 (abdomen)
MBS items: 55070, 55076 (breast)
Subgroup 4: Urological
MBS item: 55600 (prostate)
Subgroupb: Obstetric and Gynaecological
MBS item: 55768
Subgroup 6: Musculoskeletal

MBS items: 55800, 55804, 55808, 55812, 55816, 55820, 55824, 55828, 55832, 55836, 55840, 55844,
55848, 55850, 55852

X-ray:
Subgroup 1: Radiographic examation of the extremities
MBS items: 57509, 57515, 57521

subgroup 6: Radiographic examination of the thoracic region
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MBS items: 58503 58527 (inclusive)

MN.15.1 Brain Stem Evoked Response Audiometry - (Item 82300)
Item 82300 an be claimed for the programming of a cochlear speech processor.

MN.15.2 Non-Determinate Audiometry - (Item 82306)
This refers to audiometry covering those services, one or more, referred to in ltems$83383%vhen not
performed under the conditions sait in paragraph M15.3.

MN.15.3 Conditions for Audiology Services - (Items 82309 to 82318)
A service specified in Items 82309 to 82318 shall be taken to be a service for the purposes of payment of benefits if,
and only if, it is rendered:

(a) in conditions that allow the establishment of determinate thresholds;
(b) in a sound attenuated environment with background noise conditions that comply with Australian Standard
AS/NZS 1269.22005; and

(c) using calibrated equipment thatraplies with Australian Standard AS IEC 606432002,
ASIEC60645.22002 and AS IEC 606452002.

MN.15.4 Oto-Acoustic Emission Audiometry - (Item 82332)
Medicare benefits are not payable under Item 82332 for routine screening of infants. The equipdnenprevide
this service must be capable of displaying the recorded emission and not just a pass/fail indicator.

MN.15.5 Provision of Diagnostic Audiology Services by Audiologists - (Items 82300 to 82332)
OVERVIEW

The diagnostic audiology services aghie through MBS items 82300 to 82332 enable an eligible audiologist to
perform diagnostic tests upon written request from an Ear, Nose and Throat (ENT) specialist (a specialist in the
specialty of otolaryngology head and neck surgery); or for some sgraieeitten request from a neurologist (a
specialist or consultant physician in the specialty of neurology).

These diagnostic audiology services assist ENT specialists and neurologists in their medical diagnosis and/or
treatment and/or management of eigedse or related disorderBhe new diagnostic audiology items supplement

the existing Otolaryngology items for services delivered by, or on behalf of medical practitioners (MBS items 11300
to 11339, excluding 11304).

Requesting arrangements
Medicare lenefits are payable only under the following circumstances:

- For items 82300 and 82306, the written request must be made by an eligible practitioner who is a specialist in the
specialty of otolaryngology head and neck surgery;

- For items 82309 to 8233the written request must be made by an eligible practitioner who is a specialist in the
specialty of otolaryngology head and neck surgery or a specialist or consultant physician in the specialty of
neurology.

The written request must be in writing and teentain:

(a) the date of the request; and
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(b) the name of the eligible practitioner who requested the service and either the address of his or her place of
practice or the provider number in respect of his or her place of practice; and

(c) a descriptiomf the service which provides sufficient information to identify the service as relating to a particular
item (but need not specify the item number).

Written requests should, where possible, note the clinical indication/s for the requested service/s.

A request may be for the performance of more than one diagnostic audiology service making up a single
audiological assessment, but cannot be for more than one audiological asse$fisantans that for Medicare
benefits to be payable, anyegaluation ofthie patient should be made at the discretion of the ENT specialist or
neurologist through a separate request.

Audiologists do not have the discretion to s#gtermine diagnostic tests under items 82300 to 82B32written

request is incomplete or reges clarification, the audiologist should contact the requesting ENT specialist or

neurologist for further informationlf an audiologist considers that additional tests may be necessary, the

audiologist should contact the requesting ENTspecialist ootagist to discuss the need and if the requesting

practitioner determines that additional tests are necessary, an amended or separate written request must be arranged.

It is recommended that audiologists retain the written request for 24 months frontethieedservice was rendered
(for Medicare auditing purposesA copy of the written request it required to accompany Medicare claims or be
attached to patients' itemised accounts/receipts or assignment of benefit forms.

Eligibility requirements for audiologists

The diagnostic audiology items (82300 to 82332) can only be claimed by audiologists who are registered with the
Department of Human Service$o be eligible to register with the Department of Human Services to provide these
services, audiolagts must meet the following requirements:

Audiologists must be either:

- a 'Full Member' of the Audiological Society of Australia Inc (ASA), who holds a 'Certificate of Clinical Practice'
issued by the ASA; or

- an 'Ordinary Member Audiologist' or 'Fdbw Audiologist' of the Australian College of Audiology (ACAud).

Registering with the Department of Human Services

Provider registration forms may be obtained from Medicare on 132 15@wnahumanservice gov.au

Changes to provider details

Audiologists must notify the Department of Human Services in writing of all changes to mailing details to ensure
that they continue to receive information about Medicare services.

Reporting requirements

Where an audlogist provides diagnostic audiology service/s to the patient under a written request, they must
provide a copy of the results of the service/s performed together with relevant written comments on those results to
the requesting ENT specialist or neugiki. It is recommended that these be provided within 7 days of the date the
service was performed.
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Out-of-pocket expenses and Medicare Safety Net

Audiologists can determine their own fees for the professional ser@icarges in excess of the Medicasmnéfit
are the responsibility of the patiertlowever, outof-pocket costs will count toward the Medicare Safety Net for
that patient.

Publicly funded services

Items 82300 to 82332 do not apply for services that are provided by any Commonwealih fonsied services or
provided to an admitted patient of a hospitdbwever, where an exemption under subsection 19(2) of the Health
Insurance Act 1973 has been granted to an Aboriginal Community Controlled Health Service or state/territory
government halth clinic, items 82300 to 82332 can be claimed for services provided by audiologists salaried by, or
contracted to, the service or health clinl requirements of the relevant item must be met, including registration

of the audiologist with the Depanent of Human ServicedMedicare services provided under a subsection 19(2)
exemption must be bulk billed (i.e. the Medicare rebate is accepted as full payment for services).

Private health insurance
Patients need to decide if they will use Medicartheir private health insurance ancillary cover to pay for these

services.Patients cannot use their private health insurance ancillary cover to 'top up' the Medicare rebate paid for
the services.
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MISCELLANEOUS SERVICES ITEMS

M1. MANAGEMENT OF BULK -BILLED SERVICES

Group M1. Management Of Bulk -Billed Services

10990

A medical service to which an item in this table (other than this item or item 10991) applies if:
(a) the service is an unreferred service; and

(b) the service is provided to &son who is under the age of 16 or is a Commonwealth concess
card holder; and

(c) the person is not an admitted patient of a hospital; and
(d) the service is buHkilled in respect of the fees for:

(i) thisitem; and

(i) the oher item in this table applying to the service

(See para MN.1.1 of explanatory notes to this Category)
Fee:$7.30 Benefit: 85% = $6.25

10991

A medical service to which an item in this table (other than this item or item 10990) applies if:
(@) the sevice is an unreferred service; and

(b) the service is provided to a person who is under the age of 16 or is a Commonwealth concg
card holder; and

(c) the person is not an admitted patient of a hospital; and
(d) the service is buHbilled in respect of the fees for:
(i) this item; and
(i) the other item in this table applying to the service: and
(e) the service is provided at, or from, a practice location in:
(i) aregional, rural or remote area; or
(i) Tasmania; or
(i) A geographical area included in any of the following SSD spatial units:
(A) Beaudesert Shire Part A
(B) Belconnen
(C) Darwin City
(D) Eastern Outer Melbourne
(E) East Metropolitan, Perth

(F) Frankston City
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M1. MANAGEMENT OF BULK -BILLED SERVICES

(G) GosfordWyong

(H) Greater Geelong City Part A

(I) GungahlinHall

(J) Ipswich City (part in BSD)

(K) Litchfield Shire

(L) Melton-Wyndham

(M) Mornington Peninsula Shire

(N) Newcastle

(O) North Canberra

(P) PalmerstorEast Arm

(Q) Pine Rivers Shire

(R) Queanbeyan

(S) South Canberra

(T) South Eastern Outer Melbourne

(U) Southern Adelaide

(V) South West Metropolitan, Perth

(W) Thuringowa City Part A

(X) Townsville City Part A

(Y) Tuggeranong

(2) Weston CreefStromlo

(ZA) Woden Valley

(ZB) Yarra Ranges Shire Part A; or
(iv) the geographical area included in the SLA spatial unit of Palm Island (AC)

(See para MN.1.1 of explanatory notes to this Category)
Fee:$11.00 Benefit: 85% = $9.35

10992

A medical service to which item 597. 598, 599, 600, 5003, 5010, 5023, 5028, 5043, 5049, 5063,
5220, 5223, 5227, 5228, 5260, 5263, 5265 or 5267 applies if:

(a) the service is an unreferred service; and

(b) the service is provided to a gen who is under the age of 16 or is a Commonwealth concess
card holder;  and
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M1. MANAGEMENT OF BULK -BILLED SERVICES

(c) the person is not an admitted patient of a hospital; and
(d) the service is not provided in consulting rooms; and
(e) the service is provided in one thie following eligible areas:
(i) aregional, rural or remote area; or
(i) Tasmania; or
(i) A geographical area included in any of the following SSD spatial units:
(A) Beaudesert Shire Part A
(B) Belconnen
(C) Darwin City
(D) Eastern Outer Melbourne
(E) East Metropolitan, Perth
(F) Frankston City
(G) GosfordWyong
(H) Greater Geelong City Part A
() GungahlinHall
(J) Ipswich City (part in BSD)
(K) Litchfield Shire
(L) MeltonrWyndham
(M) Mornington Peninsula Shire
(N) Newcastle
(O) North Canberra
(P) PalmerstorEast Arm
(Q) Pine Rvers Shire
(R) Queanbeyan
(S) South Canberra
(T) South Eastern Outer Melbourne
(U) Southern Adelaide

(V) South West Metropolitan, Perth
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M1. MANAGEMENT OF BULK -BILLED SERVICES

(W) Thuringowa City Part A
(X) Townsville City Part A
(Y) Tuggeranong
(Z2) Weston CreelStromlo
(ZA) Woden Valley
(ZB) Yarra Ranges Shire Part A; or
(iv) the geographical area included in the SLA spatial unit of Palm Island (AC)

(f) the service is provided by, or on behalf of, a medical practitioner whose practice location is
an eligible area; and

(g) the service is bulk billed in respect of the fees for:
(i) this item; and
(i) the other item in this tabkepplying to the service.

(See para MN.1.2 of explanatory notes to this Category)
Fee:$11.00 Benefit: 85% = $9.35

M3. ALLIED HEALTH SERVICES

Group M3. Allied Health Services

10950

ABORIGINAL AND TORRES STRAIT ISLANDER HEALTH SERVICE

Aboriginal orTorres Strait Islander health service provided to a person by an eligible Aboriginal I
worker or eligible Aboriginal and Torres Strait Islander health practitioner if:

(&) the service is provided to a person who has a chronic condition and garapeneeds being
managed by a medical practitioner (including a general practitioner, but not a specialist or consy
physician) under both a GP Management Plan and Team Care Arrangements or, if the person is
resident of an aged care facility, therpon's medical practitioner has contributed to a multidisciplin
care plan; and

(b) the service is recommended in the person's Team Care Arrangements or multidisciplinary ¢
as part of the management of the person's chronic condition andegarape needs; and

(c) the person is referred to the eligible Aboriginal health worker or eligible Aboriginal and Torr
Strait Islander health practitioner by the medical practitioner using a referral form that has been
by the Department orr@ferral form that contains all the components of the form issued by the
Department; and

(d) the person is not an admitted patient of a hospital; and
(e) the service is provided to the person individually and in person; and
(f) the service isfoat least 20 minutes duration; and

(g) after the service, the eligible Aboriginal health worker or eligible Aboriginal and Torres Strai
Islander health practitioner gives a written report to the referring medical practitioner mentioned
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M3. ALLIED HEALTH SERVICES

paragraphd):
(i) if the service is the only service under the referialrelation to that service; or
(i) if the service is the first or the last service under the refeiratelation to that service; or

(iii) if neither subparagraph (i) noiiapplies but the service involves matters that the referring
medical practitioner would reasonably expect to be informedrofelation to those matters; and

(h) for a service for which a private health insurance benefit is payétéeperson wh incurred the
medical expenses for the service has elected to claim the Medicare benefit for the service, and |
private health insurance benefit;

- to a maximum of five services (including any services to which items 10950 to 10970 apply) in
calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

10951

DIABETES EDUCATION SERVICE
Diabetes education health service provided ferson by an eligible diabetes educator if:

(a) the service is provided to a person who has a chronic condition and complex care needs be
managed by a medical practitioner (including a general practitioner, but not a specialist or consy
physkian) under both a GP Management Plan and Team Care Arrangements or, if the person is
resident of an aged care facility, the person's medical practitioner has contributed to a multidisci
care plan; and

(b) the service is recommended in thegmers Team Care Arrangements or multidisciplinary care
as part of the management of the person's chronic condition and complex care needs; and

(c) the person is referred to the eligible diabetes educator by the medical practitioner usingla r¢
form that has been issued by the Department or a referral form that contains all the components
form issued by the Department; and

(d) the person is not an admitted patient of a hospital; and
(e) the service is provided to the person indizally and in person; and
(f) the service is of at least 20 minutes duration; and

(g) after the service, the eligible diabetes educator gives a written report to the referring medic
practitioner mentioned in paragraph (c):

(i) if the servie is the only service under the referral relation to that service; or
(ii) if the service is the first or the last service under the refeimatelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the sexitvolves matters that the referring
medical practitioner would reasonably expect to be informedrofelation to those matters; and

(h) for a service for which a private health insurance benefit is payéideperson who incurred the
medical expnses for the service has elected to claim the Medicare benefit for the service, and n
private health insurance benefit;
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- to a maximum of five services (including any services to which items 10950 to 10970 apply) in
calendar year

(See para MN.&, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this Category)

Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75
AUDIOLOGY

Audiology health service provided to a person by an eligible audiologist if:

(@) theservice is provided to a person who has a chronic condition and complex care needs be|
managed by a medical practitioner (including a general practitioner, but not a specialist or consy
physician) under both a GP Management Plan and Team Care é&mants or, if the person is a
resident of an aged care facility, the person's medical practitioner has contributed to a multidisci
care plan; and

(b) the service is recommended in the person's Team Care Arrangements or multidisciplinarng
as part of the management of the person's chronic condition and complex care needs; and

(c) the person is referred to the eligible audiologist by the medical practitioner using a referral f
that has been issued by the Department or a referraltfaincontains all the components of the form
issued by the Department; and

(d) the person is not an admitted patient of a hospital; and
(e) the service is provided to the person individually and in person; and
(f) the service is of at least 20inutes duration; and

(g) after the service, the eligible audiologist gives a written report to the referring medical pract
mentioned in paragraph (c):

(i) if the service is the only service under the referialrelation to that serviger
(ii) if the service is the first or the last service under the refeimatelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
medical practitioner would reasably expect to be informed ofn relation to those matters; and

(h) for a service for which a private health insurance benefit is pay#ideperson who incurred the
medical expenses for the service has elected to claim the Medicare beneéitdentice, and not the
private health insurance benefit;

- to a maximum offive services (including any services to which items 10950 to 10970 apply) in &
calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this @gtego
Fee:$62.25 Benefit: 85% = $52.95

10952 Extended Medicare Safety Net Cap$186.75

EXERCISE PHYSIOLOGY

Exercise physiology service provided to a person by an eligible exercise physiologist if:

(a) the service is provided to a person who has aniti@ondition and complex care needs being
10953 managed by a medical practitioner (including a general practitioner, but not a specialist or consy
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physician) under both a GP Management Plan and Team Care Arrangements or, if the person ig
resident of anged care facility, the person's medical practitioner has contributed to a multidiscipl
care plan; and

(b) the service is recommended in the person's Team Care Arrangements or multidisciplinary ¢
as part of the management of the persorrsrét condition and complex care needs; and

(c) the person is referred to the eligible exercise physiologist by the medical practitioner using
referral form that has been issued by the Department or a referral form that contains all the com
of the form issued by the Department; and

(d) the person is not an admitted patient of a hospital; and
(e) the service is provided to the person individually and in person; and
(f) the service is of at least 20 minutes duration; and

(g) afterthe service, the eligible exercise physiologist gives a written report to the referring meg
practitioner mentioned in paragraph (c):

(i) if the service is the only service under the referialrelation to that service; or
(ii) if the senice is the first or the last service under the referialrelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
medical practitioner would reasonably expect to be infdrofe in relation to those matters; and

(h) for a service for which a private health insurance benefit is payétdeperson who incurred the
medical expenses for the service has elected to claim the Medicare benefit for the service, and 1
private health insurance benefit;

- to a maximum offive services (including any services to which items 10950 to 10970 apply) in &
calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

10954

DIETETICS SERVICES
Dietetics health service provided to a person by an eligible dietician if:

(a) the service is provided to a person who has a chronic condition and complex care needs be
managed by a medical practitioner (including a general practitioner, but not a specialist or consy
physician) under both a GP Management Plan and Team Care Arrangements or, if the person is
resident of an aged care facility, the person's medieatiipner has contributed to a multidisciplinar
care plan; and

(b) the service is recommended in the person’'s Team Care Arrangements or multidisciplinary ¢
as part of the management of the person's chronic condition and complex care rieeds; an

(c) the person is referred to the eligible dietician by the medical practitioner using a referral fort
has been issued by the Department or a referral form that contains all the components of the fo
by the Department; and

(d) the peson is not an admitted patient of a hospital; and
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(e) the service is provided to the person individually and in person; and
(f) the service is of at least 20 minutes duration; and

(g) after the service, the eligible dietician gives a writtgmart to the referring medical practitioner
mentioned in paragraph (c):

(i) if the service is the only service under the referialrelation to that service; or
(ii) if the service is the first or the last service under the refeiratelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
medical practitioner would reasonably expect to be informedrofelation to those matters; and

(h) for a servicedr which a private health insurance benefit is payatite person who incurred the
medical expenses for the service has elected to claim the Medicare benefit for the service, and 1
private health insurance benefit;

- to a maximum offive serviceqincluding any services to which items 10950 to 10970 apply) in a
calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

10956

MENTAL HEALTH SERVICE
Mental health service provided to a person by an eligible mental health worker if:

(a) the service is provided to a person who has a chronic condition and complex care needs be
managed by a medical practitioner (including a geln@ractitioner, but not a specialist or consultant
physician) under both a GP Management Plan and Team Care Arrangements or, if the person is
resident of an aged care facility, the person's medical practitioner has contributed to a multidisci
care plan; and

(b) the service is recommended in the person's Team Care Arrangements or multidisciplinary ¢
as part of the management of the person's chronic condition and complex care needs; and

(c) the person is referred to the eligible natitealth worker by the medical practitioner using a
referral form that has been issued by the Department or a referral form that contains all the com
of the form issued by the Department; and

(d) the person is not an admitted patient of a hagmnd
(e) the service is provided to the person individually and in person; and
(f) the service is of at least 20 minutes duration; and

(g) after the service, the eligible mental health worker gives a written report to the referring me
practitioner mentioned in paragraph (c):

(i) if the service is the only service under the referialrelation to that service; or

(ii) if the service is the first or the last service under the refeimatelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
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medical practitioner would reasonably expect to be informedrofelation to those matters; and

(h) for a service for which a private health insurafenefit is payablethe person who incurred the
medical expenses for the service has elected to claim the Medicare benefit for the service, and |
private health insurance benefit;

- to a maximum offive services (including any services to whitdms 10950 to 10970 apply) in a
calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

10958

OCCUPATIONAL THERAPY
Occupationaltierapy health service provided to a person by an eligible occupational therapist if:

(a) the service is provided to a person who has a chronic condition and complex care needs be
managed by a medical practitioner (including a general practitionenab a specialist or consultant
physician) under both a GP Management Plan and Team Care Arrangements or, if the person is
resident of an aged care facility, the person's medical practitioner has contributed to a multidisci
care plan; and

(b) the service is recommended in the person's Team Care Arrangements or multidisciplinary ¢
as part of the management of the person's chronic condition and complex care needs; and

(c) the person is referred to the eligible occupational therbpite medical practitioner using a
referral form that has been issued by the Department or a referral form that contains all the com
of the form issued by the Department; and

(d) the person is not an admitted patient of a hospital; and
(e) the service is provided to the person individually and in person; and
(f) the service is of at least 20 minutes duration; and

(g) after the service, the eligible occupational therapist gives a written report to the referring me
practitioner nentioned in paragraph (c):

(i) if the service is the only service under the referialrelation to that service; or
(ii) if the service is the first or the last service under the refeimatelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
medical practitioner would reasonably expect to be informedrofelation to those matters; and

(h) for a service for which a private health insurance bengfidysble- the person who incurred the
medical expenses for the service has elected to claim the Medicare benefit for the service, and 1
private health insurance benefit;

- to a maximum offive services (including any services to which items 1095000970 apply) in a
calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75
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10960

PHYSIOTHERAPY
Physiotherapy health service proe@ito a person by an eligible physiotherapist if:

(@) the service is provided to a person who has a chronic condition and complex care needs b¢
managed by a medical practitioner (including a general practitioner, but not a specialist or consy
physician) under both a GP Management Plan and Team Care Arrangements or, if the person is
resident of an aged care facility, the person's medical practitioner has contributed to a multidisci
care plan; and

(b) the service is recommended in fhgrson’'s Team Care Arrangements or multidisciplinary care
as part of the management of the person's chronic conditiom@nglex care needs; and

(c) the person is referred to the eligible physiotherapist by the medical practitioner usingzh refe
form that has been issued by the Department or a referral form that contains all the components
form issued by the Department; and

(d) the person is not an admitted patient of a hospital; and
(e) the service is provided to the persodiindually and in person; and
(f) the service is of at least 20 minutes duration; and

(g) after the service, the eligible physiotherapist gives a written report to the referring medical
practitioner mentioned in paragraph (c):

(i) if the servte is the only service under the referrd relation to that service; or
(ii) if the service is the first or the last service under the refeiratelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the sesvinvolves matters that the referring
medical practitioner would reasonably expect to be informedrofelation to those matters; and

(h) for a service for which a private health insurance benefit is payétdeperson who incurred the
medical epenses for the service has elected to claim the Medicare benefit for the service, and n
private health insurance benefit;

- to a maximum offive services (including any services to which items 10950 to 10970 apply) in &
calendar year

(See para MN8.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

10962

PODIATRY
Podiatry health service provided to a person by an eligible podiatrist if:

(a) the ®rvice is provided to a person who has a chronic condition and complex care needs be
managed by a medical practitioner (including a general practitioner, but not a specialist or consy
physician) under both a GP Management Plan and Team Care Anamigeor, if the person is a
resident of an aged care facility, the person's medical practitioner has contributed to a multidisci
care plan; and

(b) the service is recommended in the person’'s Team Care Arrangements or multidisciplinary ¢
as part of the management of the person's chronic condition and complex care needs; and
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(c) the person is referred to the eligible podiatrist by the medical practitioner using a referral fo
has been issued by the Department or a referral fomtrcontains all the components of the form iss
by the Department; and

(d) the person is not an admitted patient of a hospital; and
(e) the service is provided to the person individually and in person; and
(f) the service is of at least 20mates duration; and

(g) after the service, the eligible podiatrist gives a written report to the referring medical practiti
mentioned in paragraph (c):

(i) if the service is the only service under the referialrelation to that serviceyo
(ii) if the service is the first or the last service under the refeiratelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
medical practitioner would reasonglexpect to be informed ofin relation to those matters; and

(h) for a service for which a private health insurance benefit is payétdeperson who incurred the
medical expenses for the service has elected to claim the Medicare benefit Gwite and not the
private health insurance benefit;

- to a maximum offive services (including any services to which items 10950 to 10970 apply) in &
calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

10964

CHIROPRACTIC SERVICE
Chiropractic health service provided to a person by an eligible chiropractor if:

(a) the service is provided to a person who has a chronic comditid complex care needs being
managed by a medical practitioner (including a general practitioner, but not a specialist or consu
physician) under both a GP Management Plan and Team Care Arrangements or, if the person is
resident of an aged carecility, the person's medical practitioner has contributed to a multidisciplin
care plan; and

(b) the service is recommended in the person’'s Team Care Arrangements or multidisciplinary ¢
as part of the management of the person's chronictammdind complex care needs; and

(c) the person is referred to the eligible chiropractor by the medical practitioner using a referral
that has been issued by the Department or a referral form that contains all the components of th
issued bythe Department; and

(d) the person is not an admitted patient of a hospital; and
(e) the service is provided to the person individually and in person; and
(f) the service is of at least 20 minutes duration; and

(g) after the service, theigible chiropractor gives a written report to the referring medical practit
mentioned in paragraph (c):
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(i) if the service is the only service under the referialrelation to that service; or
(ii) if the service is the first or the lasérvice under the referrain relation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
medical practitioner would reasonably expect to be informedrofelation to those atters; and

(h) for a service for which a private health insurance benefit is pay#ideperson who incurred the
medical expenses for the service has elected to claim the Medicare benefit for the service, and 1
private health insurance benefit

- to a maximum offive services (including any services to which items 10950 to 10970 apply) in ¢
calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended MedicareSafety Net Cap:$186.75

10966

OSTEOPATHY
Osteopathy health service provided to a person by an eligible osteopath if:

(@) the service is provided to a person who has a chronic condition and complex care needs be
managed by a medical practitionarcfuding a general practitioner, but not a specialist or consultar
physician) under both a GP Management Plan and Team Care Arrangements or, if the person is
resident of an aged care facility, the person's medical practitioner has contributed tidiaciplithary
care plan; and

(b) the service is recommended in the person's Team Care Arrangements or multidisciplinary ¢
as part of the management of the person's chronic condition and complex care needs; and

(c) the person is referred the eligible osteopath by the medical practitioner using a referral form
has been issued by the Departmenta referral form that contains all the components of the form is
by the Department; and

(d) the person is not an admitted patienadfospital; and
(e) the service is provided to the person individually and in person; and
(f) the service is of at least 20 minutes duration; and

(g) after the service, the eligible osteopath gives a written report to the referring meditiibpeac
mentioned in paragraph (c):

(i) if the service is the only service under the referialrelation to that service; or
(ii) if the service is the first or the last service under the refeimatelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referrin
medical practitioner would reasonably expect to be informedrofelation to those matters; and

(h) for a service for which a private health insuraneaddit is payable the person who incurred the
medical expenses for the service has elected to claim the Medicare benefit for the service, and 1
private health insurance benefit;

- to a maximum offive services (including any services to whichige10950 to 10970 apply) in a

103



M3. ALLIED HEALTH SERVICES

calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

10968

PSYCHOLOGY
Psychology health servicegwided to a person by an eligible psychologist if:

(@) the service is provided to a person who has a chronic condition and complex care needs be
managed by a medical practitioner (including a general practitioner, but not a specialist or consy
physician) under both a GP Management Plan and Team Care Arrangements or, if the person ig
resident of an aged care facility, the person's medical practitioner has contributed to a multidisci
care plan; and

(b) the service is recommended iretherson's Team Care Arrangements or multidisciplinary care
as part of the management of the person's chronic condition and complex care needs; and

(c) the person is referred to the eligible psychologist by the medical practitioner using d feferra
that has been issued by the Department or a referral form that contains all the components of th
issued by the Department; and

(d) the person is not an admitted patient of a hospital; and
(e) the service is provided to the person indixally and in person; and
(f) the service is of at least 20 minutes duration; and

(g) after the service, the eligible psychologist gives a written report to the referring medical
practitioner mentioned in paragraph (c):

(i) if the service igdhe only service under the referrah relation to that service; or
(i) if the service is the first or the last service under the refeimatelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the servicelves matters that the referring
medical practitioner would reasonably expect to be informedrofelation to those matters; and

(h) for a service for which a private health insurance benefit is pay#ideperson who incurred the
medical expensdsr the service has elected to claim the Medicare benefit for the service, and no
private health insurance benefit;

- to a maximum offive services (including any services to which items 10950 to 10970 apply) in ¢
calendar year

(See para MN.3.4, M.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

10970

SPEECH PATHOLOGY
Speech pathology health service provided to a person by an eligible speech patifiologist

(@) the service is provided to a person who has a chronic condition and complex care needs be
managed by a medical practitioner (including a general practitioner, but not a specialist or consy
physician) under both a GP Management PlanTaain Care Arrangements or, if the person is a
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resident of an aged care facility, the person's medical practitioner has contributed to a multidisci
care plan; and

(b) the service is recommended in the person's Team Care Arrangements or nplitidigacare plar
as part of the management of the person's chronic condition and complex care needs; and

(c) the person is referred to the eligible speech pathologist by the medical practitioner using a
form that has been issued by the Dépant or a referral form that contains all the components of tl
form issued by the Department; and

(d) the person is not an admitted patient of a hospital; and
(e) the service is provided to the person individually and in person; and
(f) the ®rvice is of at least 20 minutes duration; and

(g) after the service, the eligible speech pathologist gives a written report to the referring medic
practitioner mentioned in paragraph (c):

(i) if the service is the only service under the referia relation to that service; or
(ii) if the service is the first or the last service under the refeiratelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
medical practitioner would reasonably expect to be informedrofelation to those matters; and

(h) for a service for which a private health insurance benefit is payétdeperson who incurred the
medical expenses for the service has electechtmdhe Medicare benefit for the service, and not th
private health insurance benefit;

- to a maximum offive services (including any services to which items 10950 to 10970 apply) in &
calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 @planatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

M6. PSYCHOLOGICAL THERAPY SERVICES

Group M6. Psychological Therapy Services

80000

Professional attendance for the purpose of providigghgdogical assessment and therapy for a me
disorder by a clinical psychologist registered with Medicare Australia as meeting the credentialin
requirements for provision of this service, lasting more than 30 minutes but less than 50 minuteg
thepatient is referred by a medical practitioner, as part of a GP Mental Health Treatment Plan; o
referred by a medical practitioner (including a general practitioner, but not a specialist or consult
physician) who is managing the patient under a redgpsychiatrist assessment and management p
or referred by a specialist or consultant physician in the practice of his or her field of psychiatry ¢
paediatrics.

These therapies are time limited, being deliverable in up to ten planned sessiongmmlarcadar
(including services to which items 2721 to 2727; 80000 to 80015; 80100 to 80115; 80125 to 801
80150 to 80165 apply).
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Claims for this service may exceed this maximum session limit, however, where exceptional
circumstances apply (to a maximuaatal of 16 individual services per patient from 1 March 2012 to
December 2012).

(Professional attendance at consulting rooms)

(See para MN.6.1 of explanatory notes to this Category)
Fee:$99.75 Benefit: 85% = $84.80
Extended Medicare Safety Net Cap$299.25

Professional attendance at a place other than consulting rooms.

As per the service requirements outlined for item 80000.

(See para MN.6.1 of explanatory notes to this Category)
Fee:$124.65 Benefit: 85% = $106.00

80005 Extended Medicare Safey Net Cap: $373.95
Professional attendance for the purpose of providing psychological assessment and therapy for
disorder by a clinical psychologist registered with Medicare Australia as meeting the credentialin
requirements for provisioof this service, lasting at least 50 minutes, where the patient is referred
medical practitioner, as part of a GP Mental Health Treatment Plan; or referred by a medical pra
(including a general practitioner, but not a specialist or consydteysician) who is managing the
patient under a referred psychiatrist assessment and management plan; or referred by a special
consultant physician in the practice of his or her field of psychiatry or paediatrics.
These therapies are time limiteaitg deliverable in up to ten planned sessions in a calendar year
(including services to which items 2721 to 2727; 80000 to 80015; 80100 to 80115; 80125 to 801
80150 to 80165 apply).
Claims for this service may exceed this maximum session limit, renwvetere exceptional
circumstances apply (to a maximum total of 16 individual services per patient from 1 March 201
December 2012).
(Professional attendance at consulting rooms)
(See para MN.6.1 of explanatory notes to this Category)
Fee:$146.46 Benefit: 85% = $124.50

80010 Extended Medicare Safety Net Cap$439.35
Professional attendance at a place other than consulting rooms
As per the service requirements outlined for item 80010.
(See para MN.6.1 of explanatory notes to this Category)

80015 Fee $171.35 Benefit: 85% = $145.65
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Extended Medicare Safety Net Cap$500.00

80020

Professional attendance for the purpose of providing psychological therapy for a mental disorde
clinical psychologist registered with Medicare Australia as meetingrétentialing requirements for
provision of this service, lasting for at least 60 minutes duration where the patients are referred |
medical practitioner, as part of a GP Mental Health Treatment Plan; or referred by a medical pra
(including a @neral practitioner, but not a specialist or consultant physician) who is managing thg¢
patient under a referred psychiatrist assessment and management plan; or referred by a special
consultant physician in the practice of his or her field of psygh@tpaediatrics.

These therapies are time limited, being deliverable in up to ten planned sessions in a calendar y
(including services to which items 80120, 80145 and 80170 apply).

- GROUP THERAPY with a group of 6 to 10 patients, EACH PATIENT

(See para MN.6.1 of explanatory notes to this Category)
Fee:$37.20 Benefit: 85% = $31.65
Extended Medicare Safety Net Cap$111.60

M7. FOCUSSED PSYCHOLOGICAL STRATEGIES
(ALLIED MENTAL HEALTH)

Group M7. Focussed Psychological Strategies (Allied Mental Health)

80100

Professional attendance for the purpose of providing focussed psychological strategies services|
assessed mental disorder by a psychologist registered with Medicare Australia as meeting the
credentialing requirements for provisiontbfs service lasting more than 20 minutes, but not more 1
50 minutes where the patient is referred by a medical practitioner, as part of a GP Mental Health
Treatment Plan; or referred by a medical practitioner (including a general practitionsot but
specialist or consultant physician) who is managing the patient under a referred psychiatrist ass
and management plan; or referred by a specialist or consultant physician in the practice of his o
field of psychiatry or paediatrics.

Thes services are time limited, being deliverable in up to ten planned sessions in a calendar ye
(including services to which items 2721 to 2727; 80000 to 80015; 80100 to 80115; 80125 to 801
80150 to 80165 apply).

Claims for this service may excedist maximum session limit, however, where exceptional
circumstances apply (to a maximum total of 16 individual services per patient from 1 March 201
December 2012).

(Professional attendance at consulting rooms)

(See para MN.7.1 of explanatory astto this Category)
Fee:$70.65 Benefit: 85% = $60.10
Extended Medicare Safety Net Cap$211.95
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80105

Professional attendance at a place other than consulting rooms.

As per the psychologist service requirements outlined for item 80100.

(See para MN.1. of explanatory notes to this Category)
Fee:$96.15 Benefit: 85% = $81.75
Extended Medicare Safety Net Cap$288.45

80110

Professional attendance for the purpose of providing focussed psychological strategies services
assessed mental disorder bysychologist registered with Medicare Australia as meeting the
credentialing requirements for provision of this servitasting more than 50 minutesvhere the
patient is referred by a medical practitioner, as part of a GP Mental Health Treatment Péferred
by a medical practitioner (including a general practitioner, but not a specialist or consultant phys
who is managing the patient under a referred psychiatrist assessment and management plan; o
by a specialist or consultant pligian in the practice of his or her field of psychiatry or paediatrics.

These services are time limited, being deliverable in up to ten planned sessions in a calendar ye
(including services to which items 2721 to 2727; 80000 to 80015; 80100 to 8@ & 80140;
80150 to 80165 apply).

Claims for this service may exceed this maximum session limit, however, where exceptional
circumstances apply (to a maximum total of 16 individual services per patient from 1 March 201
December 2012).

(Professional attendance at consulting rooms)

(See para MN.7.1 of explanatory notes to this Category)
Fee:$99.75 Benefit: 85% = $84.80
Extended Medicare Safety Net Cap$299.25

80115

Professional attendance at a place other than consulting rooms.

As per thepsychologist service requirements outlined for item 80110.

(See para MN.7.1 of explanatory notes to this Category)
Fee:$125.30 Benefit: 85% = $106.55
Extended Medicare Safety Net Cap$375.90

80120

Professional attendance for the purpose of providioggsed psychological strategies services for g
assessed mental disorder by a psychologist registered with Medicare Australia as meeting the
credentialing requirements for provision of this service, lasting for at least 60 minutes duration w
patients are referred by a medical practitioner, as part of a GP Mental Health Treatment Plan; or
by a medical practitioner (including a general practitioner, but not a specialist or consultant phys
who is managing the patient under a referreatpisitrist assessment and management plan; or refe
by a specialist or consultant physician in the practice of his or her field of psychiatry or paediatrig
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These therapies are time limited, being deliverable in up to ten planned sessions ina gatmd
(including services to which items 80020, 80145 and 80170 apply).

GROUP THERAPY with a group of 6 to 10 patients, EACH PATIENT

(See para MN.7.1 of explanatory notes to this Category)
Fee:$25.45 Benefit: 85% = $21.65
Extended Medicare Safety NeCap: $76.35

80125

Professional attendance for the purpose of providing focussed psychological strategies services|
assessed mental disorder by an occupational therapist registered with Medicare Australia as meg
credentialing requirementsrfprovision of this servicelasting more than 20 minutes, but not more |
50 minutes where the patient is referred by a medical practitioner, as part of a GP Mental Health
Treatment Plan; or referred by a medical practitioner (including a genecétipreer, but not a
specialist or consultant physician) who is managing the patient under a referred psychiatrist ass
and management plan; or referred by a specialist or consultant physician in the practice of his o
field of psychiatry or paadtrics.

These services are time limited, being deliverablep to ten planned sessions in a calendar year
(including services to which items 2721 to 2727; 80000 to 80015; 80100 to 80115; 80125 to 801
80150 to 80165 apply).

Claims for this servie may exceed this maximum session limit, however, where exceptional
circumstances apply (to a maximum total of 16 individual services per patient from 1 March 201
December 2012).

(Professional services at consulting rooms)

(See para MN.7.1 of elgnatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

80130

Professional attendance at a place other than consulting rooms.

As per the occupational therapist service requirements outlined for @&258

(See para MN.7.1 of explanatory notes to this Category)
Fee:$87.70 Benefit: 85% = $74.55
Extended Medicare Safety Net Cap$263.10

80135

Professional attendance for the purpose of providing focussed psychological strategies services
assesgkmental disorder by an occupational therapist registered with Medicare Australia as mee
credentialing requirements for provision of this servitasting more than 50 minutesvhere the
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patient is referred by a medical practitioner, as part@Paviental Health Treatment Plan; or referre
by a medical practitioner (including a general practitioner, but not a specialist or consultant phys
who is managing the patient under a referred psychiatrist assessment and management plan; o
by a specialist or consultant physician in the practice of his or her field of psychiatry or paediatrig

These services are time limited, being deliverahlep to ten planned sessions in a calendar year
(including services to which items 2721 to 2780000 to 80015; 80100 to 80115; 80125 to 80140;
80150 to 80165 apply).

Claims for this service may exceed this maximum session limit, however, where exceptional
circumstances apply (to a maximum total of 16 individual services per patient from 1 aZkn231
December 2012).

(Professional attendance at consulting rooms)

(See para MN.7.1 of explanatory notes to this Category)
Fee:$87.95 Benefit: 85% = $74.80
Extended Medicare Safety Net Cap$263.85

80140

Professional attendance at a place othan tonsulting rooms.

As per the occupational therapist service requirements outlined for item 80135.

(See para MN.7.1 of explanatory notes to this Category)
Fee:$113.35 Benefit: 85% = $96.35
Extended Medicare Safety Net Cap$340.05

80145

Professionkattendance for the purpose of providing focussed psychological strategies services f
assessed mental disorder by an occupational therapist registered with Medicare Australia as meg
credentialing requirements for provision of this servicstittg for at least 60 minutes duration where
patients are referred by a medical practitioner, as part of a GP Mental Health Treatment Plan; of
by a medical practitioner (including a general practitioner, but not a specialist or consultaciaphys
who is managing the patient under a referred psychiatrist assessment and management plan; o
by a specialist or consultant physician in the practice of his or her field of psychiatry or paediatrig

These therapies are time limited, bedtediverable in up to ten planned sessions in a calendar year
(including services to which items 80020, 80120 and 80170 apply).

GROUP THERAPY with a group of 6 to 10 patients, EACH PATIENT

(See para MN.7.1 of explanatory notes to this Category)
Fee:$2235 Benefit: 85% = $19.00
Extended Medicare Safety Net Cap$67.05
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Professional attendance for the purpose of providing focussed psychological strategies services
assessed mental disorder by a social worker registered with Medicare Aastrakgeting the
credentialing requirements for provision of this servitasting more than 20 minutes, but not more |
50 minutes where the patient is referred by a medical practitioner, as part of a GP Mental Healtk
Treatment Plan; or referred by adical practitioner (including a general practitioner, but not a
specialist or consultant physician) who is managing the patient under a referred psychiatrist ass
and management plan; or referred by a specialist or consultant physician in tree mflets or her
field of psychiatry or paediatrics.

These services are time limited, being deliverablep to ten planned sessions in a calendar year
(including services to which items 2721 to 2727; 80000 to 80015; 80100 to 80115; 80125 to 801
80150 to 80165 apply).

Claims for this service may exceed this maximum session limit, however, where exceptional
circumstances apply (to a maximum total of 16 individual services per patient from 1 March 201
December 2012).

(Professional attendaa at consulting rooms)

(See para MN.7.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95

80150 Extended Medicare Safety Net Cap$186.75
Professional attendance at a place other than consulting rooms.
As per the social workeesvice requirements outlined for item 80150.
(See para MN.7.1 of explanatory notes to this Category)
Fee:$87.70 Benefit: 85% = $74.55

80155 Extended Medicare Safety Net Cap$263.10
Professional attendance for the purpose of providing focussed psyichbkigategies services for an
assessed mental disorder by a social worker registered with Medicare Australia as meeting the
credentialing requirements for provision of this servitasting more than 50 minutesvhere the
patient is referred by a medicpractitioner, as part of a GP Mental Health Treatment Plan; or refer
by a medical practitioner (including a general practitioner, but not a specialist or consultant phys
who is managing the patient under a referred psychiatrist assessmerdreagkement plan; or referrec
by a specialist or consultant physician in the practice of his or her field of psychiatry or paediatri
These services are time limited, being deliverable in up to ten planned sessions in a calendar ye
(including service$o which items 2721 to 2727; 80000 to 80015; 80100 to 80115; 80125 to 8014
80150 to 80165 apply).

80160
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Claims for this service may exceed this maximum session limit, however, where exceptional
circumstances apply (to a maximum total of 16 individual sesvyie patient from 1 March 2012 to 3
December 2012).

(Professional attendance at consulting rooms)

(See para MN.7.1 of explanatory notes to this Category)
Fee:$87.95 Benefit: 85% = $74.80
Extended Medicare Safety Net Cap$263.85

80165

Professionahttendance at a place other than consulting rooms.

As per the social worker service requirements outlined for item 80160.

(See para MN.7.1 of explanatory notes to this Category)
Fee:$113.35 Benefit: 85% = $96.35
Extended Medicare Safety Net Cap$34005

80170

Professional attendance for the purpose of providing focussed psychological strategies services
assessed mental disorder by a social worker registered with Medicare Australia as meeting the
credentialing requirements for provision of thexvice, lasting for at least 60 minutes duration wher
patients are referred by a medical practitioner, as part of a GP Mental Health Treatment Plan; of
by a medical practitioner (including a general practitioner, but not a specialist aftaohphysician)
who is managing the patient under a referred psychiatrist assessment and management plan; o
by a specialist or consultant physician in the practice of his or her field of psychiatry or paediatrid

These therapies are time lted, being deliverable in up to ten planned sessions in a calendar yeal
(including services to which items 80020, 80120 and 80145 apply

GROUP THERAPY with a group of 6 to 10 patients, EACH PATIENT

(See para MN.7.1 of explanatory notes to this Catggory
Fee:$22.35 Benefit: 85% = $19.00
Extended Medicare Safety Net Cap$67.05

M8. PREGNANCY SUPPORT COUNSELLING

Group M8. Preghancy Support Counselling

81000

Provision of a nosdirective pregnancy support counselling service to a person who isittyipeegnan
or who has been pregnant in the preceding 12 months, by an eligible psychologist, where the pg
referred to the psychologist by a medical practitioner (including a general practitioner, but not a
specialist or consultant physician) ddiasting at least 30 minutes. The service may be used to add
any pregnancy related issues for which-amective counselling is appropriate.
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This service may be provided by a psychologist who is registered with Medicare Australia as me
the cralentialling requirements for provision of this servidemay not be provided by a psychologist
who has a direct pecuniary interest in a health service that has as its primary purpose the provis
services for pregnancy termination.

To a maximum ofhree nordirective pregnancy support counselling services per patient, per preg
from any of the following items81000, 81005, 81010 and 4001

(See para MN.8.3, MN.8.2, MN.8.1, MN.8.4 of explanatory notes to this Category)
Fee:$73.15 Benefit: 85% =$62.20
Extended Medicare Safety Net Cap$219.45

81005

Provision of a nosdirective pregnancy support counselling service to a person who is currently pr
or who has been pregnant in the preceding 12 months, by an eligible social worker, whatiethésp
referred to the social worker by a medical practitioner (including a general practitioner, but not a
specialist or consultant physician), and lasting at least 30 minutes. The service may be used to ¢
any pregnancy related issues for whidmdlirective counselling is appropriate.

This service may be provided by a social worker who is registered with Medicare Australia as m
the credentialling requirements for provision of this servitenay not be provided by a social worke|
who ha a direct pecuniary interest in a health service that has as its primary purpose the provisi
services for pregnancy termination.

To a maximum of three nedlirective pregnancy support counselling services per patient, per preg
from any of the dllowing items-81000, 81005, 81010 and 4001

(See para MN.8.3, MN.8.2, MN.8.1, MN.8.4 of explanatory notes to this Category)
Fee:$73.15 Benefit: 85% = $62.20
Extended Medicare Safety Net Cap$219.45

81010

Provision of a nofdirective pregnancy suppasbunselling service to a person who is currently preg
or who has been pregnant in the preceding 12 months, by an eligible mental health nurse, wherg
patient is referred to the mental health nurse by a medical practitioner (including a gendtanaact
but not a specialist or consultant physician), and lasting at least 30 minutes. The service may be
address any pregnancy related issues for whickdirestive counselling is appropriate.

This service may be provided by a mental healtts@ who is registered with Medicare Australia as
meeting the credentialling requirements for provision of this serfiaaay not be provided by a men
health nurse who has a direct pecuniary interest in a health service that has as its primagthmirpg
provision of services for pregnancy termination.

To a maximum of three nedlirective pregnancy support counselling services per patient, per preg
from any of the following items 81000, 81005, 81010 and 4001

(See para MN.8.3, MN.8.2, MN.8.IN.8.4 of explanatory notes to this Category)
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Fee:$73.15 Benefit: 85% = $62.20
Extended Medicare Safety Net Cap$219.45

M9. ALLIED HEALTH GROUP SERVICES

Group M9. Allied Health Group Services

DIABETES EDUCATION SERVICE ASSESSMENT FOR GROP SERVICES

Diabetes education health service provided to a person by an eligible diabetes dduttadqrurposes,
of ASSESSING a person's suitability for group services for the management of type 2 diabetes,
including taking a comprehensive patiergthry, identifying an appropriate group services program
based on the patient's needs, and preparing the person for the group services, if:

(a) the service is provided to a person who has type 2 diabetes; and

(b) the person is being managed by a roaldpractitioner (including a general practitioner, but not g
specialist or consultant physician) under a GP Management Plan [ie item 721 or 732], or if t
person is a resident of an aged care facility, their medical practitioner has contributed to a
multidisciplinary care plan [ie item 731]; and

(c) the person is referred to an eligible diabetes educator by the medical practitioner using a re
form that has been issued by the Department of Health, or a referral form that contains all th
comporents of the form issued by the Department; and

(d) the person is not an admitted patient of a hospital; and
(e) the service is provided to the person individually and in person; and
(f) the service is of at least 45 minutes duration; and

(g) after the service, the eligible diabetes educator gives a written report to the referring medic
practitioner mentioned in paragraph (c); and

(h) inthe case of a service in respect of which a private health insurance benefit is pthabplersor
who incurred the medical expenses in respect of the service has elected to claim the Medic
benefit in respect of the service, and not the private health insurance benefit.

Benefits are payable once only in a calendar year for this or any otherrAese$sr Group Services
item (including services to which items 81100, 81110 and 81120 apply).

(See para MN.9.7, MN.9.6, MN.9.2, MN.9.3, MN.9.4, MN.9.1 of explanatory notes to this Category)
Fee:$79.85 Benefit: 85% = $67.90

81100 Extended Medicare Safety Net @p: $239.55
DIABETES EDUCATION SERVICE GROUP SERVICE
Diabetes education health service provided to a person by an eligible diabetes educator, as a G
SERVICE for the management of type 2 diabetes if:

81105 (a) the person has been assessed itabdel for a type 2 diabetes group service under assessment
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81100, 81110 or 81120; and

(b) the service is provided to a person who is part of a group of between 2 and 12 patients incly
and

(c) the person is not an admitted patient of gpital and

(d) the service is provided to a person involving the personal attendance by an eligible diabeteg
educator; and

(e) the service is of at least 60 minutes duration; and

(f) after the last service in the group services program provadtebtperson under items 81105,
81115 or 81125, the eligible diabetes educator prepares, or contribute to, a written report to
provided to the referring medical practitioner; and

(g) an attendance record for the group is maintained by the eligdidetdis educator; and

(h) in the case of a service in respect of which a private health insurance benefit is ptyaplerson
who incurred the medical expenses in respect of the service has elected to claim the Medic
benefit in respect of the sece, and not the private health insurance benefit;

- to a maximum of eighGROUP SERVICES (including services to which items 81105, 81115 an
81125 apply) in a calendar year.

(See para MN.9.7, MN.9.6, MN.9.2, MN.9.5, MN.9.3, MN.9.1 of explanatory riot#gs Category)
Fee:$19.90 Benefit: 85% = $16.95
Extended Medicare Safety Net Cap$59.70

81110

EXERCISE PHYSIOLOGY SERVICEASSESSMENT FOR GROUFRSERVICES

Exercise physiology health service provided to a person by an eligible exercise phydiotabest
purposes of ASSESSING a person's suitability for group services for the management of type 2
including taking a comprehensive patient history, identifying an appropriate group services prog
based on the patient's needs, and prepanmgéerson for the group services, if:

(a) the service is provided to a person who has type 2 diabetes; and

(b) the person is being managed by a medical practitioner (including a general practitioner, but
specialist or consultant physician) un@eGP Management Plan [ie item 721 or 732, or if the
person is a resident of an aged care facility, tle@dical practitioner has contributed to a
multidisciplinary care plan [ie item 731]; and

(c) the person is referred to an eligible exercisgspiogistby the medical practitioner using a refe
form that has been issued by the Department of Health, or a referral form that contains all th
components of the form issued by the Department; and

(d) the person is not an admitted patient dbapital; and

(e) the service is provided to the person individually and in person; and
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(f) the service is of at least 45 minutes duration; and

(g) after the service, the eligible exercise physiologiges a written report to the referring dieal
practitioner mentioned in paragraph (c); and

(h) inthe case of a service in respect of which a private health insurance benefit is pthaplerso
who incurred the medical expenses in respect of the service has elected to claim the Medic
benefit in respect of the service, and not the private health insurance benefit.

Benefits are payable once only in a calendar year for this or any other Assessment for Group Se
item (including services to which items 81100, 81110 and 81120 apply).

(See para MN.9.7, MN.9.6, MN.9.2, MN.9.3, MN.9.4, MN.9.1 of explanatory notes to this Category)
Fee:$79.85 Benefit: 85% = $67.90
Extended Medicare Safety Net Cap$239.55

81115

EXERCISE PHYSIOLOGY SERVICE GROUP SERVICE

Exercise physiology healthrséce provided to a person by an eligible exercise physiologist, as a
GROUP SERVICE for the management of type 2 diabetes if:

(a) the person has been assessed as suitable for a type 2 diabetes group service under asses
81100, 81110 or 8112Gnd

(b) the service is provided to a person who is part of a group of between 2 and 12 patients incly
and

(c) the person is not an admitted patient of a hospital; and

(d) the service is provided to a person involving the personal attentdgrareeligible exercise
physiologist; and

(e) the service is of at least 60 minutes duration; and

(f) after the last service in the group services program provided to the person under items 811
81115 or 81125, the eligible exercise physiologisppres, or contribute to, a written report to b
provided to the referring medical practitioner; and

(g) an attendance record for the group is maintained by the eligible exercise physiologist; and

(h) inthe case of a service in respect of whichiiagbe health insurance benefit is payabiiee person
who incurred the medical expenses in respect of the service has elected to claim the Medic
benefit in respect of the service, and not the private health insurance benefit;

- to a maximum of eighGROUP SERVICES (including services to which items 81105, 81115 an
81125 apply) in a calendar year.

(See para MN.9.7, MN.9.6, MN.9.2, MN.9.5, MN.9.3, MN.9.1 of explanatory notes to this Category)
Fee:$19.90 Benefit: 85% = $16.95
Extended Medicare Safey Net Cap: $59.70
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81120

DIETETICS SERVICE- ASSESSMENT FOR GROUP SERVICES

Dietetics health service provided to a person by an eligible dietitian for the purposes of ASSESS
person's suitability for group services for the management of type 2 diaimetading taking a
comprehensive patient history, identifying an appropriate group services program based on the
needs, and preparing the person for the group services, if:

(a) the service is provided to a person who has type 2 diabetés; a

(b) the person is being managed by a medical practitioner (including a general practitioner, but
specialist or consultant physician) under a GP Management Plan [ie item 721 or 732], or if t
person is a resident of an aged care facility, timgidical practitioner has contributed to a
multidisciplinary care plan [ie item 731]; and

(c) the person is referred to an eligible dietitian by the medical practitioner using a referral form
has been issued by the Department of Health, or erakferm that contains all components of th
form issued by the Department; and

(d) the person is not an admitted patient of a hospital; and
(e) the service is provided to the person individually and in person; and
(f) the service is of at lsa45 minutes duration; and

(g) after the service, the eligible dietitian gives a written report to the referring medical practitio
mentioned in paragraph (c); and

(h) inthe case of a service in respect of which a private health insuranc# sep@fable the persor
who incurred the medical expenses in respect of the service has elected to claim the Medic
benefit in respect of the service, and not the private health insurance benefit.

Benefits are payable once only in a calendar yaahfe or any other Assessment for Group Service
item (including services to which items 81100, 81110 and item 81120 apply).

(See para MN.9.7, MN.9.6, MN.9.2, MN.9.3, MN.9.4, MN.9.1 of explanatory notes to this Category)
Fee:$79.85 Benefit: 85% = $67.90
Extended Medicare Safety Net Cap$239.55

81125

DIETETICS SERVICE- GROUP SERVICE

Dietetics health service provided to a person by an eligible dietitian, as a GROUP SERVICE for
management of type 2 diabetes if:

(@) the person has been assess®duitable for a type 2 diabetes group service under assessmer
81100, 81110 or 81120; and

(b) the service is provided to a person who is part of a group of between 2 and 12 patients incly
and
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(c) the person is not an admitted patienadfospital; and
(d) the service is provided to a person involving the personal attendance by an eligible dietitian
(e) the service is of at least 60 minutes duration; and

(f) after the last service in the group services program providée feerson under items 81105,
81115 or 81125, the eligible dietitian prepares, or contribute to, a written report to be provids
the referring medical practitioner; and

(g) an attendance record for the group is maintained by the eligible dietitén; an

(h) inthe case of a service in respect of which a private health insurance benefit is ptyablerson
who incurred the medical expenses in respect of the service has elected to claim the Medic
benefit in respect of the service, and not thegbe health insurance benefit;

- to a maximum of eight GROUP SERVICES (including services to which items 81105, 81115 ar
81125 apply) in a calendar year.

(See para MN.9.7, MN.9.6, MN.9.2, MN.9.5, MN.9.3, MN.9.1 of explanatory notes to this Category)
Fee:$19.90 Benefit: 85% = $16.95

Extended Medicare Safety Net Cap$59.70

M10. AUT
DISORDE

ISM, PERVASIVE DEVELOPMENTAL
R AND DISABILITY SERVICES

Group M10. Autism, Pervasive Developmental Disorder And Disability Services

PSYCHOLOGY

Psychologyhealth service provided to a child, aged under 13 years, by an eligible psychologist w

(a) the child is referred by an eligible practitioner for the purpose of assisting the practitioner with
diagnosis of the child;

or

(b) the child is refered by an eligible practitioner for the purpose of contributing to the child's perv|
developmental disorder

(PDD) or disability treatment plan, developed by the practitioner; and

(c) for a child with PDD, the eligible practitioner is a consutlghysician in the practice of his or her
field of psychiatry or paediatrics; or for a child with disability, the eligible practitioner is a speciali
consultant physician or general practitioner; and

(d) the psychologist attending the child is registewith the Department of Human Services as meeg
the credentialing requirements for provision of these services; and

(e) the child is not an admitted patient of a hospital; and

(f) the service is provided to the child individually and in person; and

82000
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(g) the service lasts at least 50 minutes in duration.

These items are limited to a maximum of four services per patient, consisting of any combinatior
following items

b 82000, 82005, 82010 and 82030

(See para MN.10.1 of explanatory notes is tbategory)
Fee:$99.75 Benefit: 85% = $84.80
Extended Medicare Safety Net Cap$299.25

82005

SPEECH PATHOLOGY

Speech pathology health service provided to a child, aged under 13 years, by an eligible speech
pathologist where:

(a) the child is referredy an eligible practitioner for the purpose of assisting the practitioner with t
diagnosis of the child;

or

(b) the child is referred by an eligible practitioner for the purpose of contributing to the child's pe
developmental disorder

(PDD) or disability treatment plan, developed by the practitioner; and

(c) for a child with PDD, the eligible practitioner is a consultant physician in the practice of his or
field of psychiatry or paediatrics; or for a child with disability, the eligipractitioner is a specialist,
consultant physician or general practitioner: and

(d) the speech pathologist attending the child is registered with the Department of Human Servic
meeting the credentialing requirements for provision of these ssyénd

(e) the child is not an admitted patient of a hospital; and
(f) the service is provided to the child individually and in person; and

(g) the service lasts at least 50 minutes in duration.

These items are limited to a maximum of four servicegppéent, consisting of any combination of tk
following items

b 82000, 82005, 82010 and 82030

(See para MN.10.1 of explanatory notes to this Category)
Fee:$87.95 Benefit: 85% = $74.80
Extended Medicare Safety Net Cap$263.85

82010

OCCUPATIONAL THERAPY
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Occupational therapy health service provided to a child, aged under 13 years, by an eligible occ
therapist where:

(a) the child is referred by an eligible practitioner for the purpose of assisting the practitioner with
diagnosis of thehild;

or

(b) the child is referred by an eligible practitioner for the purpose of contributing to the child's pel
developmental disorder

(PDD) or disability treatment plan, developed by the practitioner; and

(c) for a child with PDD, the eliglb practitioner is a consultant physician in the practice of his or h
field of psychiatry or paediatrics; or for a child with disability, the eligible practitioner is a speciali
consultant physician or general practitioner; and

(d) the occupationaherapist attending the child is registered with the Department of Human Sery
meeting the credentialing requirements for provision of these services; and

(e) the child is not an admitted patient of a hospital; and
(f) the service is provided to thehild individually and in person; and

(g) the service lasts at least 50 minutes in duration.

These items are limited to a maximum of four services per patient, consisting of any combinatior
following items

b 82000, 82005, 82010 and 82030

(Seepara MN.10.1 of explanatory notes to this Category)

82015

Fee:$87.95 Benefit: 85% = $74.80
Extended Medicare Safety Net Cap$263.85
PSYCHOLOGY

Psychology health service provided to a child, aged under 15 years, for treatment of a pervasive
developmentadisorder (PDD) or an eligible disability by an eligible psychologist where:

(a) the child has been diagnosed with PDD or an eligible disability; and

(b) the child has received a PDD or disability treatment plan (while aged under 13 years) as psej
an eligible practitioner; and

(c) the child has been referred by an eligible practitioner for the provision of services that are co
with the PDD or disability treatment plan; and

(d) for a child with PDD, the eligible practitioner is a conanitphysician in the practice of his or her
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field of psychiatry or paediatrics; or for a child with disability, the eligible practitioner is a speciali
consultant physician or general practitioner; and

(e) the psychologist attending the child is regyistl with the Department of Human Services as me¢
the credentialing requirements for provision of these services; and

(f) the child is not an admitted patient of a hospital; and
(g) the service is provided to the child individually and in person; and

(h) the service lasts at least 30 minutes in duration.

These items are limited to a maximum of 20 services per patient, consisting of any combination
b 82015, 82020, 82025 and 82035

(See para MN.10.1 of explanatory notes to this Category)
Fee: $99.75 Benefit: 85% = $84.80
Extended Medicare Safety Net Cap$299.25

82020

SPEECH PATHOLOGY

Speech pathology health service provided to a child, aged under 15 years, for treatment of a pe
developmental disorder (PDD) or an eligible disabliiyyan eligible speech pathologist where:

(a) the child has been diagnosed with PDD or an eligible disability; and

(b) the child has received a PDD or disability treatment plan (while aged under 13 years) as prejf
an eligible practitioner; and

(c) the child has been referred by an eligible practitioner for the provision of services that are cof
with the PDD or disability treatment plan; and

(d) for a child with PDD, the eligible practitioner is a consultant physician in the practiceafties
field of psychiatry or paediatrics; or for a child with disability, the eligible practitioner is a speciali
consultant physician or general practitioner; and

(e) the speech pathologist attending the child is registered with the Departmemnaf Services as
meeting the credentialing requirements for provision of these services; and

(f) the child is not an admitted patient of a hospital; and
(g) the service is provided to the child individually and in person; and

(h) the service lasts at &ta30 minutes in duration.

These items are limited to a maximum of 20 services per patient, consisting of any combination

b 82015, 82020, 82025 and 82035
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(See para MN.10.1 of explanatory notes to this Category)
Fee:$87.95 Benefit: 85% = $74.8
Extended Medicare Safety Net Cap$263.85

82025

OCCUPATIONAL THERAPY

Occupational therapy health service provided to a child, aged under 15 years, for treatment of a
pervasive developmental disorder (PDD) or an eligible disability by an eligible dmmadaherapist
where:

(a) the child has been diagnosed with PDD or an eligible disability; and

(b) the child has received a PDD or disability treatment plan (while aged under 13 years) as pref
an eligible practitioner; and

(c) the child has ke referred by an eligible practitioner for the provision of services that are cons
with the PDD or disability treatment plan; and

(d) for a child with PDD, the eligible practitioner is a consultant physician in the practice of his or
field of psychiatry or paediatrics; or for a child with disability, the eligible practitioner is a speciali
consultant physician or general practitioner; and

(e) the occupational therapist attending the child is registered with the Department of Human Se
meeting the credentialing requirements

for provision of these services; and
(f) the child is not an admitted patient of a hospital; and
(g) the service is provided to the child individually and in person; and

(h) the service lasts at least 30oties in duration.

These items are limited to a maximum of 20 services per patient, consisting of any combination
b 82015, 82020, 82025 and 82035

(See para MN.10.1 of explanatory notes to this Category)
Fee:$87.95 Benefit: 85% = $74.80
Extended Medicare Safety Net Cap$263.85

82030

AUDIOLOGY, OPTOMETRY, ORTHOPTIC OR PHYSIOTHERAPY

Audiology, optometry, orthoptic or physiotherapy health service provided to a child, aged under
years, by an eligible audiologist, optometrist, orthoptist gsjattherapist where:

(a) the child is referred by an eligible practitioner for the purpose of assisting the practitioner with
diagnosis of the child;
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or

(b) the child is referred by an eligible practitioner for the purpose of contributing thitlés pervasive
developmental disorder

(PDD) or disability treatment plan, developed by the practitioner; and

(c) for a child with PDD, the eligible practitioner is a consultant physician in the practice of his or
field of psychiatry or paediatricer for a child with disability, the eligible practitioner is a specialist,
consultant physician or general practitioner; and

(d) the audiologist, optometrist, orthoptist or physiotherapist attending the child is registered with
Department of Humane®vices as meeting the credentialing requirements for provision of these
services; and

(e) the child is not an admitted patient of a hospital; and
(f) the service is provided to the child individually and in person; and

(g) the service lasts at least ®Binutes in duration.

These items are limited to a maximum of four services per patient, consisting of any combinatior
following items

- 82000, 82005, 82010 and 82030

(See para MN.10.1 of explanatory notes to this Category)
Fee:$87.95 Benefit: 85% = $74.80
Extended Medicare Safety Net Cap$263.85

82035

AUDIOLOGY, OPTOMETRY, ORTHOPTIC OR PHYSIOTHERAPY

Audiology, optometry, orthoptic or physiotherapy health service provided to a child, aged under
years, for treatment of a pervasive developtakdisorder (PDD) or eligible disability by an eligible
audiologist, optometrist, orthoptist or physiotherapist where:

(a) the child has been diagnosed with PDD or eligible disability; and

(b) the child has received a PDD or disability treatment pAdnile aged under 13 years) as prepared
an eligible practitioner; and

(c) the child has been referred by an eligible practitioner for the provision of services that are co
with the PDD ordisability treatmentplan; and

(d) for a child with D, the eligible practitioner is a consultant physician in the practice of his or
field of psychiatry or paediatrics; or for a child with disability, the eligible practitioner is a speciali
consultant physician or general practitioner; and

(e) theaudiologist, optometrist, orthoptist or physiotherapist attending the child is registered with
Department of Human Services as meeting the credentialing requirements for provision of these
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services; and
() the child is not an admitted patient of aspital; and
(g) the service is provided to the child individually and in person; and

(h) the service lasts at least 30 minutes in duration.

These items are limited to a maximum of 20 services per patient, consisting of any combination
- 82015 82020, 82025 and 82035

(See para MN.10.1 of explanatory notes to this Category)
Fee:$87.95 Benefit: 85% = $74.80
Extended Medicare Safety Net Cap$263.85

M11. ALLIED HEALTH SERVICES FOR
INDIGENOUS AUSTRALIANS WHO HAVE HAD A
HEALTH CHECK

Group M 11. Allied Health Services For Indigenous Australians Who Have Had A Health Check

81300

ABORIGINAL AND TORRES STRAIT ISLANDER HEALTH SERVICE provided to a person whd
of Aboriginal and Torres Strait Islander descent by an eligible Aboriginal healttenarleligible
Aboriginal and Torres Strait Islander health practitioner if:

(a) a medical practitioner has undertaken a health assessment and identified a need foipfalle@d
health services; and

(b) the person is referred to the eligibledklginal health worker or eligible Aboriginal and Torres
Strait Islander health practitioner by a medical practitioner using a referral form that has bee
by the Department or a referral form that substantially complies with the form issued by the
Department; and

(c) the person is not an admitted patient of a hospital; and
(d) the service is provided to the person individually and in person; and
(e) the service is of at least 20 minutes duration; and
(f) after the service, the eligilAboriginal health worker or eligible Aboriginal and Torres Strait
Islander health practitioner gives a written report to the referring medical practitioner mentio
paragraph (b):
(i) if the service is the only service under thierel - in relation to that service; or
(i) if the service is the first or the last service under the refernatelation to the service; o
(iii) if neither subparagraph (i) nor (ii) applies but the service involves matterthéhat

referring medical practitioner would reasonably be expected to be informeq
in relation to those matters
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- to a maximum offive services (including services to which items 81300 to 81360 inclusive apply
calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

81305

DIABETES EDUCATION HEALTH SERVICE provided to a person who is of Aboriginal or Torre
Strait Islander descent by arngihle diabetes educator if:

(@) a medical practitioner has identified a need for folapvallied health services; and

(b) the person is referred to the eligible diabetes educator by a medical practitioner using a refg
form that has been issiidy the Department or a referral form that substantially complies with
form issued by the Department; and

(c) the person is not an admitted patient of a hospital; and

(d) the service is provided to the person individually and in person; and

(e) the service is of at least 20 minutes duration; and

(f) after the service, the eligible diabetes educator gives a written report to the referring medice
practitioner mentioned in paragraph (b):

(i) if the service is the onlyesvice under the referrain relation to that service; or

(ii) if the service is the first or the last service under the refeinatelation to the service; o
(iii) if neither subparagraph (i) nor (ii) applies but the servis®lives matters that the

referring medical practitioner would reasonably be expected to be informed

in relation to those matters;

- to a maximum offive services (including services to which items 81300 to 81360 inclusive apply
calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

81310

AUDIOLOGY HEALTH SERVICE provided to a person who is of Aboriginal or Torres Strait Islar
descenby an eligible audiologist if:

(@) a medical practitioner has undertaken a health assessment and identified a need fopfall@d
health services; and

(b) the person is referred to the eligible audiologist by the medical practitioner usifegral form
that has been issued by the Department or a referral form that substantially complies with the fo
issued by the Department; and

(c) the person is not an admitted patient of a hospital; and

(d) the service is provided to the persadividually and in person; and
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(e) the service is of at least 20 minutes duration; and

(f) after the service, the eligible audiologist gives a written report to the referring medical practi
mentioned in paragraph (b):

(i) if the serviceis the only service under the referrah relation to that service; or
(ii) if the service is the first or the last service under the refeiratelation to the service; or

(iii) if neither subparagraph (i) nor (ii) applies but the servicelves matters that the referring
medical practitioner would reasonably be expected to be informednofelation to those matters;

- to a maximum offive services (including services to which items 81300 to 81360 inclusive apply
calendaryear

(See para MN.11.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

81315

EXERCISE PHYSIOLOGY HEALTH SERVICE provided to a person who is of Aboriginal or Tori
Strait Islander desceby an eligible exercise physiologist if:

(@) a medical practitioner has undertaken a health assessment and identified a need fopfall@s
health services; and

(b) the person is referred to the eligible exercise physiologist by a medicditipner using a referra
form that has been issued by the Department or a referral form that substantially complies with t
issued by the Department; and

(c) the person is not an admitted patient of a hospital; and
(d) the service is prodied to the person individually and in person; and
(e) the service is of at least 20 minutes duration; and

(f) after the service, the eligible exercise physiologist gives a written report to the referring meg
practitioner mentioned in paragrafi}):

(i) if the service is the only service under the referialrelation to that service; or
(ii) if the service is the first or the last service under the refermatelation to the service; or

(iii) if neither subparagraph (i) noiiY applies but the service involves matters that the referring
medical practitioner would reasonably be expected to be informednofelation to those
matters;

- to a maximum offive services (including services to which items 813981360 inclusive apply) in
calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
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Extended Medicare Safety Net Cap$186.75

DIETETICS HEALTH SERVICE provided to a person who is of Aboriginalorres Strait Islander
descent by an eligible dietitian if:

(@) a medical practitioner has undertaken a health assessment and identified a need fopfall@d
health services; and

(b) the person is referred to the eligible dietitian by aliced practitioner using a referral form that |
been issued by the Department or a referral form that substantially complies with the form issue
Department; and

(c) the person is not an admitted patient of a hospital; and
(d) the servicas provided to the person individually and in person; and
(e) the service is of at least 20 minutes duration; and

(f) after the service, the eligible dietitian gives a written report to the referring medical practition
mentioned in paragraph (b):

(i) if the service is the only service under the referialrelation to that service; or
(i) if the service is the first or the last service under the refeimatelation to the service; 0

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
medical practitioner would reasonably be expected to be informednofelation to those
matters

- to a maximum offive services (including servisgo which items 81300 to 81360 inclusive apply)
calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95

81320 Extended Medicare Safety Net Cap$186.75
MENTAL HEALTH SERVICE provided to a person wl® of Aboriginal or Torres Strait Islander
descent by an eligible mental health worker if:
(@) a medical practitioner has undertaken a health assessment and identified a need fopfall@d
health services; and
(b) the person is referred the eligible mental health worker by a medical practitioner using a ref
form that has been issued by the Department or a referral form that substantially complies with t
issued by the Department; and
(c) the person is not an admitted patieha hospital; and
(d) the service is provided to the person individually and in person; and
(e) the service is of at least 20 minutes duration; and

81325 () after the service, the eligible mental health worker gives a written report to thengefegdical
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practitioner mentioned in paragraph (b):
(i) if the service is the only service under the referialrelation to that service; or
(ii) if the service is the first or the last service under the refernatelation to the servicayr

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referrir
medical practitioner would reasonably be expected to be informednofelation to those
matters

- to a maximum offive services (including services to which items 81300 to 81360 inclusive apply
calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

81330

OCCUPATIONAL THERAPYHEALTH SERVICE provided to a person who is of Aboriginal or
Torres Strait Islander descent by an eligible occupational therapist if

(@) a medical practitioner has undertaken a health assessment and identified a need fopfallas
health servicg; and

(b) the person is referred to the eligible occupational therapist by a medical practitioner using 3
form that has been issued by the Department or a referral form that substantially complies w
form issued by the Department; and

(c) the person is not an admitted patient of a hospital; and
(d) the service is provided to the person individually and in person; and
(e) the service is of at least 20 minutes duration; and

(f) after the service, the eligible occupatiorfadrapist gives a written report to the referring medic
practitioner mentioned in paragraph (b):

(i) if the service is the only service under the referialrelation to that service; or
(ii) if the service is the first or the last service anthe referral in relation to the service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
medical practitioner would reasonably be expected to be informednofelationto
those matters

- to a maximum offive services (including services to which items 81300 to 81360 inclusive apply
calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare SafetyNet Cap: $186.75
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PHYSIOTHERAPY HEALTH SERVICE provided to a person who is of Aboriginal or Torres Stral
Islander descent by an eligible physiotherapist if:

(@) a medical practitioner has undertaken a health assessment and identified a fotiedvfop allied
health services; and

(b) the person is referred to the eligible physiotherapist by a medical practitioner using a referr
that has been issued by the Department or a referral form that substantially complies with th
issuedby the Department; and

(c) the person is not an admitted patient of a hospital; and

(d) the service is provided to the person individually and in person; and

(e) the service is of at least 20 minutes duration; and

(f) after the service, theligible physiotherapist gives a written report to the referring medical
practitioner mentioned in paragraph (b):

(i) if the service is the only service under the referialrelation to that service; or
(i) if the service is the fitsor the last service under the referal relation to the service; or
(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the re

medical practitioner would reasonably be expected to berinéal of- in
relation to those matters

- to a maximum offive services (including services to which items 81300 to 81360 inclusive apply
calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95

81335 Extended Medicare Safety Net Cap$186.75
PODIATRY HEALTH SERVICE provided to a person who is of Aboriginal or Torres Strait Island
descent by an eligible podiatrist if:
(a) a medical practitioner has undertaken a health assessment and idam#éied for followup allied
health services; and
(b) the person is referred to the eligible podiatrist by a medical practitioner using a referral forr
has been issued by the Department or a referral form that substantially complies with the fo
issued by the Department; and
(c) the person is not an admitted patient of a hospital; and
(d) the service is provided to the person individually and in person; and
(e) the service is of at least 20 minutes duration; and
(f) after the servig, the eligible podiatrist gives a written report to the referring medical practition
mentioned in paragraph (b):
81340
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(i) if the service is the only service under the referialrelation to that service; or
(i) if the service is the fit or the last service under the referria relation to the service; or

(i) if neither subparagraph (i) nor (ii) applies but the service involves matters that the re
medical practitioner would reasonably be expected to be inéal of- in relation
to those matters

- to a maximum offive services (including services to which items 81300 to 81360 inclusive apply
calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

81345

CHIROPRACTIC HEALTH SERVICE provided to a person who is of Aboriginal or Torres Strait
Islander descent by an eligible chiropractor if:

(a) a medical practitioner has undertaken a health assessment arficidlarmieed for followup allied
health services; and

(b) the person is referred to the eligible chiropractor by a medical practitioner using a referral f¢
has been issued by the Department or a referral form that substantially complies fatimthe
issued by the Department; and

(c) the person is not an admitted patient of a hospital; and

(d) the service is provided to the person individually and in person; and

(e) the service is of at least 20 minutes duration; and

(f) after theservice, the eligible chiropractor gives a written report to the referring medical pract
mentioned in paragraph (b):

(i) if the service is the only service under the referialrelation to that service; or
(ii) if the service § the first or the last service under the refermalrelation to the service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the re
medical practitioner would reasonably be expectedb¢ informed of in
relation to those matters

- to a maximum offive services (including services to which items 81300 to 81360 inclusive apply
calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $2.95
Extended Medicare Safety Net Cap$186.75

81350

OSTEOPATHY HEALTH SERVICE provided to a person who is of Aboriginal or Torres Strait Isl
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descent by an eligible osteopath if;

(@) a medical practitioner has undertaken a health assessmedeatified a need for follovap allied
health services; and

(b) the person is referred to the eligible osteopath by a medical practitioner using a referral forr
has been issued by the Department or a referral form that substantially complideiattmt
issued by the Department; and

(c) the person is not an admitted patient of a hospital; and

(d) the service is provided to the person individually and in person; and

(e) the service is of at least 20 minutes duration; and

(f) after he service, the eligible osteopath gives a written report to the referring medical practiti
mentioned in paragraph (b):

(i) if the service is the only service under the referialrelation to that service; or
(ii) if the service ighe first or the last service under the referialrelation to the service; or
(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the re

medical practitioner would reasonably be expectedé¢ informed of in
relation to those matters

- to a maximum offive services (including services to which items 81300 to 81360 inclusive apply
calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $2.95
Extended Medicare Safety Net Cap$186.75

81355

PSYCHOLOGY HEALTH SERVICE provided to a person who is of Aboriginal or Torres Strait
Islander descent by an eligible psychologist if:

(a) a medical practitioner has undertaken a health assessndddeatified a need for followp allied
health services; and

(b) the person is referred to the eligible psychologist by a medical practitioner using a referral f
that has been issued by the Department or a referral form that substantially cavitplibe form
issued by the Department; and

(c) the person is not an admitted patient of a hospital; and

(d) the service is provided to the person individually and in person; and

(e) the service is of at least 20 minutes duration; and

(f) after the service, the eligible psychologist gives a written report to the referring medical prag
mentioned in paragraph (b):
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(i) if the service is the only service under the referialrelation to that service; or
(i) if the service is the first or the last service under the refeiiratelation to the service; or

(i) if neither subparagraph (i) nor (ii) applies but the service involves matters that the re
medical practitioner would reasonably bgpected to be informed efin
relation to those matters

- to a maximum offive services (including services to which items 81300 to 81360 inclusive apply
calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75

81360

SPEECH PATHOLOGY HEALTH SERVICE provided to a person who is of Aboriginal or Torres
Strait Islander descent by an eligible speech pathologist if:

(a) a medical practitioner has undertakemealth assessment and identified a need for fellpvallied
health services; and

(b) the person is referred to the eligible speech pathologist by a medical practitioner using a re
form that has been issued by the Department or a referral fiatrsubstantially complies with the
form issued by the Department; and

(c) the person is not an admitted patient of a hospital; and
(d) the service is provided to the person individually and in person; and
(e) the service is of at least 20 mtesa duration; and

(f) after the service, the eligible speech pathologist gives a written report to the referring medic
practitioner mentioned in paragraph (b):

(i) if the service is the only service under the referialrelation to thatarvice; or
(ii) if the service is the first or the last service under the refeinatelation to the service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the re
medical practitioner would reasonably be expected to be informedrof
relation to those matters

- to a maximum offive services (including services to which items 81300 to 81360 inclusive apply
calendar year

(See para MN.11.1 of explanatory notes is tategory)
Fee:$62.25 Benefit: 85% = $52.95
Extended Medicare Safety Net Cap$186.75
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M12. SERVICES PROVIDED BY A PRACTICE

NURSE OR ABORIGINAL AND TORRES STRAIT

ISLANDER HEALTH PRACTITIONER ON BEHALF 1. TELEHEALTH SUPPORT SERVICE ON
OF A MEDICAL PRACTITIONER BEHALF OF A MEDICAL PRACTITIONER

Group M12. Services Provided By A Practice Nurse Or Aboriginal And Torres Strait Islander
Health Practitioner On Behalf Of A Medical Practitioner

Subgroup 1. Telehealth Support Service On Behalf Of A Medical Practitioner

Attendance by a practice nurse, an Aboriginal health worker or an Aboriginal and Torres Strait Ig
health practitioner on behalf of, and under the supervision of, a medical practitioner, to provide ¢
support to a patientho:

(a) is participating in a video conferencing consultation with a specialist, consultant physician o
psychiatrist; and

(b) is not an admitted patient; and
(c) either:
(i) is located both:
(A) within a telehealth eligible area; and

(B) at the time of the attendaned least 15 kms by road from the specialist, physician ¢
psychiatrist mentioned in paragraph (a); or

(i) is a patient of:
(A) an Aboriginal Medical Service; or

(B) an Aboriginal Community Controlled Health Service for whicdirection made unde
subsection 19 (2) of the Act applies

(See para MN.12.5 of explanatory notes to this Category)
Fee:$32.40 Benefit: 100% = $32.40
10983 Extended Medicare Safety Net Cap$97.20

M12. SERVICES PROVIDED BY A PRACTICE

NURSE OR ABORIGINAL A ND TORRES STRAIT 2. TELEHEALTH SUPPORT SERVICE ON
ISLANDER HEALTH PRACTITIONER ON BEHALF BEHALF OF A MEDICAL PRACTITIONER AT A
OF A MEDICAL PRACTITIONER RESIDENTIAL AGED CARE FACILITY

Group M12. Services Provided By A Practice Nurse Or Aboriginal And T orres Strait Islander
Health Practitioner On Behalf Of A Medical Practitioner

Subgroup 2. Telehealth Support Service On Behalf Of A Medical Practitioner At A Residential Aged
Care Facility

Service by a practice nurse or Aboriginal health wodteAboriginal and Torres Strait Islander healt
practitioner provided on behalf of, and under the supervision of, a medical practitioner that requi
provision of clinical support to a patient who is:

a) a care recipient receiving care in a desitial aged care service (other than acefftained unit); ot

10984 b) at consulting rooms situated within such a complex if the patient is a care recipient receiving
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M12. SERVICES PROVIDED BY A PRACTICE

NURSE OR ABORIGINAL A ND TORRES STRAIT 2. TELEHEALTH SUPPORT SERVICE ON
ISLANDER HEALTH PRACTITIONER ON BEHALF BEHALF OF A MEDICAL PRACTITIONER AT A
OF A MEDICAL PRACTITIONER RESIDENTIAL AGED CARE FACILITY

a residential aged care service (excluding accommodation ineosgdfined ur);
and who is participating in a video consultation with a specialist or consultant physician.

(See para MN.12.5 of explanatory notes to this Category)
Fee:$32.40 Benefit: 100% = $32.40
Extended Medicare Safety Net Cap$97.20

M12. SERVICES PROVIDED BY A PRACTICE 3. SERVICES PROVIDED BY A PRACTICE
NURSE OR ABORIGINAL AND TORRES STRAIT NURSE OR ABORIGINAL AND TORRES STRAIT
ISLANDER HEALTH PRACTITIONER ON BEHALF ISLANDER HEALTH PRACTITIONER ON BEHALF
OF A MEDICAL PRACTITIONER OF A MEDICAL PRACTITIONER

Group M12. Services Provided By A Practice Nurse Or Aboriginal And Torres Strait Islander
Health Practitioner On Behalf Of A Medical Practitioner

Subgroup 3. Services Provided By A Practice Nurse Or Aboriginal And Torres Strait Islander Health
Practitioner On Behalf Of A Medical Practitioner

Follow up service provided by a practice nurse or Aboriginal and Torres Strait Islander health
practitioner, on behalf of a medical practitioner, for an Indigenous person who has received a he
asseswent if:

a) The service is provided on behalf of and under the supervision of a

medical practitioner; and

b) the person is not an admitted patient of a hospital; and

c) the service is consistent with the needs identified through the heatsasmnt;
- to a maximum of 10 services per patient in a calendar year

(See para MN.12.3 of explanatory notes to this Category)
Fee:$24.00 Benefit: 100% = $24.00
10987 Extended Medicare Safety Net Cap$72.00

Immunisation provided to a person &y Aboriginal and Torres Strait Islander health practitioner if:
(@) the immunisation is provided on behalf of, and under the supervision of, a medical practitio
(b) the person is not an admitted patient of a hospital.

(See para MN.12.1 @&xplanatory notes to this Category)
Fee:$12.00 Benefit: 100% = $12.00
10988 Extended Medicare Safety Net Cap$36.00

Treatment of a person's wound (other than normal aftercare) provided by an Aboriginal and Tori
Islander health practitioner if:

(a) the treatment is provided on behalf of, and under the supervision of, a medical practitioner;

(b) the person is not an admitted patient of a hospital.

10989 (See para MN.12.2 of explanatory notes to this Category)
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M12. SERVICES PROVIDED BY A PRACTICE 3. SERVICES PROVIDED BY A PRACTICE
NURSE OR ABORIGINAL AND TORRES STRAIT NURSE OR ABORIGINAL AND TORRES STRAIT
ISLANDER HEALTH PRACTITIONER ON BEHALF ISLANDER HEALTH PRACTITIONER ON BEHALF
OF A MEDICAL PRACTITIONER OF A MEDICAL PRACTITIONER

Fee:$12.00 Benefit: 100% = $2.00
Extended Medicare Safety Net Cap$36.00

10997

Service provided to a person with a chronic disease by a practice nurse or an Aboriginal and To
Strait Islander health practitioner if:

(a) the service is provided on behalf of and under the sigi@mvaf a medical practitioner; and
(b) the person is not an admitted patient of a hospital; and

(c) the person has a GP Management Plan, Team Care Arrangements or Multidisciplinary
Plan in place; and

(d) the service is consistent with the GP Maragnt Plan, Team Care Arrangements or
Multidisciplinary Care Plan

to a maximum of 5 services per patient in a calendar year

(See para MN.12.4 of explanatory notes to this Category)
Fee:$12.00 Benefit: 100% = $12.00
Extended Medicare Safety Net Cap$3600

M13. MIDWIFERY SERVICES 1. MBS ITEMS FOR PARTICIPATING MIDWIVES

Group M13. Midwifery Services

Subgroup 1. MBS Items For Participating Midwives

82100

Initial antenatal professional attendance by a patrticipating midwife, lasting at leagtut@snincluding
all of the following:

(a) taking a detailed patient history;

(b) performing a comprehensive examination;

(c) performing a risk assessment;

(d) based on the risk assessmeatranging referral or transfer of the patientise to an obstetrician;
(e) requesting pathology and diagnostic imaging services, when necessary;

(f) discussing with the patient the collaborative arrangements for her maternity care and recorg
arrangements in the midwife's written recoid accordance with section 2E of the Health Insurance
Regulations 1975.

Payable once only for any pregnancy.

(See para MN.13.16 of explanatory notes to this Category)
Fee:$53.40 Benefit: 85% = $45.40
Extended Medicare Safety Net Cap$21.70
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Short antenatal professional attendance by a participating midwife, lasting up to 40 minutes.

(See para MN.13.16 of explanatory notes to this Category)
Fee:$32.30 Benefit: 75% = $24.25 85% = $27.50

82105 Extended Medicare Safety Net Cap$16.30
Long artenatal professional attendance by a participating midwife, lasting at least 40 minutes.
(See para MN.13.16 of explanatory notes to this Category)
Fee:$53.40 Benefit: 75% = $40.05 85% = $45.40
82110 Extended Medicare Safety Net Cap$21.70
Professioal attendance by a participating midwife, lasting at least 90 minutes, for assessment ar,
preparation of a maternity care plan for a patient whose pregnancy has progressed beyond 20 v
(a) the patient is not an admitted patient of a hostiadt
(b) the participating midwife undertakes a comprehensive assessment of the patient; and
(c) the participating midwife develops a written maternity care plan that contains:
outcomes of the assessment; and
details of agreed expectatis for care during pregnancy, labour adélivery; and
details of any health problems or care needs; and
details of collaborative arrangements that apply for the patient; and
details of any medication taken by the patient during tegmancy, and any additional medicatior|
that may be required by the patient; and
details of any referrals or requests for pathology services or diagnostic imaging services for t
patient during the pregnancy, and any additional referrals or redqbasteay be required for the
patient; and
(d) the maternity care plan is explained and agreed with the patient; and
(e) the fee does not include any amount for the management of the labour and delivery.
(Includes any antenatal attendance provided erséime occasion).
Payable once only for any pregnancy.
(See para MN.13.16 of explanatory notes to this Category)
Fee:$319.00 Benefit: 85% = $271.15
82115 Extended Medicare Safety Net Cap$54.10
Management of confinement for up to 12 hours, includielivery (if undertaken), if:
(a) the patient is an admitted patient of a hospital; and
82120
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(b) the attendance is by a participating midwife who:
(i) provided the patient's antenatal care; or

(i) is a member of a practice that provided plagient's antenatal care.

(Includes all attendances related to the confinement by the participating midwife)

Payable once only for any pregnancy

(See para MN.13.16 of explanatory notes to this Category)
Fee:$753.30 Benefit: 75% = $565.00
Extended Medcare Safety Net Cap:$500.00

82125

Management of confinement for in excess of 12 hours, including delivery where performed.

Management of confinement, including delivery (if undertaken) when care is transferred from 1
participating midwife to another g&cipating midwife (the second participating midwife), if:

(a) the patient is an admitted patient of a hospital; and
(b) the patient's confinement is for longer than 12 hours;
(c) the second participating midwife:

(i) has provided the patient's aragal care; or

(i) is a member of a practice that has provided the patient's antenatal care.

(Includes all attendances related to the confinement by the second participating midwife)

Payable one only for any pregnancy.

(See para MN.13.16 of explanagaotes to this Category)
Fee:$753.30 Benefit: 75% = $565.00
Extended Medicare Safety Net Cap$500.00

82130

Short Postnatal Attendance

Short postnatal professional attendance by a participating midwife, lasting up to 40 minutes, with
weeks after dlivery.

(See para MN.13.16 of explanatory notes to this Category)
Fee:$53.40 Benefit: 75% = $40.05 85% = $45.40
Extended Medicare Safety Net Cap$16.30

82135

Long Postnatal Attendance

Long postnatal professional attendance by a participating feidasting at least 40 minutes, within ¢
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weeks after delivery.

(See para MN.13.16 of explanatory notes to this Category)
Fee:$78.50 Benefit: 75% = $58.90 85% = $66.75
Extended Medicare Safety Net Cap$21.70

82140

Six Week Postnatal Attendance

Poshatal professional attendance by a participating midwife on a patient not less than 6 weeks k
more than 7 weeks after delivery of a baby, including:

(@) acomprehensive examination of patient and baby to ensure normal postnatal recovery; ang

(b) referral of the patient to a general practitioner for the ongoing care of the patient and baby

Payable once only for any pregnancy.

(See para MN.13.16 of explanatory notes to this Category)
Fee:$53.40 Benefit: 85% = $45.40
Extended Medicare SafetyNet Cap: $16.30

M13. MIDWIFERY SERVICES 2. TELEHEALTH ATTENDANCES

Group M13. Midwifery Services

Subgroup 2. Telehealth Attendances

82150

A professional attendance lasting less than 20 minutes (whether or not continuous) by a particip
midwife that requires the provision of clinical support to a patient who:

a) is participating in a video consultation with a specialist practising in his or her speciality
obstetrics or a specialist or consultant physician practising in his or her dpegfiali
paediatrics; and

b) is not an admitted patient; and

c) is located:

(i) both:
(A) within a telehealth eligible area; and

(B) at the time of the attendanecat least 15 kms by road from the specialist or
consultant physician mentioned in paradyréa); or

(ii) in Australia if the patient is a patient of:
(A) an Aboriginal Medical Service; or

(B) an Aboriginal Community Controlled Health Service for which a direction m
under subsection 19(2) of the Act applies.

(See para MN.12.5 of explanagaotes to this Category)
Fee:$28.30 Benefit: 85% = $24.10
Extended Medicare Safety Net Cap$84.90
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A professional attendance lasting at least 20 minutes (whether or not continuous) by a participat
midwife that requires the provision of clinlcaupport to a patient who:

a) is participating in a video consultation with a specialist practising in his or her speciality
obstetrics or a specialist or consultant physician practising in his or her speciality of
paediatrics; and

b) is not an admiiéd patient; and

c) is located:

(i) both:
(A) within a telehealth eligible area; and

(B) at the time of the attendancat least 15 kms by road from the specialist or consult
physician mentioned in paragraph (a); or

(i) in Australia if the patiehis a patient of:
(A) an Aboriginal Medical Service; or

(B) an Aboriginal Community Controlled Health Service for which a direction m
under subsection 19(2) of the Act applies.

(See para MN.12.5 of explanatory notes to this Category)
Fee:$53.70 Benefit: 85% = $45.65

82151 Extended Medicare Safety Net Cap$161.10
A professional attendance lasting at least 40 minutes (whether or not continuous) by a participat
midwife that requires the provision of clinical support to a patient who:

a) is partigpating in a video consultation with a specialist practising in his or her speciality @
obstetrics or a specialist or consultant physician practising in his or her speciality of
paediatrics; and

b) is not an admitted patient; and

c) is located:

(i) both:
(A) within a telehealth eligible area; and
(B) at the time of the attendanecat least 15 kms by road from the specialist or
consultant physician mentioned in paragraph (a); or
(ii) in Australia if the patient is a patient of:
(A) an Aboriginal Medcal Service; or
(B) an Aboriginal Community Controlled Health Service for which a direction m
under subsection 19(2) of the Act applies.
(See para MN.12.5 of explanatory notes to this Category)
Fee:$78.95 Benefit: 85% = $67.15
82152 Extended Medicare Safey Net Cap: $236.85
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Group M14. Nurse Practitioners

Subgroup 1. Nurse Practitioners

82200

Professional attendance by a participating nurse practitioner for an obvious problem characteris
straightforward nature of the task that requires a short patient history and, if required, limited
examination and management.

(See para MN.14.12 of explanatory notes to this Category)
Fee:$9.60 Benefit: 85% = $8.20
Extended Medicare Safety Net Cap$2880

82205

Professional attendance by a participating nurse practitioner lasting less than 20 minutes and in
any of the following:

a) taking a history;

b) undertaking clinical examination;

C) arranging any necessary investigation;
d) implementing a management plan;

e) providing appropriate preventive health care,

for 1 or more health related issues, with appropriate documentation.

(See para MN.14.12 of explanatory notes to this Category)
Fee:$20.95 Benefit: 85% = $17.85
Extended Medicare Safety Net Cap$62.85

82210

Professional attendance by a participating nurse practitioner lasting at least 20 minutes and incl
of the following:

a) taking a detailed history;

b) undertaking clinical examination;

C) arranghg any necessary investigation;
d) implementing a management plan;

e) providing appropriate preventive health care,

for 1 or more health related issues, with appropriate documentation.

(See para MN.14.12 of explanatory notes to this Category)
Fee: $39.75 Benefit: 85% = $33.80
Extended Medicare Safety Net Cap$119.25

82215

Professional attendance by a participating nurse practitioner lasting at least 40 minutes and incl
of the following:
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a) taking an extensive history;

b) undertiking clinical examination;

C) arranging any necessary investigation;
d) implementing a management plan;

e) providing appropriate preventive health care,

for 1 or more health related issues, with appropriate documentation.

(See para MN.14.1@f explanatory notes to this Category)
Fee:$58.55 Benefit: 85% = $49.80
Extended Medicare Safety Net Cap$175.65

M14. NURSE PRACTITIONERS 2. TELEHEALTH ATTENDANCE

Group M14. Nurse Practitioners

Subgroup 2. Telehealth Attendance

A professional attendance lasting less than 20 minutes (whether or not continuous) by a particip
nurse practitioner that requires the provision of clinical support to a patient who:

a) is participating in a video consultation with a specialist or consydtarsician; and
b) is not an admitted patient; and
c) is located:
(i) both:
(A) within a telehealth eligible area; and

(B) at the time of the attendanecat least 15 kms by road from the specialist or
consultant physician mentioned in paragraphdg);

(ii) in Australia if the patient is a patient of:
(A) an Aboriginal Medical Service; or

(B) an Aboriginal Community Controlled Health Service for which a direction m
under subsection 19(2) of the Act applies.

(See para MN.12.5 of explanatory esto this Category)
Fee:$28.30 Benefit: 85% = $24.10

82220 Extended Medicare Safety Net Cap$84.90
A professional attendance lasting at least 20 minutes (whether or not continuous) by a participat
practitioner that requires the provision ohatal support to a patient who:
a) is participating in a video consultation with a specialist or consultant physician; and
b) is not an admitted patient; and
82221
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c) is located:
(i) both:
(A) within a telehealth eligible area; and

(B) at the time of thattendance at least 15 kms by road from the specialist or
consultant physician mentioned in paragraph (a); or

(i) in Australia if the patient is a patient of:
(A) an Aboriginal Medical Service; or

(B) an Aboriginal Community Controlled Health Servioe which a direction made
under subsection 19(2) of the Act applies.

(See para MN.12.5 of explanatory notes to this Category)
Fee:$53.70 Benefit: 85% = $45.65
Extended Medicare Safety Net Cap$161.10

A professional attendance lasting at ledst@nutes (whether or not continuous) by a participating r
practitioner that requires the provision of clinical support to a patient who:

a) is participating in a video consultation with a specialist or consultant physician; and
b) is not an admittedatient; and
c) is located:
(i) both:
(A) within a telehealth eligible area; and

(B) at the time of the attendancat least 15 kms by road from the specialist or
consultant physician mentioned in paragraph (a); or

(i) in Australia if the patientd a patient of:
(A) an Aboriginal Medical Service; or

(B) an Aboriginal Community Controlled Health Service for which a direction m
under subsection 19(2) of the Act applies.

(See para MN.12.5 of explanatory notes to this Category)
Fee:$78.95 Benefit: 85% = $67.15

82222 Extended Medicare Safety Net Cap$236.85
3. TELEHEALTH ATTENDANCE AT A

M14. NURSE PRACTITIONERS RESIDENTIAL AGED CARE FACILITY

Group M14. Nurse Practitioners

Subgroup 3. Telehealth Attendance At A Residential Aged Care Facility

A professional attendance lasting less than 20 minutes (whether or not continuous) by a particip,

nurse practitioner that requires the provision of clinical support to a patient who:
82223
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M14. NURSE PRACTITIONERS RESIDENTIAL AGED CARE FACILITY

3. TELEHEALTH ATTENDANCE AT A

a) is participating in a video consultation with a spedialionsultant physician; and
b) either:
(i) is a care recipient receiving care in a residential care service; or

(ii) is at consulting rooms situated within such a complex if the patient is a care recipig
receiving care in a residential ageate service; and

c) the professional attendance is not provided at eceatfined unit.

(See para MN.12.5 of explanatory notes to this Category)
Fee:$28.30 Benefit: 85% = $24.10
Extended Medicare Safety Net Cap$84.90

A professional attendandasting at least 20 minutes (whether or not continuous) by a participating
practitioner that requires the provision of clinical support to a patient who:

a) is participating in a video consultation with a specialist or consultant physician; and
b) either:
(i) is a care recipient receiving care in a residential care service; or

(ii) is at consulting rooms situated within such a complex if the patient is a care recipie
receiving care in a residential aged care service; and

¢) the professioal attendance is not provided at a-®elfitained unit

(See para MN.12.5 of explanatory notes to this Category)
Fee:$53.70 Benefit: 85% = $45.65

82224 Extended Medicare Safety Net Cap$161.10
A professional attendance lasting at least 40 minutes whet not continuous) by a participating nu
practitioner that requires the provision of clinical support to a patient who:
a) is participating in a video consultation with a specialist or consultant physician; and
b) either:
(i) is a care recipi@ receiving care in a residential care service; or
(ii) is at consulting rooms situated within such a complex if the patient is a care recipig
receiving care in a residential aged care service; and
¢) the professional attendance is not provideal slfcontained unit
(See para MN.12.5 of explanatory notes to this Category)
Fee:$78.95 Benefit: 85% = $67.15
82225 Extended Medicare Safety Net Cap$236.85

M15. DIAGNOSTIC AUDIOLOGY SERVICES

Group M15. Diagnostic Audiology Services

82300

Audiology health service, consisting of BRAIN STEM EVOKED RESPONSE AUDIOMETRY,
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M15. DIAGNOSTIC AUDIOLOGY SERVICES

performed on a person by an eligible audiologist if:

(a) the service is performed pursuant to a written request made by an eligible practitioner to ass
eligible practitioner in th diagnosis and/or treatment and/or management of ear disease or a rela
disorder in the person; and

(b) the eligible practitioner is a specialist in the specialty of otolaryngology head and neck surge
(c) the service is not performed for thepose of a hearing screening; and

(d) the person is not an admitted patient of a hospital; and

(e) the service is performed on the person individually and in person; and

(f) after the service, the eligible audiologist provides a copy of the resuhie sétvice performed,
together with relevant comments in writing that the eligible audiologist has on those results, to th
eligible practitioner who requested the service; and

(g) a service to which item 11300 applies has not been performed on the @ethersame day.

(See para MN.15.1, MN.15.5 of explanatory notes to this Category)
Fee:$153.95 Benefit: 85% = $130.90
Extended Medicare Safety Net Cap$461.85

82306

Audiology health service, consisting of NGDETERMINATE AUDIOMETRY performed on a peos
by an eligible audiologist if:

(a) the service is performed pursuant to a written request made by an eligible practitioner to ass
eligible practitioner in the diagnosis and/or treatment and/or management of ear disease or a rel
disorder in he person; and

(b) the eligible practitioner is a specialist in the specialty of otolaryngology head and neck surge
(c) the service is not performed for the purpose of a hearing screening; and

(d) the person is not an admitted patient of a hak@nhd

(e) the service is performed on the person individually and in person; and

(f) after the service, the eligible audiologist provides a copy of the results of the service performe
together with relevant comments in writing that the eligible dadist has on those results, to the
eligible practitioner who requested the service; and

(g) a service to which item 11306 applies has not been performed on the person on the same dg¢

(See para MN.15.5, MN.15.2 of explanatory notes to this Category)
Fee $17.50 Benefit: 85% = $14.90
Extended Medicare Safety Net Cap$52.50

82309

Audiology health service, consisting of an AIR CONDUCTION AUDIOGRAM performed on a pe
by an eligible audiologist if:

(a) the service is performed pursuant to a writtenestjonade by an eligible practitioner to assist thg¢
eligible practitioner in the diagnosis and/or treatment and/or management of ear disease or a rel
disorder in the person; and

(b) the eligible practitioner is:
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(i) a specialist in the specialdf otolaryngology head and neck surgery; or
(i) a specialist or consultant physician in the specialty of neurology; and
(c) the service is not performed for the purpose of a hearing screening; and
(d) the person is not an admitted patient of a tals@nd
(e) the service is performed on the person individually and in person; and

(f) after the service, the eligible audiologist provides a copy of the results of the service performe
together with relevant comments in writing that the eligible@adist has on those results, to the
eligible practitioner who requested the service; and

(g) a service to which item 11309 applies has not been performed on the person on the same dg¢

(See para MN.15.3, MN.15.5 of explanatory notes to this Category)
Fee:$21.05 Benefit: 85% = $17.90
Extended Medicare Safety Net Cap$63.15

82312

Audiology health service, consisting of an AIR AND BONE CONDUCTION AUDIOGRAM OR Al
CONDUCTION AND SPEECH DISCRIMINATION AUDIOGRAM performed on a person by an
eligible audiol@ist if:

(a) the service is performed pursuant to a written request made by an eligible practitioner to ass
eligible practitioner in the diagnosis and/or treatment and/or management of ear disease or a rel
disorder in the person; and

(b) the digible practitioner is:
(i) a specialist in the specialty of otolaryngology head and neck surgery; or
(ii) a specialist or consultant physician in the specialty of neurology; and

(c) the service is not performed for the purpose of a heariegriag; and

(d) the person is not an admitted patient of a hospital; and

(e) the service is performed on the person individually and in person; and

(f) after the service, the eligible audiologist provides a copy of the results of the service performe
together with relevant comments in writing that the eligible audiologist has on those results, to th
eligible practitioner who requested the service; and

(g) a service to which item 11312 applies has not been performed on the person on the same dg

(See para MN.15.3, MN.15.5 of explanatory notes to this Category)
Fee:$29.70 Benefit: 85% = $25.25
Extended Medicare Safety Net Cap$89.10

82315

Audiology health service, consisting of an AIR AND BONE CONDUCTION AND SPEECH
DISCRIMINATION AUDIOGRAM performed on a person by an eligible audiologist if:

(a) the service is performed pursuant to a written request made by an eligible practdiassist the
eligible practitioner in the diagnosis and/or treatment and/or management of ear disease or a rel
disorder in the person; and
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(b) the eligible practitioner is:
(i) a specialist in the specialty of otolaryngology head and neck surgery; or
(i) a specialist or consultant physician in the specialty of neurology; and

(c) the service is not plarmed for the purpose of a hearing screening; and

(d) the person is not an admitted patient of a hospital; and

(e) the service is performed on the person individually and in person; and

(f) after the service, the eligible audiologist provides a copghefesults of the service performed,
together with relevant comments in writing that the eligible audiologist has on those results, to th
eligible practitioner who requested the service; and

(g) a service to which item 11315 applies has not been paztbon the person on the same day.

(See para MN.15.3, MN.15.5 of explanatory notes to this Category)
Fee:$39.35 Benefit: 85% = $33.45
Extended Medicare Safety Net Cap$118.05

82318

Audiology health service, consisting of an AIR AND BONE CONDUCTION ASPEECH
DISCRIMINATION AUDIOGRAM WITH OTHER COCHLEAR TESTS performed on a person by
eligible audiologist if:

(a) the service is performed pursuant to a written request made by an eligible practitioner to ass
eligible practitioner in the diagnosid/or treatment and/or management of ear disease or a relate
disorder in the person; and

(b) the eligible practitioner is:
(i) aspecialist in the specialty of otolaryngology head and neck surgery; or
(i) a specialist or consultant physini@n the specialty of neurology; and
(c) the service is not performed for the purpose of a hearing screening; and
(d) the person is not an admitted patient of a hospital; and
(e) the service is performed on the person individually and in person; and

(f) after the service, the eligible audiologist provides a copy of the results of the service performg
together with relevant comments in writing that the eligible audiologist has on those results, to th
eligible practitioner who requested the servicel an

(g) a service to which item 11318 applies has not been performed on the person on the same dg

(See para MN.15.3, MN.15.5 of explanatory notes to this Category)
Fee:$48.60 Benefit: 85% = $41.35
Extended Medicare Safety Net Cap$145.80

82324

Audiology health service, consisting of an IMPEDANCE AUDIOGRAM involving tympanometry &
measurement of static compliance and acoustic reflex performed on a person by an eligible aud
(not being a service associated with a service to which item 823082,823315 or 82318 applies) if:

(a) the service is performed pursuant to a written request made by an eligible practitioner to ass
eligible practitioner in the diagnosis and/or treatment and/or management of ear disease or a rel
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disorder in theperson; and
(b) the eligible practitioner is:
(i) a specialist in the specialty of otolaryngology head and neck surgery; or
(i) a specialist or consultant physician in the specialty of neurology; and
(c) the service is not performed for therpose of a hearing screening; and
(d) the person is not an admitted patient of a hospital; and
(e) the service is performed on the person individually and in person; and

(f) after the service, the eligible audiologist provides a copy of the resuhe sérvice performed,
together with relevant comments in writing that the eligible audiologist has on those results, to th
eligible practitioner who requested the service; and

(g) a service to which item 11324 applies has not been performed on the petbe same day.

(See para MN.15.3, MN.15.5 of explanatory notes to this Category)
Fee:$26.30 Benefit: 85% = $22.40
Extended Medicare Safety Net Cap$78.90

Audiology health service, consisting of an IMPEDANCE AUDIOGRAM involving tympanometdy &
measurement of static compliance and acoustic reflex performed on a person by an eligible aud
(being a service associated with a service to which item 82309, 82312, 82315 or 82318 applies)

(a) the service is performed pursuant to a writeguest made by an eligible practitioner to assist th
eligible practitioner in the diagnosis and/or treatment and/or management of ear disease or a rel
disorder in the person; and

(b) the eligible practitioner is:
(i) a specialist in the speciglof otolaryngology head and neck surgery; or
(ii) a specialist or consultant physician in the specialty of neurology; and
(c) the service is not performed for the purpose of a hearing screening; and
(d) the person is not an admitted patient obsggital; and
(e) the service is performed on the person individually and in person; and

(f) after the service, the eligible audiologist provides a copy of the results of the service performe
together with relevant comments in writing that the eligéldiologist has on those results, to the
eligible practitioner who requested the service; and

(g) a service to which item 11327 applies has not been performed on the person on the same dg¢

(See para MN.15.3, MN.15.5 of explanatory notes to this Category
Fee:$15.80 Benefit: 85% = $13.45

82327 Extended Medicare Safety Net Cap$47.40
Audiology health service, consisting of an OCKQOUSTIC EMISSION AUDIOMETRY for the
detection of permanent congenital hearing impairment, performed by an eligible awstiofogn infan
or child in circumstances in which:

82332
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(a) the service is performed pursuant to a written request made by an eligible practitioner who is|
(i) a specialist in the specialty of otolaryngology head and neck surgery; or
(i) a speciabt or consultant physician in the specialty of neurology; and

(b) the infant or child is at risk due to 1 or more of the following factors:

(i) admission to a neonatal intensive care unit;

(i) family history of hearing impairment;

(iii) i ntracuterine or perinatal infection (either suspected or confirmed);
(iv) birthweight less than 1.5kg;

(v) craniofacial deformity;

(vi) birth asphyxia;

(vii) chromosomal abnormality, including Down Syndrome;

(viii) exchange transfion; and

(c) middle ear pathology has been excluded by specialist opinion; and

(d) the infant or child is not an admitted patient of a hospital; and

(e) the service is performed on the infant or child individually and in person; and

(f) after the serice, the eligible audiologist provides a copy of the results of the service performed
together with relevant comments in writing that the eligible audiologist has on those results, to th
eligible practitioner who requested the service; and

(g) a servicao which item 11332 applies has not been performed on the infant or child on the sal

(See para MN.15.4, MN.15.5 of explanatory notes to this Category)
Fee:$46.85 Benefit: 85% = $39.85
Extended Medicare Safety Net Cap$140.55
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