Australian Government

Department of Health

Medicare Benefits Schedule Book

Category 8
Operating from 1 March 2021



Title: Medicare Benefits Schedule Book
Copyright

© 2021Commonwealth of Australia as repeated by the Department of Health.
This work is copyright. You may copy, print, download, display and reproduce the whole or part of this work in unaltef@dyfmnown personal use
or, if you arepart of an organisation, for internal use within yotganisation, but only if you or your organisation:

(a) do not use the copy or reproduction for any commercial purpose; and

(b) retain this copyright notice and all disclaimer notices as part of that copy or reproduction.

Apart from rights apermitted by theCopyright Act 196&Cth) or allowed by this copyright noticall other rights are reserved, including (but not limited
to) all commercial rights.

Requests and inquiries concerning reproduction and other rights to use are to be sédotortiunication Branch, Department of Health, GPO Box 9848,
CanberraACT 2601, or via @nail to corporatecomms@health.gov.au



mailto:corporatecomms@health.gov.au

At the time of printing, the relevant legislation
giving authority for the changes included in this
edition of the book may still be subject to the
approval of Executive Council and the usual
Parliamentary scrutiny. This book is not a legal

document, and, in cases of discrepancy, the
legislation will be the source document for pyment
of Medicare benefits.

The latest Medicare Benefits Schedule information
is available from MBS Online at
http://www.health.gov.au/mbsonline



http://www.health.gov.au/mbsonline

TABLE OF CONTENTS

GENERAL EXPLANATORY NOTES ..iiiiiiiiiiiiiiie sttt eeeme e sttta e e s tteeeassteesammnesssteeeeassseeeeansaeeeamneeassaseesansseeesassseessannnsnsees 6
GENERAL EXPLANATORY NOTES ... . ttiii ittt reter ettt ettt e e s rte et e e e s sttt e e e s sttt e e s s eaestbeeesanbeeeesanbeeeeeanbenan 7

CATEGORY 8: MISCELLANEQUS SERVICES .......coiiiiiiiiiiiiiee e iieeeiee e sttt e eesste e e e s st e e e s bt eee s snbensseeeesanteeeenan 34
SUMMARY OF CHANGES FROM 01/03/2021.......cutiiiiiiieeiiiieeesameesieeeeaasteeeeesseesessmmesssseesssnsssesssnssesesssnnsssssseessnnnes
MISCELLANEQUS SERVICES NOTES ....coittitiiiiiiie ittt sttt ettt et at e e e e st e e e e amtte e e smne s bbeee e anteeeesnnnes
Group M1. Management Of BUIK-BIlled SEIVICES..........c.uuuiiiiiieiiiiceeee st e e e e e e e st saeeereraeee s
Group M3. Allied HEAItN SEIVICES. .....coiiiiiiiiteie et eere e e e e e e e e s e ennee s
Group M6. PSychologiCal TREIrAPY SEIVICES ........ueiiiiiiiieiiiiit e eeee sttt e sme et e s e e e s amnensne e e e s eneeeas
Group M7. Focussed Psychological Strategies (Allied Mental Health)
Group M8. Pregnancy SUPPOrt COUNSEIING ........uuviiiiiieiiiiiiieeeie e et ee st e e e e e e e e s s taeaaeeesaeanseeaeaaeeesaannes
Group M9. Allied HEalth GrOUP SEIVICES ........eiiiiieii it eeeeee ettt e e e ettt e e eeere e e e e e e e e s e taebeeeeeaeseameeeeeeesannneneeeeas
Group M10. Autism, Pervasive Developmental Disorder And Disability SErviCes .........ccccvvviveeeiiiiiiieees e
Group M11. Allied Health Services For Indigenous Australians Who Have Had A Health Check
Group M12. Services Provided By A Practice Nurse Or Aboriginal And Torres Strait Islander Health Practitioner

On Behalf Of A MeICAl PraCtitiONEN .........oii e e ettt e e e e e s emee e e e s e ebbe et eeeaeeeeaaneesaannsbseeeaaaeeeaaannnnens 154
Subgroup 1. Telehealth Support Service On Behalf Of A Medical Practitioner............cccccovvvvviiiiiemniieee e 154
Subgroup 2. Telehealth Support Service On Behalf Of A Medical Practitioner At A Residential Aged Care
T 11 RSP PR 155
Subgroup 3. Services Provided By A Practice Nurse Or Aboriginal And Torres Strait Islander Health Practitioner
On Behalf Of A MeIiCal PraCtitiONer .........ciiie e ceeeiee it e e e e s et e e e e eeae e e e e e e e s s tbeaeeeaeaessammmeeeesessnstbaeeeaaeeanan

Group ML3. MIOWITEIY SEIVICES ......eiiiiiiiiieiiieie et eeet ettt e ettt e e e st b beeete e e e s b et e e e ettt e e e snsteaeeeaeabbeeeeaantneeesanseeneeeeeans
Subgroup 1. MBS Items For Participating MIOWIVES .........ccuuiiiiiiiiie et rreee e e s e e s eneeeas
Subgroup 2. Telehealth AENTANCES .........ooiiiiiieiiie et se e et e e s e s s

GrouP MLA. NUISE PIACULIONETS ....coiutviiiiiiiiiee ittt eeme ettt ettt e et smee bt e e e s bt e e e s bt e e e smmeeas b et e e s anbe e e e s asbneeesameennnnes
10 o o] fo 0T o B N (0T = o o Ton 110 1= SO PP PRSI
Subgroup 2. Telehealth AENUANCE ........cooviiiiii et e et enee e e e e e st ee e e
Subgroup 3. Telehealth Attendance At A Residential Aged Care Facility

Group M15. Diagnostic AudiOlOgY SEIVICES........cccueieeiiiiiee et

Group M16. Eating DiSOrAErs SEIVICES .......cuuiieiiieiieiiiieeeaeessiete e siieee e s eemne s snneeee s
Subgroup 1. Eating disorders dietitian health services
Subgroup 2. Eating disorder psychological treatment services provided by eligible clinical psychologists ....... 170
Subgroup 3. Eating disorder psychological treatment services provided by eligible psychologists ................... 173
Subgroup 4. Eating disorder psychological treatment services provided by eligible occupational therapists....176
Subgroup 5. Eating disorder psychological treatment services provided by eligible social workers .................. 178

Group M17. Bushfire Recovery Access Initiative - Psychologist Services and Allied Health Focussed Psychological

Y= 1=T0 =2 PP PPPTTP 181

Group M18. COVID-19 Allied Health Telehealth SEIVICES. ........ccuiiiiiiiiiii e 186
Subgroup 1. COVID-19 Psychological Therapies Telehealth ServiCes.........cooviiiiiiiiiieeeeeee e 186
Subgroup 2. COVID-19 Psychologist Focussed Psychological Strategies Telehealth Services ....................... 187
Subgroup 3. COVID-19 Occupational Therapist Focussed Psychological Strategies Telehealth Services....... 188
Subgroup 4. COVID-19 Social Worker Focussed Psychological Strategies Telehealth Services..................... 190
Subgroup 5. COVID-19 Nurse Practitioner Telehealth SEIVICES .........c.uviiiiiiiiiiiiiieeee e 191
Subgroup 6. COVID-19 Psychological Therapies Phone ServiCes............ccooiiiiiiiimeniiiiiieecee e 192
Subgroup 7. COVID-19 Psychologist Focussed Psychological Strategies Phone Services ...........cccccvvveeeee..nn 193
Subgroup 8. COVID-19 Occupational Therapist Focussed Psychological Strategies Phone Services............. 195
Subgroup 9. COVID-19 Social Worker Focussed Psychological Strategies Phone Services....

Subgroup 10. COVID-19 Nurse Practitioner PhONE SEIrVICES ...........uuiiiiiiiiiiiiee et
Subgroup 11. COVID-19 Health Assessments for Aboriginal and Torres Strait Islander People - Telehealth

Y= Vo= P PUPUR ST 199
Subgroup 12. COVID-19 Health Assessments for Aboriginal and Torres Strait Islander People - Phone Service
.......................................................................................................................................................................... 200
Subgroup 13. COVID-19 Pregnancy support counselling, eligible psychologist, at least 30 minutes Telehealth
Y= Vol PP 201
Subgroup 14. COVID-19 Pregnancy support counselling, eligible psychologist, at least 30 minutes Phone

Y= Vo= PRSP 201
Subgroup 15. COVID-19 Autism, pervasive developmental disorder and disability Telehealth Services .......... 202
Subgroup 16. COVID-19 Autism, pervasive developmental disorder and disability Phone Services ................ 206
Subgroup 17. COVID-19 GP, Specialist and Consultant Physician Autism Service - Telehealth Service.......... 209
Subgroup 18. COVID-19 GP, Specialist and Consultant Physician Autism Service - Phone Service ............... 210
Subgroup 19. COVID-19 Dietetics, eating disorders service, at least 20 minutes Telehealth Services............. 211



Subgroup 20. COVID-19 Eating disorder psychological treatment services Telehealth Services..................... 212

Subgroup 21. COVID-19 Dietetics, eating disorders service, at least 20 minutes Phone Services ................... 214
Subgroup 22. COVID-19 Eating disorder psychological treatment services Phone Services..........cccccoocvvveennes 215
Subgroup 23. COVID-19 Follow up service provided by a practice nurse or Aboriginal and Torres Strait Islander
health practitioner i TelEhEalth SEIVICES ........coiiiiiiii e e e rmnne e e 217

Subgroup 24. COVID-19 Follow up service provided by a practice nurse or Aboriginal and Torres Strait Islander
health practitioner T PRONE SEIVICES ........occuiiiiiiiie ettt e e e e e e e e e e e st e e e ssatbreseeeeeeeeaannres
Subgroup 25. COVID-19 Allied health, group dietetics telehealth services

Subgroup 26. COVID-19 Allied health, group dietetics phone...............ccceenee

Group M19. COVID-19 Midwife Teleh@alth SEIVICES .........cciiiiiiiiiiiiiiceece e
Subgroup 1. Midwife telehealth atteNAANCES...........oiiiii et eeree e e e e e
Subgroup 2. Midwife telephone attendances ............oooocvieiieiiiieeeceee e

Group M25. COVID-19 Additional psychological therapy services

Group M26. COVID-19 Additional focussed psychological strategies (allied mental health) .................cccovvieeeee. 224
Subgroup 1. Additional focussed psychological strategies (eligible psychologist, attendance 20 to 50 minutes)
.......................................................................................................................................................................... 224
Subgroup 2. Additional focussed psychological strategies (eligible psychologist, attendance at least 50 minutes)
.......................................................................................................................................................................... 226
Subgroup 3. Additional focussed psychological strategies (eligible occupational therapist) ..............ccccvveeeee... 227
Subgroup 4. Additional focussed psychological strategies (eligible social worker)

Group M27. Initial Psychological Therapy SErVICES ........ccueieiiiiiiieiiiiiieeee et

Group M28. Initial Focussed Psychological Strategies (Allied Mental Health) ...........cccoooeiiiiieeciiece e

Group M29. Initial services 1 per provider per patient in a 12 month period (is included in the additional tally of 5)

............................................................................................................................................................................... 237
Subgroup 1. Initial services 1 per provider per patient in a 12 month period (is included in the additional tally of
) TP P PP TPPRTRTRON 237
Subgroup 2. Physical therapy items (included in the tally 0f 5) .......cccviiiiiiiiiiiiieer e 244
Subgroup 3. Subsequent services - maximum of 5 (including any initial services and physical therapy services)
.......................................................................................................................................................................... 247

Group M30. Initial services 1 per provider per patient in a 12 month period (is included in the additional tally of 5)

............................................................................................................................................................................... 256

Subgroup 1. Initial F2F - ABORIGINAL AND TORRES STRAIT ISLANDER HEALTH SERVICE provided to a
person who is of Aboriginal and Torres Strait Islander descent
Subgroup 2. Physical therapy items (included in the tally of 5)
Subgroup 3. Subsequent services - maximum of 5 (including any initial services)

Group M31. Group assessment items (1 assessment per calendar YEar) ..........cccvveeirrrieeirmesieeee e 274
Y0 oo | (o107 o 0 IO 1011 = | TP USP OO PPPPPPPRPT 274
Subgroup 2. Initial group treatment items (included in the tally of XX) ........uuiiiiiiiiii e 276
Subgroup 3. Physical therapy items (included in the tally of XX) ......ccuiiiiiiiiiieee e 277

Group M32. Flag Fall for Expansion of CDM and Mental Health Services in Residential Aged Care Facilities .....278

INDEX .ttt ettt etttk h et ke a Rt h R R e eA R e e e R et e R R £ ea b e AR e e ek Rt e a b et e b et e n et r e e e ne e e 279



GENERAL EXPLANATORY NOTES



GENERAL EXPLANATORY NOTES

GN.0.1 AskMBS Email Advice Service

AskMBS responds to enquiries from providers of serviistsd on the Medicare Benefits Schedule (MBS) seeking
advice on interpretation of MBS items (including those for dental, pathology and diagnostic imaging), explanatory
notes and associated legislation. This advice is intended primarily to assist hefaiéisipnals, practice managers

and others to understand and comply with MBS billing requirements. AskMBS works closely with policy areas

within the Department of Health, and with Services Australia, to ensure enquirers receive accurate, authoritative and
up-to-date information.

If you have a query relating exclusively to interpretation of the Schedule, you shoulciskhdBB S @health.gov.au

If you are seeking advice in relation to Medicare billing, clagnpayments or obtaining a provider number, please
contact Services Australia on the Provider Enquiry Lind®21 50.

AskMBS issues advisories summarising responses to frequently asked questions on specific subject areas.
AskMBS Email Advice Service

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

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

If the service attracts an anaesthetie word (Anaes.) appears following the description. Where an operation
qualifies for the payment of benefits for an assistant, the relevant items are identified by the inclusion of the word
(Assist.) in the item description. Medicare benefits are not payabsurgical assistance associated with procedures
which have not been so identified.

Higher rates of benefits are provided for consultations by a recognised consultant physician where the patient has
been referred by another medical practitioner oagproved 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

Explanatory ntes 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 hsspiteés 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 Insuranc®, Ast 197
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% & 8chedule fee, otherwise the benefits are
i. 100% of the Schedule fee for services provided by a general practitionertefamed, non
admitted patients;
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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 professionalems 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 whichgenerally 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 liged 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 accordarnwith 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 serdces.
professional service is a clinically relevant service which is listed in the MB8edical sevice 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 seFiseever, the amount specified 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 charg®ledicare 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-taenitted
consultation is prohibitedThis would constitute a false or misleading statement on behalf of the medical
practitioner andho Medicare 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 issuaig an account
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 section
128A or 128B of thédealth 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 theealth Insurance Act 1973

Providers should be aware that thepartment 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 paidjpropriately or incorrectly, the Department of Human
Services will take recovery action.

The Department of Human Services (DHS) has developézhth Practitioner Guideline for responding to a
reqguest to substantiate that a patient attended a sefiviese is also &lealth Practitioer Guideline for
substantiating that a specific treatment was performbdse guidelines are located on the DHS website.

GN.2.4 Provider eligibility for Medicare
To be eligible to provide medical service which will attract Medicare benefits, orvtalprservices for 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 dfigadth Insurance Act 197.3r

(c) be a temporary resident doctor with an exemption under section 19ABHé#ith Insurance Act 197and
working in accord with that exemption.

Any practitioner who does not satisfy the requirements outlined above may stiitpnaedicine 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: ltis an offence under Sectio®CC of theHealth Insurance Act 197® 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 serviceghich will attract Medicare benefits under MBS items 1698977 and MBS
items 8000688000 and 821082140 and 822082215, allied health professionals, dentists, and dental specialists,
participating midwives and participating nurse practitioners must be

(a) registered 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 Numbers

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, nrayagppty

to the Department of Human Services for a Medicare provider number for the locations where these
services/referrals/requests will be provid@the form may be downloaded fratme Department of Human Services
website.
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For Medicare purposes, an account/receipt issued by a practitioner must include the practitioner's aghngz and
the provider number for the location where the service was providise address where the services were
provided.

Medicare proider number information is released in accord with the secrecy provisionstéé#ith Insurance Act
1973(section 130) to authorized external organizations including private health insurers, the Department of
Veterans' Affairs and the Department of Hbalt

When a practitioner ceases to practice at a given location they must inform Medicare pré&ipihe to do so can
lead to the misdirection of Medicare cheques and Medicare information.

Practitioners at practices participating in the Practice IneenProgram (PIP) should 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

Where a locum tenens will bie a practice for more than two weelsin 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 berrehg there, they should 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 approved general 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 acas to Medicare benefits as a result of the issue of an exemption under section 19ABeatine
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 ie fractice Incentives Program; 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 traine d doctor

Ten year moratorium

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 attrace Medicar
benefits for 10 years 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 wh before 1 January 1997 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 compt®n would normally entitle 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 orwtittemditions. When applying for a
Medicare provider number, the OTD or OT must
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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 paperaga
ii.  acopy of their personal 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 ntract.

GN.2.8 Contact details for Services Australia
The dayto-day administration and payment of benefits under the Medicare arrangements is the responsibility of
Services Australia.

Changes to Provider Contact Details

It is important that you conta8ervices Australipromptly of any changes to your preferred contact detxisir
preferred mailing address is used to contact you about Medicare provider matéersquire requests for changes
to your preferred contact details to be made by the geovn writing to Services Australia at:

Medicare
GPO Box 9822
in your capital city

or

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

You may also be able to update some pravitiails through HPOBttp://www.servicesaustralia.gov.au/hpos

GN.3.9 Patient eligibility for Medicare

An "eligible person" is a person whaosides permanently in Australia. This includes New Zealand citizens and
holders of permanent residence visapplicants for permanent residence may also be eligible persons, depending
on circumstancesEligible persons must enrol with Medicare beforeytban receive Medicare 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 bel iksuadividuals or families.

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
Australia has Reciprocal Health Care Agreements with New Zealand, Ireland, the United Kingdom, the Netherlands,
Sweden, Finland, Norway, Italy, Malta, Belgium and Slovenia.
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Visitors from these countries are entitled to medically necessaryneaatvhile they are in Australia, 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 bengfitassporis 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.

- Visitors from Italy and 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 practitiofes MBS purposes a general practitioner is a medical
practitioner who is

(a) vocationally registered under section 3F ofHlealth Insurance Act973(see General ExplanatoNote
below); or

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

(c) a Fellow of the Australiandllege of Rural and Remote Medicine (FACRRM) who patrticipates in, and meets the
requirements for the ACRRM Quiality Assurance and Continuing Medical Education Program; or

(d) is undertaking an approved general practice placement in a training progethedothe 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 RE&M as being of an equivalent 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 apply to General Practice Education and Training Limited (GPET) for a general practitioner
trainee placementGPET will advise the Department of Human Services when a placement is appGeiestal
practitioner trainees need to apbr a provider number using the 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 FRACGFFACRRM. The criteria for 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 requirementstosé RACGP for taking part in continuing medical education and quality
assurance programs.

(b) certification by the General Practice Recognition Eligibility Committee (GPREC) that the practitioner

12



- is a Fellow of the RACGP; and
- practice is, or will bavithin 28, predominantly in general 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

- has met the minimum requirements of 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 5% of clinical time and services claimed 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 neadiskills and techniques, providing 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 dibility for recognition should be directed to:
QI&CPD Program Administrator, RACGP

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

Secretary, General Practice Recognition Eligibility Committee:
Email at 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 sthauyply to the Department of Human Services using the
approved Application Form available on the the Department of Human Services website:
www.humanservices.gov.alpplicants should forward their appligans, 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.gav.a
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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

email address: gprac@health.gov.au

The relevant body will fovard the application 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 genergiceréor medical 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 continuinmedical education 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 refusezkrtification 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 9848eCanACT, 2601.

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 als®revoked if the RACGP, 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 maddimyvto GPRAC, at the
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 toagister, or for a new determination.
GN.5.14 Recognition as a Specialist or Consultant Physician

A medical practitioner who:

- is registered as a specialist under State or Territory law; or
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- holds a fellowship of a specified specialist College and has obtained, after successfully completing an appropriate
courseof study, a relevant 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 speci@t College may also 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 spec@tilege and is undertaking 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 purposdsaltiiHasurance
Act 1973 Medicae benefits will be payable at the appropriate higher rate for services rendered in the relevant
speciality, provided the patient has been appropriately referred to them.

Further information about applying for recognition is available aDygartment of Human Services' Medicare
website

The Department of Human Servic€@HS) has developed athealth 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 wil be acting as an emergency medicine specialist when treating a patient within 30 mintikes of
patient's presentation, and that patient is

(a) at risk of serious morbidity or mortality requiring urgent assessment and resuscitation; or

(b) suffering from suspected 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 tefect; 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 suspectacutelge
threatened; or

(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 ehiethe accident and emergency departments or outpatient
departments of public hospitals.

GN.5.16 Conjoint Committee for recognising training in Micro Bypass Glaucoma Surgery (MBGS)

The Conjoint Committee comprises representatives from the AustralibBNew Zealand Glaucoma Society

(ANZGS) and the Royal Australian and New Zealand College of Ophthalmologists (RANZCO). For the purposes of
MBS item 42504, specialists performing this procedure must have certification and training recognised by the
ConjointCommittee for the Recognition of Training in MieBypass Glaucoma Surgery, and the Department of
Human Services notified of that recognition.
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GN.6.16 Referral Of Patients To Specialists Or Consultant Physicians
For certain services provided by speisial and consultant physicians, the Medicare benefit payable is dependent on
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 reqnadesfor pathology services or diagnostic
imaging servicednformation about the form of a diagnostic imaging request can be founoténIN.0.6of the
Diagnostic Imaging Services Table (Category 5) and information about the form of a pathology reqbestozind
in Note PN.2.1of the Pathology Services Table (Category 6).

What is a Referral?

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 patierfor the performance of a specific examination(s) or test(s).

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

0] the referring practitioner must have undertaken a professional attendance withiettieapeat

turnedtheir mind to the patient's need for referral and have communicated relevant information about the patient to
the specialist or consultant physician (this need not mean an attendance on the occasion of the referral);

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

(iii) the specialist or consultant physician to whom the patient is edfenust have received the instrument
of referral on or prior to the occasion of the professional service to which the referral relates.

The exceptions to the requirements in paragraph above are that

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

- apreanaesthesia consultation by a specialist anaesthetist (items 16629);
(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 referring practitioner's signature); or

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

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

Examination by Specialist Anaesthetists

A referral is not requiredn the case ofpre-anaesthesia consultation items 1787®25. However, for benefits to

be payable at the specialist rate for consultations, other theanpesthesia 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 @ Optometrists or Participating Midwives or Participating Nurse Practitioners
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For Medicare benefit purposes, a referral may be made to

0] a recognised specialist:

(a) by a registered dental practitioner, where the referral arises fromeh skmice; or
(b) by a registered optometrist where the specialist is an ophthalmologist; or

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

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

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

In any other circumsteces (i.e. a referral to a consultant physician by a dentist, other than an approved oral surgeon,
or an optometrist, or a referral by an optometrist to a specialist other than a specialist ophthalmoloagist} it is

valid referral. Any resulting consltant physician or specialist attendances will attract Medicare benefits at

unreferred rates.

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

Billing
Routine Referrals

In addition to providing the usual information required to be shown on accounts, receipts or assignment forms,
specialists and consultant physicians must provide the followirsgigl@inless 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 referal (when other than for 12 months) expressed in months, eg "3", "6" or "18" months, or
"indefinitely" should be shown.

Special Circumstances
() Lost, stolen or destroyed referrals.

If a referral has been made but the letter or note of referral hasdséestolen or destroyed, benefits will be

payable at the referred rate if the account, receipt or the assignment form shows the name of the referring medical
practitioner, the practice address or provider number of the referring practitioner (ifoéithese are known to the
consultant physician or specialist) and the words 'Lost refefirals provision only applies to the initial attendance.

For subsequent attendances to attract Medicare benefits at the referred rate a duplicate or replaeeafent le

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 'Emergencyrrafe This provision only applies to the initial attendanéer

subsequent attendances to attract Medicare benefits at the referred rate the specialist/consultant physician must
obtain a letter of referral.
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(iii) Hospital referrals.

Private PatientsWhere a referral is generated during an episode of hospital treatment for a service provided or
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 hdaf)' and the patient's hospital records show evidence of the referral
(including the referring practitioner's signature). However, in other instances where a medical practitioner within a
hospital is involved in referring a patient (e.g. to a speciatist consultant physician in private rooms) the normal
referral arrangements apply, including the 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 services to eligible persons in
accordance with the National Healthcare Agreement.

Bulk Billing

Bulk billing assignment forms should show the same information as dedbiteet. However, faster processing of
the claim will be facilitated where the provider number (rather than the practice address) of the referring practitioner
is shown.

Period for which Referral is Valid

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

Specialist Referrals

Where a referral originates from a specialist or a consultant physician, the referral isnvaliddnths, except
where the referred patient is an admitted pati&ot. admitted patients, the referral 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 willeipe ikformed of the patient's progress, a referral from

a specialist or a consultant physician must include the name of the patient's general practitioners and/or practice.
Where a patient is unable or unwilling to nominate a general practitioner ocpréms must be stated in the

referral.

Referrals by other Practitioners

Where the referral originates from a practitioner other than those lisgakeiialist Referralghe referral is valid

for a period of 12 months, unless the referring practitiomgicates that the referral is for a period more or less than
12 months (eg. 3, 6 or 18 months or valid indefinitely). Referrals for longer than 12 months should only be used
where the patient's clinical condition requires continuing care and manageraesgesfialist 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
manaement/treatment up to the stage where the patient is referred back to the care of the referring prdttitioner.
also includes any subsequent review of the patient's condition by the specialist or the consultant physician that may
be necessary. Such aviemwv 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 neaurse of treatment in which case a new referral would be required.

The receipt by a specialist or consultant physician of a new referral following the expiration of a previous referral
for the same condition(s) does not necessarily indicate the commemiceha new course of treatment involving
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the itemisation of an initial consultatiomn the continuing management/treatment situation the new referral is to
facilitate the payment of benefits at the specialist or the consultant physician referredthatethan the unreferred
rates.

However, where the referring practitioner:

(a) deems it necessary for the patient's condition to be reviewed; and

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

(c) the patient was last seen by the specialist or the consultant physician more than 9 months earlier

the attendance following the new referral initiates a new course of treatment for which Medicatenmenefbe
payable at the initial consultation rates.

Retention of Referral Letters

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

A specialistor a consultant physician is required to retain the instrument of referral (and a hospital is required to
retain the patient's hospital records which show evidence of a referralyéarsrom the date the service was
rendered.

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

produce to a medical practitioner who is an employee of the Department of Human Services, the instrument of
referral within seven days after the request is received. &\therreferral originates in an emergency situation or in

a hospital, the specialist or consultant physician 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 attendance is solely 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 rgpecialist medical practitioner acts as a logemens for a specialist or
consultant physician, or where a spéestacts as a locwtenens for a consultant physician, Medicare benefit is
only payable at the level appropriate for the particular lotemens, eg, general practitioner level for a general
practitioner locurtenens and specialist level for a referrediiserrendered by a specialist locum tenens.

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

Fresh referrals are not required for loctemens acting according to accepted medical practice 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 letamans if the principal has already performed an initial attendance in
respect of the particular instrument of referral.

Self Referral

Medical practitioners may refer themselves to consultant physicians atidlsts and Medicare benefits are
payable at referred rates.
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GN.7.17 Billing procedures
The Department of Human Services website contains information on Medicare billing and claiming djigass.
visit theDepartment of Human Servicegbsite for further information.

Bulk billing

Under theHealth Insurance Act 1973 bulk billing facility for professional services is available to all persons in
Australia who are eligible for a benefit under thedidare programlf a practitioner bulk bills for a service the
practitioner undertakes to accept the relevant Medicare benefit as full payment for the gatditienal 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 bulklked, an additional charge camly be raised against the patient by the practitioner where
the patient is provided with a vaccine or vaccines from the practitioner's own supply held on the practitioner's
premises.This exemption only applies to genepahctitioners and other nespecialist practitioners in association
with attendance iten®to 96 179 to 212733 to 789and5000 to 5267inclusive) and only relates to vaccines that
are not available to the patient free of charge through Commonwed&thterfunding arrangements or available
through the Pharmaceutical Benefits Scheffiee additional charge must only be to cover the supply of the
vaccine.

Where a practitioner provides a number of services (excluding operations) on the one occasian, thegse to

bulk bill some or all of those services and privately charge a fee for the other service (or services), in excess of the
Medicare rebate. The privately charged fee can only be charged in relation to said service (or services). Where two
or more operations are provided on the one occasion, all services must be either bulk billed or privately charged.

It should be noted that, where a service is not bulk billed, a practitioner may privately raise an additional charge
against a patient, such as fi consumableAn additional 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 Bernasample, where a
general practitioner provides a professioral/ie 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 profess ionals

The Professional Services Review (PSR) reviews and investigates service provision by health practitioners to
determine if they have engaged in inappropriate practice when rendering or initiating Medicare services, or when
prescribing or dispensinghder 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 unacceptable to the general body of the members of the
profession in which thpractitioner was practicing when they rendered or initiated the services under révigw.

also an offence under Section 82 for a person or officer of a body corporate to knowingly, recklessly or negligently
cause or permit a practitioner employed by 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 request the Director 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 conductedlhe Director is authorized to require that documents and information be provided.

Following a review, the Directanust:

decide to take no further action; or
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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 Committee.

A PSR Committee normally comprises three metlicgiialified 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 of clinical 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 require the person under review to attend and give eyidence
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 (Professioh&ervices Review) Regulations 199fcify 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 Xfhonth period, they are deemed to have practiced inappropriately.

A professional attendance means a service of a kind mentioned in group Al, A2, A5, A6, A7, A9, All, Al13, Al4,
Al5, 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 theit tpattern of service was as a result of exceptional
circumstances, the quantum of inappropriate practice is reduce accordinghptional circumstances include, but
are not limited to, those set out in tRegulations These include:

an unusual oaarence;

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 may use statistically valid methods to sample theatlamipractice 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' finding of inappropriate 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 opportunity to resporatching their
decision, a PSR Committeg riequired 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 patient records).

The practitioner under review is perteid 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 findings will be
reported to the Determining Authority to decidkat action should be taken:

(i) a reprimand;
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(ii) counselling;
(iii) repayment of Medicare benefits; and/or
(iv) complete or partial disqualification from Medicare benefit arrangements for up to three years.

Further information is available from the P8Rbsite- www.psr.gov.au

GN.8.19 Medicare Participation Review Committee
The Medicare Participation Review Committee determines what administrative action should be taken against a
practitioner who:

(a) has been saessfully 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 have engaged in inappropriate practice underféssiBral 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 that the practitioner
be disqualified from Medicare for a piatilar period or in relation to particular services for up to five years.

Medicare benefits are not payable in respect of services rendered by a practitioner who has been fully disqualified,
or partly disqualified in relation to relevant services undeiHbalth Insurance Act 197Fection 19B applies).

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

i. asignificant threat to a penss 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. a statement of concerns of noompliance by a practitioner with 'professional standards'.

GN.8.21 Comprehensive Management Fr amework for the MBS

The Government announced the Comprehensive Management Framework for the MBS inth2 BQdiget to

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

Advisory Committee (MSAC) Termsf 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 existing MBS itefAsocesses developed under pineviously 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 Services Advisory Committee (MSAC) advises the Ministehe 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 on the MBS, should be supported.

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

For more information on the MSAC refer to theielgite- www.msac.gov.aor email on
msac.secretariat@health.govanby phoning the MSAC secretariat on (02) 6289 7550.
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GN.8.23 Pathology Services Table Com mittee

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 for changes to the structure
and content of the Fatlogy Services Table (except new medical services and technologies) including the level of
fees.

GN.9.25 Penalties and Liabilities

Penalties of up to $10,000 or imprisonment for up to five years, or both, may be imposed on any person who makes
a statemet (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 benefiteddition, any practitioner who is found guilty of

such offences by a court shbé 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 $1,000 or imprisonment for ughoee months, or both, may be imposed on any person who
obtains a patient's signature on a digiling form without the obligatory details having been entered on the form
before the person signs, or who fails to cause a patient to be given a copyafhleted 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 listed in the MBS is that whidgsrded 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 technical difficulty encountered.

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 rounded to the nearest higher 5 cents.
However, in no circumstances will theeldicare 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 patient as part of an episode of hospital treatment (other
than publicpatients). Medical practitioners must indicate on their accounts if a medical service is
rendered in these circumstances by placing an asterisk *' or the letter 'H' directly after an item
number where used; or a description of the professional servi@nadndication the service was
rendered as an episode of hospital treatment (for example, 'in hospital’, ‘admitted’ or 'in patient’);

ii.  for professional services rendered as part of an episode of hesfitditute treatment, and the
patient who receives ¢ghtreatment chooses to receive a benefit from a private health insurer.
Medical practitioners must indicate on their accounts if a medical service is rendered in these
circumstances by placing the words 'hosgstathstitute treatment' directly after amit@umber
where used; or a description of the professional service, preceded by the words-bolsgiitite
treatment'.
b. 100% of the Schedule fee for noeferred attendances by general practitioners teasnitted patients
and services provided by a ptige nurse or Aboriginal and Torres Strait Islander health practitioner on
behalf of a general practitioner.
c. 85% of the Schedule fee, or the Schedule fee less $84.70 (indexed annually in November), whichever is the
greater, for all other professional siees.

Public hospital services are to be provided free of charge to eligible persons who choose to be treated as public
patients in accordance with the National Healthcare Agreement.

A medical service rendered to a patient on the day of admission toy of dizcharge from hospital, but prior to
admission or subsequent 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 asb(btisgithan patients

covered by paragraph (i) above) attract benefits at the 85% level.
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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 Mtdae attracted at the 75% level where the confinement takes
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 privalealth insurers can cover the "patient gap” (that is, the difference 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% Medmmefits 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 are reached. 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 Medicaresfiefor outof-hospital services is increased to 100% of the
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 fronryt 2@2lias $481.20. This
threshold applies to all Medicagdigible singles and families.

Extended Medicare Safety Net:

Under the extended Medicare safety net (EMSN), once an annual thresholabfrpouaket costs for oedf-hospital
Medicare servicesireached, Medicare will pay for 80% of any future-aipocket costs for owdf-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 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 2021, the threshold for singles and families that lao@bmmonwealth concession card, families that received
Family Tax Benefit Part (A) (FTB(A)) and families that qualify for notional FTB (A) is $697.00. The threshold for
all other singles and families in 2021 is $2,184.30.

The thresholds for both safetyta@re usually indexed on 1 January each year.

Individuals are automatically registered with Services Australia for the safety nets; however couples and families are
required to register in order to be recognised as a family for the purposes on thaetafdtymost cases, registered
families have their 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 https://www.servicesaustralia.gov.au/individuals/services/medicare/medfiegneets.

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 rebaté/Vhere there is an EMSN benefit cap in place for the item, the amount of the EMSN cap is
displayed in the item descriptor.

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 ith the safety nets, the EMSN benefit cap only applies tmbhbspital services.

Where the item has an EMSN benefit cap, the EMSN benefit is calculated as 80% ofdhpamket cost for the
service. If the calculated EMSN benefit is less than th&BNenefit cap; then calculated EMSN rebate is paid. If
the calculated EMSN benefit is greater than the EMSN benefit cap; the EMSN benefit cap is paid.
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For example: Item A has a Schedule fee of $100, theflbspital benefit is $85 (85% of the Schedigle). The
EMSN benefit cap is $30. Assuming that the patient has reached the EMSN threshold:

o If the fee charged by the doctor for Item A is $125, the standard Medicare rebate is $85, witbfgpookét cost
of $40. The EMSN benefit is calculated$t0 x 80% = $32. However, as the EMSN benefit cap is $30, only $30
will be paid.

o If the fee charged by the doctor for Item A is $110, the standard Medicare rebate is $85, witbfgpookét cost
of $25. The EMSN benefit is calculated as $25 x 80926 #s this is less than the EMSN benefit cap, the full $20
is paid.

GN.11.28 Services not listed in the MBS

Benefits are not generally payable for services not listed in the NHB®8ever, there are some procedural services
which are not specificallyidted because they are regarded as forming part of a consultation or else attract benefits
on an attendance basiBor example, intramuscular injections, aspiration needle biopsy, treatment of sebhorreic
keratoses and less than 10 solar keratoses byvatteathniques and closed reduction of the toe (other than the great
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

Section3C of theHealth Insurance Act973empowers the Minister to determine an item and Schedule fee (for the
purposes of the Medicare benefits arrangements) for a service not included in the health insurance Iegfistation.
provision may be used to facdie payment of benefits for new developed procedures or techniques 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 which attract 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, acting under the supervision of the medical practitioner.

The following medical services will attract benefits only if they have been personally performed by a medical
practitioner on not more than opatient on the one 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
170-172). The requirement of "personal performance" is met whethertargsential assistance is provided,
according to accepted medical practice:

(a) Category 1 (Professional Attendances) items exceptl¥20342346, 826880, 60296042, 60646075;

(b) Each of the following items in Group D1 (Miscellaneous Diagnosti¢012, 11015, 11018, 110211304,
11600, 1162711705, 11724, 117281729, 11730, 11731, 11921, 12000, 120083;

(c) All Group T1 (Miscellaneous Therapeutic) items (except 13020, 13025, 413205, 132123221, 13703,
13706, 137503760, 13950, 140504218 14221 and 14245);

(d) Item 15600 in Group T2 (Radiation Oncology);
(e) All Group T3 (Therapeutic Nuclear Medicine) items;
(f) All Group T4 (Obstetrics) items (except 16400 and 16514);

(g) All Group T6 (Anaesthetics) items;
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(h) All Group T7 (Regional oriEld Nerve Block) items;

(i) All Group T8 (Operations) items;

()) All Group T9 (Assistance at Operations) items;

(k) All Group T10 (Relative Value Guide for Anaesthetics) items.

For the group psychotherapy and family group therapy services covered bylt&l71, 172342, 344 and 346,
benefits are payable only if the services have been conducted personally by the medical practitioner.

Medicare benefits are not payable for these group items or any of the items listed(k) édojove when the senac

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 right of private practice, or is performing a medical service outside the
hospital. For exanple, 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 are only payable for items 12308322 (Bone Densitometry) when the service is perfdrine
a specialist or consultant physician in the practice of the specialist's or consultant physician's specialty where the
patient is referred by another medical practitioner.

GN.12.31 Services rendered on behalf of medical practitioners
Medical servicesn Categories 2 and 3 not included in GN.12.30 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 service is being claimed,;

(b) a person, othéhan 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 arrangements relating to Pathologysservice

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 responsibility for the service.
All practitioners should ensure they maintain adequate and contemporaneous rédbetisments of the service

must be performed in accordance with accepted medical practice.

Supervision from outside of Australia is not acceptable.

While the supervising medical praatiter need not be present for the entire service, they must have a direct
involvement in at least part of the servigdthough the supervision requirements will vary according to the service
in question, they will, as a general rule, be satisfied wiereniedical practitioner has:

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

Benefits are not payable for these services when a medical practitioner refemtspgatselemployed medical or
paramedical personnel, such as radiographers and audiologists, who either bill the patient or the practitioner
requesting the service.

GN.12.32 Medicare benefits and vaccinations

Where a medical practitioner administersiajection for immunisation purposes on the medical practioner's own
patient, Medicare benefits for that service would be payable on a consultation basis, that is, for the attendance at
which the injection is given. However, the cost of the vaccine ide= not attract a Medicare rebate. The Medicare
benefits arrangements cover only the professional component of the medical practitioner's service. There are some

26



circumstances where a Medicare benefit is not payable when a medical practitioner agnainistgaction for
immunisation purposésplease refer to example 3 below for further details.

Example 1

A patient presents to a GP to receive the influenza vaccination. The patient is not in the cohort of patients which is
covered for the influenza vaoe under the NIP.

After taking a short patient history, the GP administers the vaccine to the patient. The GP has met the requirements
of a level A consultation and claims item 3. The GP can bulk bill the patient for the cost of the MBS service and can
chage a separate amount for the cost of the vaccine, which is not covered under the NIP.

If a patient presented to a GP to receive a vaccine and to enquire about a medical condition, the GP may claim the
appropriate item (such as item 23).

Example 2

A patiert presents to a GP to receive the influenza vaccination. The patient is in the cohort of patients which is
covered for the influenza vaccine under the NIP.

After taking a short patient history, the GP administers the vaccine to the patient. The GPthas@agiirements
of a level A consultation and claims item 3. The GP can bulk bill the patient but does not need to charge a separate
amount for the cost of the vaccine, which is covered under the NIP.

If a patient presented to a GP to receive a vaccidg@aanquire about a medical condition, the GP may claim the
appropriate item (such as item 23).

Example 3

A GP is employed by a State or Territory community health centre to administer vaccines and provides no additional
medical services.

A Medicare benaeffis not payable as the GP is providing the service under an arrangement with the State or
Territory, which is prohibited under subsection 19(2) of the Health Insurance Act 1973. The service is also
prohibited on the basis that it is a mass immunisatieiciwis prohibited under subsection 19(4).

A mass immunisation is a program to inoculate people that is funded by the Commonwealth or State Government, or
through an international or private organisation.

GN.13.33 Services which do not attract Medicare be  nefits

Services not attracting benefits

(a) telephone consultations (with the exception of CO¥YMtelehealth services);

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

(c) group attendances (unless otherwisei§ige 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 about euthanasia will atieaetfits.

Medicare benefits are not payable where the medical expenses for the service

(a) are paid/payable to a public hospital;
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(b) are for a compensable injury or illness for which the patient's insurer or compensation agency has accepted
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 medical examination fowetpurposes 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 Minister otherwise drects
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 Commonwealth, Setgtany 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 retlad 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 benefitor professional services rendered in relation t
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 heawetal poisoning;

(b) the injection of human chorionic gonadotrophiriiia management of obesity;

(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 an organ of tmat kind; o
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 microwave (UHF radivave) 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-épepatite pain
managementannot 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 mentioned initem if the service is provided to a patient at the same time as, or
in connection with, an injection of blood or a blood product that is autologous.
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No MBS item applies ta service mentioned in the item if the service is provided to a patient at tadisaas, or
in connection with, the harvesting, storage, in vitro processing or injection dfaematopoietic stem cells.

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

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

(b) gamma knife surgery;

(c) intradiscal electro thermal arthroplasty;

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

(e) intro-articular viscosupplementation, for the treatment of osteoarthritis of the knee;

(f) low intensity ultrasound treatment, for the acceleration of bone fracture healing, usinggrdwathestimulator;
(9) lung volume reduction surgery, for advanced emphysema;

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

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

(j) selective internal radiatiomérapy 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 decompression therapy, for chrbaick pain;

(n) autologous chondrocyte implantation and matrtduced autologous chondrocyte implantation;
(o) vertebroplasty;

(p) extracorporeal magnetic innervation.

Health Screening Services

Unless the Minister otherwise directs Medicare benefitmar@ayable for health screening servicAshealth
screening service is defined as a medical examination or test that is not reasonably required for the management of
the medical condition of the patiertbervices covered by this proscription includetsitems 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 examiniins and tests to obtain 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 atabgatbrvices associated with
clinical ecology.
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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 practitiencourse of
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
accoding to patients individual circumstances (such as age, physical condition, past personal and family history).
For example, a cervical screenitggt in a person (see General Explanatory note 12.3 for more information), blood
lipid estimation where a pgon has a family history of lipid disordeiHowever, 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, RistlEwm 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, ifine with conditions determined by the relevant State or Territory health authority, (one examination or
collection per person per weekBenefits are not paid for pathology tests resulting from the examination or

collection;

(e) a medical examination farperson as a prerequisite of that person becoming eligible to foster a child or children;
() a medical examination being a requisite for Social Security benefits or allowances;

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

The National Policy for the National Cervical Screening Program (NCSP) is as follows:

(a) Cervical screening should be undertaken every five yeasyimptomatic persons, using a primary human
papillomavirus (HPV) test with partial genotyping and reflex liquid based cytology (LBC) triage;

(b) Persons who have ever been sexually active should commence cervical screening at 25 years of age;

(c) Per®ons aged 25 years or older and less than 70 years will receive invitations and reminders to participate in the
program;

(d) Persons will be invited to exit the program by having a HPV test between 70 years or older and less than 75
years of age and magase cervical screening if their test result is low risk;

(e) Persons 75 years of age or older who have either never had a cervical screening test or have not had one in the
previous five years, may request a cervical screening test and can be screened,;

(H  All persons, both HPV vaccinated and unvaccinated, are included in the program;

(g) Self collection of a sample for testing is available for persons who are aged 30 years and over and has never
participated in the NCSP; or is overdue for cervemkening by two years or longer.

Self collection must be facilitated and requested by a healthcare professional who also routinely offers
cervical screening services;

The self collection device and the HPV test, when used togethst,meet the requirements of the National
Pathology Accreditation Advisory Council (NPAAC) Requirements for Laboratories Reporting Tests for the NCSP;
and

(h) Persons with intermediate and higher risk screening test results should be followed updareecwith the
cervical screening pathway and the NCSP: Guidelines for the management of screen detected abnormalities,
screening women in specific populations and investigation of women with abnormal vaginal bleeding (2016
Guidelines)i endorsed by the Bal Australian College of General Practitioners, the Royal Australian and New
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Zealand College of Obstetricians and Gynaecologists, the Royal College of Pathologists of Australasia, the
Australian Society of Gynaecologic Oncologists and the AustraliantgdoieColposcopy and Cervical Pathology.

Note 1: As separate items exist for routine screening, screening in specific population and investigation of persons
with abnormal vaginal bleeding, treating practitioners are asked to clearly identify on thstfequon, if the sample

is collected as part of routine screening or for another purpose (see paragraph PP.16.11 of Pathology Services
Explanatory Notes in Category 6).

Note 2: Where reflex cytology is performed following the detection of HPV in routireesing, the HPV test and
the LBC test results must be issued as a combined report with the overall risk rating.

Note 3: See items 2501 to 2509, and 2600 to 2616 in Group A18 and A19 of Cdte@wnfessional Attendances
and the associated explanatontes for these items in Categdry Professional Attendances.

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

Medicare benefits are not paid for professional services rendered by a medical practiti@pentbants or partners
or a partner's dependants.

A 'dependant’ person is a spouse or a chiloe following provides definitions of these dependant persons:
(a) a spouse, in relation to a dependant person means:

a. a person who is legally married &md 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 relation to a dependant person means:

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

(i) is receiving full time education at a school, college or uniwersitd

(iii) is not being paid a disability support pension under the Social Security Act 1991; and

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

GN.14.34 Principles of interpretation of the MBS

Each professionaervice listed in the MBS is a complete medical servitiere a listed service is also a

component of a more comprehensive service covered by another item, the benefit for the latter service will cover the
former.

Where a service is rendered partlydne medical practitioner and partly by another, only the one amount of benefit

is payable. For example, where a radiographic examination is started by one medical practitioner and finalised by
another.

GN.14.35 Services attracting benefits on an attendan  ce 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 attendance basis.
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GN.14.36 Consultation and procedures rendered at the one attendance

Where, during a single attdance, a consultation (under Category 1 of the MBS) and another medical service (under
any other Category of the Schedule) occur, benefits are payable subject to certain exceptions, for both the
consultation and the other servidgenefits are not payabfer the consultation in addition to an item rendered on

the same occasion where the item is qualified by words such as "each attendance", "attendance at which", "including
associated attendances/consultations”, and all items in Group T6 and T9. Iretbérealsotherapy treatment

(Group T2 of Category 3) benefits are payable for both the radiotherapy and an initial referred consultation.

Where the level 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 may only be charged if a consultation occurs; that is, it is not expected that consultation fee will
be chargd on every occasion a procedure is performed.

GN.14.37 Aggregate items

The MBS includes a number of items which apply only in conjunction with another specified service listed in the
MBS. These items provide for the application of a fixed loading ciofato the fee and benefit for the service with
which they are rendered.

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

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

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

Note: 'Practitioner' is defined in Section 81 of tHealth Insurance Act 1978nd includes: medical practitioners,
dentists, optometrists, chiropractors, physiotherapists, podiatrists and osteopaths.

Since 1 Novembel999 PSR Committees determining issues of inappropriate practice have been obliged to consider
if the practitioner kept adequate and contemporaneous redoid. be up to the peer judgement of the PSR
Committee to decide if a practitioner's record=etthe prescribed standards.

The standards which determine if a record is adequate and contemporaneous are prescribedlih finsurance
(Professional 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 the service was
rendered or initiated; and

each entry needs to provide clinical information adequate to expliype of service rendered or initiated; and

each entry needs to be sufficiently comprehensible that another practitioner, relying on the record, can effectively
undertake the patient's ongoing care.
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To becontemporaneousthe patient or clinical recdrshould be completed at the time that the service was rendered
or initiated or as soon as practicable afterwaRlscords for hospital patients are usually kept by the hospital and
the practitioner could rely on these records to documepiiient care.

The Department of Human Services (DHS) has developétkalth Practitioner Guideline to substantiate that a
specific treatment was perfoedwhich is located on the DHS website.
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http://www.medicareaustralia.gov.au/provider/business/audits/files/8062-08-11-specific-treatment.pdf
http://www.medicareaustralia.gov.au/provider/business/audits/files/8062-08-11-specific-treatment.pdf

CATEGORY 8: MISCELLANEOUS SERVICES
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SUMMARY OF CHANGES FROM 01/03/2021

The 01/03/2021 changes to the MBS are summarised below and are identified in the Schedule pages by one or more of the
following words apparing above the item number:

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

There are no changes to this Category for 01/03/2021
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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 set out in paragraphs (a) to (d) of item 10990 have been
met.

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

1 Item 10991 can only be used where the service is provided at, or from, a practice location that is in a
regional, rural or remote area (MMM 2 to 7 areas under the Modified Mdviadhl classification
system). A locator map that can be used to identify a medical practice's MMM classification is available at
the DoctorConnect website at http://www.doctorconnect.gov.au/internet/otd/publishing.nsf/Content/locator.

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

Where a medical practitioner has a practice location in both an eligible and ineligible area, item 10991 can only be
claimed in respect of those services provided at, or,ftbeneligible 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 6499919ro849
pathology services (item 74990 or 74991).

Item 10990 or item 10991 can be claimed for each item of service claimable under the MBS (other than diagnostic
imaging services and pathology services), provided the conditions of the relevant itempd 09991, are

satisfied. For example, item 10990 or 10991 can be claimed in conjunction with attendance items, procedural items
(other than diagnostic imaging or pathology items) or services provided by a practice nurse on behalf of a medical
practitioner(items 10983, 10984, 10987 and 1099l some cases, this will mean that item 10990 or 10991 can be
claimed more than once in respect of a patient visit.

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

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

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

Commonwealth concession card holder means a person listed on a Pensioner Concession Card, Health Care Card or
Commonwealth Seniors Health Card issued by either Centrelink or the Department of Vetiéaamss'@old or

White Cards issued by the Department of Veterans' Affairs do not attract the additional bulk billing payment.

However, if a Gold or White Card holder also holds a recognised Commonwealth concession card and chooses to be
treated under thBledicare arrangements, then that patient is an eligible concession card holder.

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

The Department of Health will undertake regular post payment auditing to ensure that the additional bulk billing
payment is being claimed correctly.

MN.1.2 After -hours services provided in  areas eligible for the higher bulk 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:
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1 Item 10992 must be claimed in conjunction with one of the items58#5,591, 594, 599, 600, 761, 763,
766, 769, 772, 776, 788, 789, 5003, 5010, 5023, 5028, 5043, 5049, 5063, 5067, 5220, 5223, 5227, 5228,
5260, 5263 5265, or 526Mhese items are for services provided alffteurs outside of consulting rooms or
hospital.

1 Item 10992 can only be used where the service is provided in one of the designated areas 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 orfeélese areas.

1 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 Statistical Subdivision (SSD) or
Statistical Local Areas (SLAJdted in item 10992SSDs and SLAs are specified in the Australian
Standard Geographical Classification (ASGC) 208docator map that can be used to identify a specific
|l ocationds RRMA and ASGC classification is availabl
http://www.doctorconnect.gov.au/internet/otd/publishing.nsf/Content/locator.

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

Item 10992 cannot be claimed in conjunotieith item 10990 or 10991.

Where a Medicare benefit is not payable for a particular service the payment for item 10992 will not be paid for that
service.

All GPs, whether vocationally recognised or not, are eligible to claim the additional bulk billingepa

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

White Cards issued by the Dapment of Veterans' Affairs do not attract the additional bulk billing payment.

However, if a Gold or White Card holder also holds a recognised Commonwealth concession card and chooses to be
treated under the Medicare arrangements, then that patiengligidle concession card holder.

Unreferred service means a medical service provided to a patient by, or on behalf of, a medical practitioner, being a
service that has not been referred to that practitioner by another medical practitioner or pensefemwith rights.

The Department of Health will undertake regular post payment auditing to ensure that the additional bulk billing
payment is being claimed correctly.

MN.3.1 Individual Allied Health Services (Items 10950 to 10970) for Chronic Disease Mana gement -
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 GP or medical prastiigertain
Chronic Disease Management (CDM) Medicare items or are enrolled in a Health Care Hanadlied health

services must be recommended in the patient's plan as part of the management of their chronic condition.

Chronic medical conditions ard complex care needs

A chronic medical condition is one that has been or is likely to be present for at least six months, e.g. asthma,
cancer, cardiovascular iliness, diabetes mellitus, musculoskeletal conditions.and Atpakient is considered to
hawe complex care needs if they require ongoing care from a multidisciplinary team consisting of their GP or
medical practitioner and at least two other health or care providers.
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Prerequisite CDM services
Patients must have received the following MBS CDM isexs/

- GP Management PlarMBS GP item 721 or medical practitioner item 229 (or GP review item 732 or medical
practitioner review item 233 for a review of a GPMP); and

- Team Care Arrangememnt$/BS GP item 723 or medical practitioner item 230 (or GRergvtems 732 or
medical practitioner review item 233 for a review of TCAS)

Alternatively, for patients who are permanent residents of an aged care facility, their GP or medical practitioner
must have contributed to, or contributed to a review of, a nmdfflinary care plan prepared for them by the aged
care facility (MBS GP item 731 or medical practitioner item 232).

Alternatively, for patients who are enrolled with a Health Care Home, a shared care plan must have been prepared
by the medical practitiar who is leading the patient's care.

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 providing the service may be a member of the @@Asdnvened by the GP or

medical practitioner to manage a patient's chronic condition and complex care iHeeaser, the service may

also be provided by an allied health professional who is not a member of the TCAs team, provided that the service
has leen identified as necessary by the patient's GP or medical practitioner 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 GP items 721 or 723 or medical
practitioner items 229 or 230 or a Health Care Home shared care plan in place to be eligible for the group services.

MN.3.2 Individual Allied Health Services (I tems 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
or medical practitioner using a referral fothat 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 department is availablevaiv.health.gov.altmbsprimarycareitem&lick on the link for
allied health individual services).

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

GPs and medical practitioners may use aferral form to refer patients for single or multiple services of the same
service type (e.g. five chiropractic serviceHE)referring a patient for single or multiple services of different service
types (e.g.two dietetic services and three podiatrygees), 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 or medical practitioner has previously provided it diyetlithe allied health professional.

It is required that allied health professionals retain the referral for@yearsrom the date the service was
rendered (for the Department of Human Services auditing purposes).
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A copy of the referral form is notgeired 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 to the Department of Health.
Health Care Home shared care plan

A Health Care Home shared care plan means a written plan that is prepared for a patient enrolled at a Health Care
Home trial site; is prepared by a medical practitioner (including a general practitioner but not inalapgetalist

or consultant physician) who is leading the patient's care at the Health Care Home trial site; and iaclodédme

of the patient's agreed current and kiegn goals; the person or people responsible for each activity; arrangements
to review the plan by a day mentioned in the plan; and if authorised by the patient, arrangements for the transfer of
information between the medical practitioner and other health care providers supporting patient care about the
patient's condition or conditis and treatment. A Health Care Home Shared care plan must be kept for 2 years after
the date it was created.

Referral validity

Medicare benefits are available for up to five allied health services per patient per calend#herara patient
receives rore than the limit of five services 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.

If a patient has not used all of thallied health services under a referral in a calendar yeatr, 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 parttu total of five services for which 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 or Health Carenidashared care plan, they will need to obtain a new referral

from their GP or medical practitioneGPs and medical practitioners may choose to use this visit to undertake a
review of the patient's CDM plan/s or, where appropriate, to manage the prsiogsa GP/medical practitioner
consultation item.

It is not necessary to have a new CDM plan/s prepared each calendar year in order to access a new referral/s for
eligible allied health serviced?atients continue to be eligible for rebates for alliedthesrvices while they are

being managed under the prerequisite CDM items or Health Care Home shared care plan as long as the need for
eligible services continues to be recommended in their pliwvever, regular reviews using MBS GP item 732 or
medicalpractitioner item 233 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
The following allied health professionals are eligibd 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 are registered with the Department of Human Services.
1 Aboriginal and Torres Strait Islander health practitioners
9 Aboriginal health workers
1 Audiologists

9 Chiropractors

9 Diabetes educators
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9 Dietitians

1 Exercise physiologists

1 Mental health workers

9 Occupational therapists

9 Osteopaths

1 Physiotherapists

1 Podiatrists

9 Psychobgists

1 Speech pathologists
Number of services per year

Medicare benefits are available for up to five allied health services per eligible patient, per calendBng/dae
allied health services can be made up of one type of service (e.g. five pbsegigtervices) 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 patient and exemptions to this are not possible.

Checking patient eligibility for all ied health services

Patients seeking Medicare rebates for allied health services will need to have a valid referrHlitfeera.is any

doubt about a patient's eligibility, the Department of Human Services will be able to confirm the number of allied
health services already claimed by the patient during the calendarearllied health professional or the patient
can call the Department of Human Services to check this information (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 of at least 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 Practitioner

Where an allied health professional provides a single service to the patient under a referral, they must provide a
written report back to the referring @GP medical practitioner after each service.

Where an allied health professional provides multiple services to the same patient under the one referral, they must
provide a written report back to the referring GP or medical practitioner after the firgtshisérvice only, or more
often if clinically necessaryWritten reports should include:

1 any investigations, tests, and/or assessments carried out on the patient;

1 any treatment provided; and

1 future management of the patient's condition or problem.

The rert to the Practitioner must be kept for 2 years from the date of service.

Out-of-pocket expenses and Medicare Safety Net
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Allied health professionals can determine their own fees for the professional s€kexges in excess of the
Medicare benefit arthe responsibility of the patientHowever, 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 arrangementsnat apply to costs incurred by the patient for such services.

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 hospitdbwewer, 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 health clinic, items 10950 to 10970 can be claimed for services providigibby &lied health

professionals salaried by, or contracted to, the service or health dilhimquirements of the relevant item must be

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

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 Medicare or their private health insurancararoiller 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.3.4 Individual Allied Health Services - (Items 10950 to 10970) for Chronic Disease Manageme nt

- 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.eligible to register witlhe
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 with the Aboriginal andéko

Strait Islander Health Practice Board of Australboriginal and Torres Strait Islander health practitioners may use
any of the titles authorised by the Aboriginal and Torres Strait Islander Health Practice Board: Aboriginal health
practitioners; Adoriginal 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 Certificate Ill in Aborighal 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 or higher qualificatian) by
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 organisation in their Stagitory 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 Health Practice BoardatiBAustr

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 MemBadiologist' or 'Fellow Audiologist' of
the Australian Collegef 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 Australia.
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Dietitians mug 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).

Mental health workers

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

- psychologists;

- mental health nurses;

- occupatiorl therapists;

- social workers;

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

Psychologists, occupational therapists, Aboriginal and Torres Strait Islander health prasttimhéboriginal
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 were registeirethe 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 workersmust be a 'Mmber' 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 force on 8 Noxe2i8.

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 Australia.

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.

Speech athologistsmust 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, do ntat reedgjister to provide
services under this initiativeAllied health professionals registering with the Department of Human Services for the
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first time only need to fill in one application form which will give them rights to provide services unsler thi
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 Departmentrofiri$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 Servi  ces by Clinical Psychologists - (Items 80000 TO
80021)
OVERVIEW

The Better Access to Psychiatrists, Psychologists and General Practitioners through the Medicare Benefits Schedule
initiative commenced on 1 November 2008nder the Better Access initiatiBS items provide Medicare
benefits for the following allied mental health services:

1 psychological therapy (items 80000 to 8002fjovided by eligible clinical psychologists; and
1 focussed psychological strategieallied mental health (items 80100 tol180)- provided by eligible
psychologists, occupational therapists and social workers.

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

There are eight MBS items for the provision of psychologlualapy services to eligible patients by a clinical
psychologist, including five items for fate-face consultations and three items for video conference consultations.
Clinical psychologists must meet the provider eligibility requirements set out batblearegistered with the
Department of Human Services.

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

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

1 a referral has been made by a GP or medical practitioner who is managing the patient under a GP Mental
Health Treatment Plan (GP items 2700, 2701, 2715, 2717 or medical practigoneRif2, 276, 281,

282);

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

1 a referral has been made by a psychiatrist or paediatrician from an eligible psychiatric or paediatric service
(see Referral Requirements for further details regarding psychiatrist and paediatrician referrals); or
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1 a referral has been made by a medicatfptioner (including a general practitioner, but not a specialist or
consultant physician) under a Health Care Home shared care plan.

Health Care Home shared care plan

A Health Care Home shared care plan means a written plan that is prepared fortaepedied at a Health Care

Home trial site; is prepared by a medical practitioner (including a general practitioner but not including a specialist
or consultant physician) who is leading the patient's care at the Health Care Home trial site; and iaclodéine

of the patient's agreed current and kiegn goals; the person or people responsible for each activity; arrangements
to review the plan by a day mentioned in the plan; and if authorised by the patient, arrangements for the transfer of
information between the medical practitioner and other health care providers supporting patient care about the
patient's condition or conditions and treatment.

Number of services per year

Medicare rebates are available for up to 10 individual allied mentahteslices in a calendar yedrhe 10

services may consist of: GP/medical practitioner focussed psychological strategies services (GP items 2721 to 2727
or medical practitioner items 283 to 287); and/or psychological therapy services (items 80000 Jp8Uab

focussed psychological strategiedlied mental health services (items 80100 to 80115; 80125 to 80140; 80150 to
80165).

Referrals should be provided, as required, for an initial course of treatment (a maximum of six services but may be
less depnding on the referral and patient need) to a maximum of 10 services per calendar year. For 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 reffral).

Patients will also be eligible to claim up to 10 separate services within a calendar year for group therapy services
involving 6-10 patients to which items 80020 (psychological theraginical psychologist), 80021 (psychological
therapy by vide@onference clinical psychologist), 80120 (focussed psychological strategisgchologist),

80121 (focussed psychological strategies by video confergrgyehologist), 80145 (focussed psychological
strategies occupational therapist) , 80146 (focedgpsychological strategies by video confererecupational
therapist), 80170 (focussed psychological strategisscial worker) and 80171 (focussed psychological strategies
by video conferencesocial worker) apply.These group services are separfadm the individual services and do

not count towards the 10 individual services per calendar year maximum associated with those items.

In the instance where a patient has received the 10 psychological therapy services (items 80000 to 80021), focussed
psychological servicesallied mental health services (items 80100 to 80171) or GP/medical practitioner focussed
psychological strategies services (GP items 2721 to 2727 or medical practitioner items 283 to 287) available under
the Better Access to Psychiats, Psychologists and General Practitioners through the Medicare Benefits Schedule
initiative per calendar year and is considered to clinically benefit from some additional services, the patient may be
eligible for Primary Health Networks (PHNs) fundesiyphological therapies if they meet relevant eligibility criteria

for the PHN commissioned services. It is recommended that providers refer to their PHN for further guidance.

Service length and type

Services provided by eligible clinical psychologists urttiese items must be within the specified time period
within the item descriptorThe clinical psychologist must personally attend the patientttatace, or by video
conference for items 80001, 80011, 80021, 80101, 80111, 80121, 80126, 80136, 8054688161 and 80171.

It is expected 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 psyche@ducation, it is recommeed that cognitivdehaviour therapy be provide¢iowever, other
evidencebased therapies b such as interpersonal therapy b

Course of treatment and reporting back to the referring medical practitioner
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Patiens are eligible to receive up to 10 individual services and up to 10 group sessions in a calendar year.

Within this maximum service allocation, the clinical psychologist can provide one or more courses of treatment.
the purposes of these services, arse 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 consider a report
from the clinical psychologist on the services provittethe 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 GP or medical practitioner, which includes information on:

1 assessments carriedtan the patient;
1 treatment provided; and
1 recommendations on future management of the patient's disorder.

A written report must also be provided to the referring GP or medical practitioner at the completion of any
subsequent course(s) of treatment prodittethe 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 provided oubf-hospital, any oubf-pocket costs will count towardke 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.

Eligible patients

Items 80000 to 80021 (inclusive) apply to people with an assessethl disorder and where the patient is referred

by a GP or medical practitioner who is managing the patient under a GP Mental Health Treatment Plan (GP items
2700, 2701, 2715, 2717 or medical practitioner items 272, 276, 281, 282), under a HealthrGaushbd@d care

plan, under a referred psychiatrist assessment 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 infore&uddidthlealth
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 are noegarded 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, medical
practitioner, psychiatrist or paediatriciali.there 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; shared care plan and/or a
psychiatrist assessment and management plan is in place and claimedijgiblarpsychiatric or paediatric service

has been claimed, as well as the number of allied mental health services already claimed by the patient during the
calendar year.

Clinical psychologists can call the Department of Human Services on 132 150 tdhikécformation, 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 beamuotd, 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 providedpatigmt.

Publicly funded services

Psychological therapy items 80000 to 80021 do not apply for services that are provided by any other
Commonwealth or State funded services or provided to an admitted patient of a hbkpitaler, where an
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exemption undr subsection 19(2) of thi¢ealth Insurance Act 1973%as been granted to an Aboriginal Community
Controlled Health Service or state/territory clinic, the items apply for services that are provided by eligible clinical
psychologists salaried by, or contedtto, the service as long as all requirements of the items are met, including
registration with the Department of Human ServicEkese 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
servies.

MN.6.3 Referral Requirements (GPs, Medical Practitioners, Psychiatrists or Paediatricians to
Clinical Psychologists for Psychological Therapy)
Referrals

Patients must be referred for psychological therapy services by a GP or medical practition@rgribagmatient

under a GP Mental Health Treatment Plan (GP items 2700, 2701, 2715, 2717 or medical practitioner items 272, 276,
281, 282), or a referred psychiatrist assessment and management plan (item 291); on referral from a psychiatrist or a
paediatrtian; or a Health Care Home shared care plan.

Referrals from psychiatrists and paediatricians must be made from eligible Medicare sétoicgzecialist

psychiatrists and paediatricians these services include any of the specialist attendance iteroagt04a9.For
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 services are consultant physician
attendace items 110 through 133.

Referring practitioners are not required to use a specific form to refer patients for these séhéceserral may
be a letter or note to an eligible clinical psychologist signed and dated by the referring practitioner.

Theclinical 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 24 months from the date the service was rendered
(for the Department of Huma®ervices auditing purposes).

Health Care Home shared care plan

A Health Care Home shared care plan means a written plan that is prepared for a patient enrolled at a Health Care
Home trial site; is prepared by a medical practitioner (including a genecaitipreer but not including a specialist

or consultant physician) who is leading the patient's care at the Health Care Home trial site; and ianlodésie

of the patient's agreed current and leegn goals; the person or people responsible for aetivity; arrangements

to review the plan by a day mentioned in the plan; and if authorised by the patient, arrangements for the transfer of
information between the medical practitioner and other health care providers supporting patient care about the
patent's condition or conditions and treatment.

The Health Care Home shared care plan should also include a record of the patient's agreement to mental health
services; an outline of assessment of the patient's mental disorder, including the mentairineakkidn and

diagnosis or provisional diagnosis; and if appropriate, a plan for one or more of crisis intervention and relapse
prevention.

Referral validity

Medicare benefits are available for up to 10 individual and/or 10 group psychological thexégsssand/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 the patient'&alineed) to a maximum of 10 services per calendar yearthe
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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 naised all of their psychological 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 fromahdary in the following year under that referral will count as part of the total

of 10 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 federrihg

practitioner if they are eligible for further service&lhere the patient's care is being managed by a GP or medical
practitioner, the GP/medical practitioner may choose to use this visit to undertake a review of the patient's GP

Mental HealthTreatment Plan, Health Care Home shared care plan, and/or psychiatrist assessment and management
plan.

It is not necessary to have a new GP Mental Health Treatment Plan, Health Care Home shared care plan, and/or
psychiatrist assessment and managementguipared each calendar year in order to access a new referral(s) for
eligible psychological therapy services and/or focussed psychological strategies sétatrss continue to be

eligible for rebates for psychological therapy services and/or focpssetiological strategies services while they

are being managed under a GP Mental Health Treatment Plan, Health Care Home shared care plan, and/or a
psychiatrist assessment and management plan as long as the need for eligible services continues togvelegcom

in their plan.

MN.6.4 Clinical Psychologist 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 regtration in the health profession of psychology 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, person was also 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 profession of psychology under the applicable law in force in the
state or territoy in which the service is provided; and
b. on 31 October 201%vas 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 AuwstrRisychological Society; or
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 Departmesitiofan Services.
Registering with the Department of Human Services

Advice about registering with the Department of Human Services to provide psychological therapy services using
items 8000680021 inclusive is available from the Department of Human Serpioegder inquiry line on 132 150.

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 information is also available for providers from the Department of Human Services provider
inquiry line on 132 150.
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MN.6.5 Telehealth Psychological Therapy Services

These notes provide information on the telehealth psychological thetBfyideo consultation items by clinical
psychologists. A video consultation involves a single clinical psychologist attending a patient, or a group of 6 to 10
patients.

MBS item numbers 80001 and 80011 provide for attendance via videoconferencingrtgad jgdiychologist to an
individual patient. MBS item number 80021 provide for attendance via videoconferebgiagclinical
psychologist to a group of 6 to 10 patients. The items are-aland items and do not have a derived fee.

These therapies ariene limited, being deliverable in up to 10 planned sessions in a calendar year (including
services to which items 80001, 80011, 80101, 80111, 80126, 80136, 80151 and 80161 apply).

Patients will also be eligible to claim up to 10 separate services witlsiteadar year for group therapy services
involving 6-10 patients to which items 80021 (psychological therapy via video conférefiogcal psychologist),

80121 (focussed psychological strategies via video confeiepsgchologist), 80146 (focussed psgtdyical

strategies via video conferenc®ccupational therapist) and 80171 (focussed psychological strategies via video
conferencé social worker) apply. These group services are separate from the individual services and do not count
towards the 10 indidual services per calendar year maximum associated with those items.

Clinical indications

The clinical psychologist must be satisfied that it is clinically appropriate to provide a video consultation to a
patient, or a group of 6 to 10 patients.

Restrictions

The MBS telehealth attendance items are not payable for services to an admitted hospital patient (this includes
hospital in the home patients). Benefits are not payable for telephone or email consultations. In order to fulfil the
item descriptor thermust be a visual and audio link between the patient and the remote clinical psychologist. If the
remote clinical psychologist is unable to establish both a video and audio link with the patient, a MBS rebate for a
telehealth attendance is not payable.

Billing Requirements

All video consultations provided by clinical psychologists must be separately billed. That is, only the relevant
telehealth MBS consultation item is to be itemised on the account/bill/'voucher. Any other service/item billed should
be itemsed on a separate account/bill/voucher. This will ensure the claim is accurately assessed as being a video
consultation and paid accordingly.

Clinical psychologists should not use the notation Ot el
overcome administrative difficulties to obtaining a patient signature forllled claims (for further information
see mbsonline.gov.au/telehealth).

Eligible Geographical Areas

Geographic eligibility for psychological telehealth services funded undeiciied(in Groups M6 and M7) is

determined according to the Modified Monash Model (MMM) classifications. Telehealth Eligible Areas are those

areas that are within MMM classifications 4 to 7. Patients and providers are able to check their eligibilityeusing t

Modi fi ed Monash Model |l ocator on the Department of Heal
(http://www.health.gov.au/internet/otd/publishing.nsf/Content/MMM _locator).

There is a requirement for the patient and clinical psychologist to be located a minimum of 15 kilomettissizgpa

time of the consultation. Minimum distance between clinical psychologist and patient video consultations are
measured by the most direct (ie least distance) route by road. The patient or the clinical psychologist is not permitted
to travel to ararea outside the minimum 15 kilometres distance in order to claim a video consultation.

Record Keeping
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Participating telehealth clinical psychologists must keep contemporaneous notes of the consultation including
documenting that the service was perforrbgdiideo conference, the date, time and the people who participated.

Only clinical details recorded 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 inatstig.

Extended Medicare Safety Net (EMSN)

All telehealth consultations (with the exception of the participating optometrist telehealth items) are subject to
EMSN caps. The EMSN caps for telehealth consultation items in Groups M6 and M7 are equal tf 8&0%
schedule fee (to a maximum of $500).

Aftercare Rule

Video consultations are subject to the same aftercare rules as clinical psychologists providimdpizee
consultations.

Multiple attendances on the same day

In some situations a patient mayeae a consultation via video conference and a-fadace consultation by the
same or different clinical psychologist 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
clinical psg/chologist, provided the second (and any following) video consultations are not a continuation of the
initial or earlier video consultations. Clinical psychologists will need to provide the times of each consultation on the
pati ent 6s @ilirgwauchér. or bul k

Referrals
The referral procedure for a video consultation is the same as for conventioraHace consultations.
Technical requirements

In order to fulfil the item descriptor there must be a visual and audio link between the patientranaebtieeclinical
psychologist. If the remote clinical psychologist is unable to establish both a video and audio link with the patient, a
MBS rebate for a telehealth attendance is not payable.

Individual clinicians must be confident that the technologyseble to satisfy the item descriptor and that
software and hardware used to deliver a videoconference meets the applicable laws for security and privacy.

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

The Better Access to Psychiatrists, Psychologists and General Practitioners through the Medicare Benefits Schedule
initiative commenced on 1 November 2006. Under the Better Access initiative MBS items provide Medicare
benefits fo the following allied mental health services:

1 psychological therapy (items 80000 to 8002fjovided by eligible clinical psychologists; and
1 focussed psychological strategieallied mental health (items 80100 to 8017 pyovided by eligible
psychologsts, occupational therapists and social workers.

FOCUSSED PSYCHOLOGICAL STRATEGIES i ALLIED MENTAL HEALTH SERVICES
ATTRACTING MEDICARE REBATES

Eligible focussed psychological strategies services

49



There are 24 MBS items for the provision of focussed psydiral strategies (FPShllied mental health services
to eligible patients by allied health professionals:

1 80100, 80105, 80110, 80115 and 80120 for provision of FPS services by a psychologist;

1 80101, 80111 and 80121 for provision of video conferencedeRfces by a psychologist;

1 80125, 80130, 80135, 80140 and 80145 for provision of FPS services by an occupational therapist;

1 80126, 80136 and 80146 for provision of video conference FPS services by an occupational therapist;
1 80150, 80155, 80160, 80165 aB@170 for provision of FPS services by a social worker; and

1 80151, 80161 and 80171 for provision of video conference FPS services by a social worker.

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

In these notes, O6GP®d means a medical practitioner, incl
consultant physician.

Referrals and Referral Validity

Services provided under the focussegcpslogical strategies allied mental health items will not attract a
Medicare rebate unless:

1 a referral has been made by a GP or medical practitioner who is managing the patient under a GP Mental
Health Treatment Plan (GP items 2700, 2701, 2715, 27&dical practitioner items 272, 276, 281,

282);

1 a referral has been made by a medical practitioner (including a general practitioner, but not a specialist or
consultant physician) under a shared care plan;

1 a referral has been made by a medical practitiineluding a general practitioner, but not a specialist or
consultant 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 frorigéohegbsychiatric or paediatric service
(see Referral Requirements for further details regarding psychiatrist and paediatrician referrals).

Number of services per year

Medicare rebates are available for up to 10 individual allied mental health servécesl@ndar year. The 10

services may consist of: GP or medical practitioner focussed psychological strategies services (GP items 2721 to
2727 or medical practitioner items 283 to 287); and/or psychological therapy services (items 80000 to 80015);
and/or bcussed psychological strategieslied mental health services (items 80100 to 80115; 80125 to 80140;
80150 to 80165.

Referrals should be provided, as required, for an initial course of treatment (a maximum of six services but may be

less depending onelreferral and patient need) to a maximum of 10 services per calendar year. For the purposes of
these services, a course of treatment will consist of 1
maximum of six in any one referral).

Pateents will also be eligible to claim up to 10 separate services within a calendar year for group therapy services
involving 6-10 patients to which items 80020 (psychological theiaphnical psychologist), 80021 (psychological
therapy via video conferengeclinical psychologist), 80120 (focussed psychological stratégisychologist),

80121 (focussed psychological strategies via video confeifepsgchologist), 80145 (focussed psychological
strategie$ occupational therapist), 80146 (focussed psydiiotd strategies via video conferericeccupational
therapist), 80170 (focussed psychological strategiesial worker) and 80171 (focussed psychological strategies
via video conference social worker) apply. These group services are separate frandifielual services and do

not count towards the 10 individual services per calendar year maximum associated with those items.

In the instance where a patient has received the 10 psychological therapy services (items 80000 to 80021), focussed
psychologicakervicesallied mental health services (items 80100 to 80171) or GP or medical practitioner focussed
psychological strategies services (GP items 2721 to 2727 or medical practitioner items 283 to 287) available under
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the Better Access to Psychiatrists, &sylogists and General Practitioners through the Medicare Benefits Schedule
initiative per calendar year and is considered to clinically benefit from some additional services, the patient may be
eligible for Primary Health Networks (PHNSs) funded psychalabtherapies if they meet relevant eligibility criteria

for the PHN commissioned services. It is recommended that providers refer to their PHN for further guidance.

Service length and type

Services provided by eligible allied health professionals unésetliems must be within the specified time period

within the item descriptor. The allied mental health professional must personally attend the patient the patient face to
face, or via video conference for items 80001, 80011, 80021, 80101, 80111, 8Q1z4,, &M 36, 80146, 80151,

80161 and 80171.

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

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

These are:

1. Psychoeeducation

(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 depssion)

6.  Narrative therapy (for Aboriginal and Torres Strait Islander people).

7. Eye-Movement Desensitisation Reprocessing (EMDR)

Course of treatment and reporting back to the referring medical practitioner

Patients are eligible to receiup to 10 individual services and up to 10 group sessions in a calendar year.

Within this maximum service allocation, the allied mental health professional can provide one or more courses of
treatment. For the purposes of these services, a course of tieatmsists of the number of services stated in the
patientds referral (up to a maxi mum of six services i
practitioner to consider a report from the allied mental health professional on the semvwigsdto 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:
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9 assessmés carried out on the patient;
1 treatment provided; and
1 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 treatmentgvided 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 provided out of hospital, any eaftpocket costs will counbtvards the Medicare safety net for that patient. The
out-of-pocket costs for mental health services which are not Medicare eligible do not count towards the Medicare
safety net.

Eligible patients

Items 80100 to 80171 (inclusive) apply to people with @essed mental disorder and where the patient is referred
by a GP or medical practitioner who is managing the patient under a GP Mental Health Treatment Plan (GP items
2700, 2701, 2715, 2717 or medical practitioner items 272, 276, 281, 282) under a pfectedtrist assessment

and management plan (item 291) or Health Care Home shared care plan; or from an eligible psychiatrist or
paediatrician.

The conditions classified as mental disorders for the purposes of these services are informed by the World Hea
Organisation, 1996, Diagnostic and Management Guidelines for Mental Disorders in Primary Cate: @hBpter

V Primary Care Version. For the purposes of these items, dementia, delirium, tobacco use disorder and mental
retardation are not regarded as@ntal disorder.

Checking patient eligibility for focussed psychological strategies allied mental health services

Patients seeking Medicare rebates for focussed psychological stratatlied mental health services will need to

have a referral from GP, medi cal practitioner, psychiatrist or pa
eligibility, the Department of Human Services will be able to confirm whether a GP Mental Health Treatment Plan,

Health Care Home shared care plan and/@yahiatrist 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 mental health

services already claimed by the patient during the calendar year.

Allied mental health professionals 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 patient will not be eligible if they have not been appropriately referred r@telant 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 patientds eligibility. I n this case ermssiom!| | i ed mentH
contact the referring practitioner to ensure the relevant service has been provided to the patient.

Publicly funded services

Focussed psychological strategies (FPS) services items 80100 to 80171 do not apply for services that are provided
by ary other Commonwealth or state funded services or provided to an admitted patient of a hospital. However,
where an exemption under subsection 19(2) oHbalth Insurance Act 1973as been granted to an Aboriginal
Community Controlled Health Service ortstierritory clinic, the FPS services items apply for services that 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 thatfrapnt of Human Services. These services

must be direct billed (that is, the Medicare rebate is accepted as full payment for services).

Private health insurance
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Patients need to decide if they will use Medicare or their private health insurance anoikaryo pay for these
services. Patients cannot use their private health i nsi
the services.

REFERRAL REQUIREMENTS (GPs, MEDICAL PRACTITIONERS, PSYCHIATRISTS OR
PAEDIATRICIANS TO ALLIED MENTALH EALTH PROFESSIONALS)

Referrals

Patients must be referred for focussed psychological straieglisd mental health services by either a GP or

medical practitioner managing the patient under a GP Mental Health Treatment Plan (GP items 2700, 2701, 2715,
2717 or medical practitioner items 272, 276, 281, 282), a Health Care Home shared care plan or referred by a
medical practitioner (including a general practitioner, but not a specialist or consultant physician) who is managing
the patient under a referrgdychiatrist assessment and management plan (item 291); or on referral from a
psychiatrist or a paediatrician.

Referrals from psychiatrists and paediatricians must be made from eligible Medicare services. For specialist
psychiatrists and paediatricians $beservices include any of the specialist attendance items 104 through 109. For
consultant physician psychiatrists the relevant eligible Medicare services cover any of the consultant psychiatrist
items 293 through 370; while for consultant physician pdedians the eligible services are consultant physician
attendance items 110 through 133.

Referring practitioners are not required to use a specific form to refer patients for these services. The referral may be
a letter or note to an eligible allied mahhealth 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 health consultation. It
is requiredthat the allied health professional retain tekerral 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 10 individarad/or 10 group psychological therapy services and/or
focussedpsychological 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 the patient's clinical need) to a manifid services per calendar ye&or 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 their pegtogical 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 the follpyar under that referral will count as part of the total

of 10 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
practitione if they are eligible for further service¥Vhere the patient's care is being managed by a GP or medical
practitioner, the GP/medical practitioner may choose to use this visit to undertake a review of the patient's GP
Mental Health Treatment Plan, Homedlth Care shared care plan and/or psychiatrist assessment and management
plan.

It is not necessary to have a new GP Mental Health Treatment Plan, Home Health Care shared care plan and/or
psychiatrist assessment and management plan prepared each calandaosder to access a new referral(s) for

eligible psychological therapy services and/or focussed psychological strategies sétateass continue to be

eligible for rebates for psychological therapy services and/or focussed psychological stsgagoes while they

are being managed under a GP Mental Health Treatment Plan, Home Health Care shared care plan and/or a
psychiatrist assessment and management plan as long as the need for eligible services continues to be recommended
in their plan.
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Health Care Home shared care plan

A Health Care Home shared care plan means a written plan that is prepared for a patient enrolled at a Health Care
Home trial site; is prepared by a medical practitioner (including a general practitioner but not includinigléssp

or consultant physician) who is leading the patient's care at the Health Care Home trial site; and iaclodédme

of the patient's agreed current and kiegn goals; the person or people responsible for each activity; arrangements

to review the plan by a day mentioned in the plan; and if authorised by the patient, arrangements for the transfer of
information between the medical practitioner and other health care providers supporting patient care about the
patient's condition or conditionsid treatment. Additionallya Health Care Home shared care plan must include a

record of the patient's agreement to mental health services; an outline of assessment of the patient's mental disorder,
including the mental health formulation and diagnosigrovisional diagnosis; and if appropriate, a plan for one or

more of crisis intervention and relapse prevention.

ALLIED MENTAL HEALTH PROFESSIONAL ELIGIBILITY
Eligible allied health professionals

A person is an allied health professional in relation tgtioeision 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 theviee 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 ment al health set
Standards for Mental Health &a a | Wor kers 20146 as in force on 25 S
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 proaiakd;
ii. s accredited by Occupational Therapy Australia as:
1 having a minimum of two years experience in mental health; and
1 having undertaken to observe the standards set out in the document published by
Occupational Therapy Australia's 'Australian CompeteSteyndards 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

Occupational Theragis 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 hours oélafe8 CPD, the same as ftithe
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 units wilbe calculated from the 1st of the month
immediately succeeding the month they obtained initial registrafitve. obligation will be ondéwelfth of the yearly
requirement for each month.

CPD activities must be relevant to delivering FPS servigeseptdle 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 flexibility in the CPD activities that can be undertaken to meet individual professional needs and their
practice/client base and client nee@&r example, activities could also include assessment and treatment of specific
disorders and client types such as youth, deiht modalities and delivery such as working with groups.
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Registering with the Department of Human Services

Advice about registering with the Department of Human Services to provide focussed psychological strategies
allied mental health services usiitgms 801080171 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's website at
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 Services (DHS) hasetiped a Health Practitioner Guideline to substantiate that a valid
Allied Mental Health service has been provided (for allied health professionals) which is located on the DHS
website.

MN.7.2 Telehealth Focussed Psychological Strategies Services

These otes provide information on the telehealth focussed psychological strategies MBS video consultation items
by psychologists, occupational therapists and social workers. A video consultation involves a single psychologist,
occupational therapist or social iker attending a patient, or a group of 6 to 10 patients.

MBS item numbers 80101, 80111, 80126, 80136, 80151 and 80161 provide for attendance via videoconferencing by
a psychologist, occupational therapist or social worker to an individual pai3. item numbers 80121, 80146

and 80171 provide for attendance via videoconferencing by a psychologist, occupational therapist or social worker
to a group of 6 to 10 patients. The items are stdade items and do not have a derived fee.

These therapies are tntimited, being deliverable in up to 10 planned sessions in a calendar year (including
services to which items 80001, 80011, 80101, 80111, 80126, 80136, 80151 and 80161 apply).

Patients will also be eligible to claim up to 10 separate services withleradea year for group therapy services
involving 6-10 patients to which items 80021 (psychological therapy via video conféretiogcal psychologist),

80121 (focussed psychological strategies via video confeiepsgchologist), 80146 (focussed psyagital

strategies via video conferenc®ccupational therapist) and 80171 (focussed psychological strategies via video
conferencé social worker) apply. These group services are separate from the individual services and do not count
towards the 10 indidual services per calendar year maximum associated with those items.

Clinical indications

The psychologist, occupational therapist or social worker must be satisfied that it is clinically appropriate to provide
a video consultation to a patient, or a gradi to 10 patients.

Restrictions

The MBS telehealth attendance items are not payable for services to an admitted hospital patient (this includes
hospital in the home patients). Benefits are not payable for telephone or email consultations. In dfd¢néo fu

item descriptor there must be a visual and audio link between the patient and the remote psychologist, occupational
therapist or social worker. If the remote psychologist, occupational therapist or social worker is unable to establish
both a videaand audio link with the patient, a MBS rebate for a telehealth attendance is not payable.

Billing Requirements

All video consultations provided by psychologists, occupational therapists or social workers must be separately
billed. That is, only the releva&telehealth MBS consultation item is to be itemised on the account/bill/voucher. Any
other service/item billed should be itemised on a separate account/bill/voucher. This will ensure the claim is
accurately assessed as being a video consultation andqeaidlingly.
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http://www.health.gov.au/mbsonline

Psychologists, occupational therapists or social worke:
O0Patient unable to signd to overcome admi nhilediclaimast i ve di |
(for further information see mbsonline.gov.au/telehealth).

Eligible Geographical Areas

Geographic eligibility for psychological telehealth services funded under Medicare (in Groups M6 and M7) is

determined according to the Modified Monash Model (MMM) cléssifons. Telehealth Eligible Areas are those

areas that are within MMM classifications 4 to 7. Patients and providers are able to check their eligibility using the

Modi fied Monash Model |l ocator on the Department of Heal
(http://www. health.govau/internet/otd/publishing.nsf/Content/MMM _|ocator).

There is a requirement for the patient and psychologist, occupational therapist or social worker to be located a
minimum of 15 kilometres apart at the time of the consultation. Minimum distance betsyedlpgist,

occupational therapist or social worker and patient video consultations are measured by the most direct (ie least
distance) route by road. The patient or the psychologist, occupational therapist or social worker is not permitted to
travel to & area outside the minimum kBometres distance in order to claim a video consultation.

Record Keeping

Participating telehealth psychologists, occupational therapists and social workers must keep contemporaneous notes
of the consultation including documiing that the service was performed by video conference, the date, time and
the people who participated.

Only clinical details recorded at the time of the attendance count towards the time of the consultation. It does not
include information added at ada time, such as reports of investigations.

Extended Medicare Safety Net (EMSN)

All telehealth consultations (with the exception of the participating optometrist telehealth items) are subject to
EMSN caps. The EMSN caps for telehealth consultation itar@oups M6 and M7 are equal to 300% of the
schedule fee (to a maximum of $500).

Aftercare Rule

Video consultations are subject to the same aftercare rules as psychologists, occupational therapists and social
workers providing facgo-face consultations.

M ultiple attendances on the same day

In some situations a patient may receive a consultation via video conference antbddaeeconsultation by the
same or different psychologist, occupational therapist or social worker on the same day.

Medicare benefs may be paid for more than one video consultation on a patient on the same day by the same
psychologist, occupational therapist or social worker, provided the second (and any following) video consultations

are not a continuation of the initial or earliédeo consultations. Psychologists, occupational therapists and social
workers will need to provide the ti me-bilingyouckeach consul t

Referrals
The referral procedure for a video consultation is the sanmar asriventional facéo-face consultations.
Technical requirements

In order to fulfil the item descriptor there must be a visual and audio link between the patient and the remote
psychologist, occupational therapist or social worker. If the remote clpsgahologist is unable to establish both a
video and audio link with the patient, a MBS rebate for a telehealth attendance is not payable.
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Individual clinicians 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.

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

Medicare benefits are available for Rdinective pregnancy supparbunselling services provided to a person who

is pregnant or who has 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 GByan eligible
psychologist, social worker or mental health nurse on referral 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 plyan).

The items may be used to address any pregnancy related issues for whiliteative counselling is appropriate.
MN.8.2 Pregnancy Support Counselling - Eligible Services - (Items 81000 to 81010)

There are four MBS items for the provision ofdirective pregnancy support counselling services:

Item 4001- services 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 providedly an eligible mental health nurse.

These notes relate to items 81681010. Each individual allied health professional must meet the provider
eligibility requirements set out below and be registered with the Department of Human Services.

Service lengh and type

Nonrdirective pregnancy support counselling services provided 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.

The service 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 gsegnarpregnancy that occurred in the

preceding 12 monthsThis includes providing, on request, unbiased, evidérased information about all options

and services available to the patient.

Non-directive counselling is a form of counselling that is blase the understanding that, in many situations, people
can resolve their own problems without being provided with a solution by the counddilcounsellor's role is to
encourage the person to express their feelings but not suggest what decisesdhespould makeBy listening

and reflecting back what the person reveals 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 sewices per year

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

Partners of eligible patients may attend eachny counselling session, however, only one fee applies to each
service.

Out-of-pocket expenses and Medicare Safety Net
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Charges in excess of the Medicare benefit for these items are the responsibility of the idatienter, such out
of-pocket costs W count toward the Medicare safety net for that patiésn-directive 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 kgyphatient for such services.

Publicly funded services

Items 81000, 81005 and 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 exemptiainder subsection 19(2) of thiealth Insurance Act 1973as been granted to 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, se@aker or mental health nurse salaried by or
contracted to the service, where 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 risbadeepted 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 armlanyto '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 GP or medicatipnact
GPs/medical practitioners are not required to use a specific form to refer patients for these Sereiceterral
may be a letter or note to an eligible allied health professional signed and dated by the referring GP/medical
practitioner.

Patents may be referred by a GP or medical practitioner to more than one eligible allied health professional for
eligible nondirective pregnancy support counselling services (for example, where a patient does not wish to
continue receiving services from theovider they were referred to in the first instanddpwever, Medicare

benefits are only available for a maximum of three (3)-dioactive pregnancy support counselling services to
which items 792, 4001, 81000, 81005 and 81010 apply, per patieptgogancy.

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

The relevant allied health professional must be in receipt of the referral at the faditexcive pregnancy support
counselling service and must retain the refdoa2 years from the date the service was rendered, for the
Department of Human Services auditing purposes.

A copy of the referral is not required to accompany Medicare claiosvever, referral details are required to be
included on patients' itemisedtcounts/receipts or Medicare assignment of benefit forms.

Referral validity

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

Subsequent Referrals

A new referral is required whetbe patient seeks to access ftrective pregnancy support counselling in relation
to a different pregnancy or where the patient wishes to be referred to a different allied health professional than the
one they were referred to in the first instance.
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MN.8.4 Pregnancy Support Counselling - Allied Health Professional Eligibility ~ -(Items 81000 to
81010)
Eligible allied health professionals

Items 81000, 81005 and 81010 can only be claimed for services provided by psychologists, social workers and
mental heah nurses who meet the following specific eligibility requirements, and are registered with the
Department of Human Services.

To be eligible to provide services using MBS Item 81000, a psychologist must hold general registration in the health
profession opsychology 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 as appropriately traineddiiréctive pregnancy

counselling.

To be eligible to provide seices using MBS Item 81005, a social worker must be a 'Member' of the Australian

Association of Social Workers (AASW), be certified by AASW either as meeting the standards for mental health set

out in the document publ i shsedf obry MeAStVA It iHe aeldt ho PSoaccitailc eV
force on 25 September 2014 or as an Accredited Social Worker, and have completed approptietetiven

pregnancy counselling training;

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

Registering with the Department of Human Services

Advice abait registering with the Department of Human Services to providediventive pregnancy support
counselling services using items 81681010 inclusive is available from the Department of Human Services
provider inquiry line on 132 150.

Further information

A copy of the Medicare Allied Health Supplement can be accessedvvomhealth.gov.au/mbsonlinelhe
Supplement includes more 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 85) are available for group allied health services for patients with type 2 diabbese

items apply to services provided by eligible diabetes educators, exercise physiologists and dietitians, on referral
from a GP or medical practitioner.

Services avilable 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 services, the patient must have in place one of the following:
1 a GP Mamagement Plan (GPMP) (GP item 721 or medical practitioner item 229); OR

1 for a resident of a residential aged care facility, the GP or medical practitioner must have contributed to, or
contributed to a review of, a care plan prepared for them by theygGR item 731 or medical
practitioner item 232). [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
serviceaunder these items, as the selinagement approach offered in group services may not be
appropriate.]; OR
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1 a Health Care Home shared care plan.

Unlike the individual allied health services under items 10950 to 10970, there is no additional requirement for
Team Care Arrangement (GP item 723 or medical practitioner item 230) in order for the patient to be referred for
group allied health services.

Once the patient has been referred by their GP or medical practitioner, a diabetes educator, exercisésphysiolog
dietitian will conduct an individual assessment (under items 81100, 81110 or 8 AL@@ximum of one (1)

assessment service is available per calendar year. After assessment, the patient may receive up to eight (8) group
services per calendar ydaom an eligible diabetes educator, exercise physiologist and/or dietitian (under items
81105, 81115 and 811254 collaborative approach, where diabetes educators, exercise physiologists and dietitians
work together to develop group service programééirtiocal area, is encouraged.

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 educass, exerc
physiologist or dietitian) who will undertake an individual assessment of their suitability for a group services
program (under item 81100, 81110 or 81120).

When referring patient&;Psmust use a referral form that has been issued by the Australigeri@nent

Department of Health or a Health Care Home shared care plan or a form that contains all the components of this
form. The form issued by the department is availabletat//www.healtbgov.au/mbsprimarycareitenfslick on

the link for group allied health services).

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

Health Care Home shared care plan

A Health Cae Home shared care plan means a written plan that is prepared for a patient enrolled at a Health Care
Home trial site; is prepared by a medical practitioner (including a general practitioner but not including a specialist
or consultant physician) who isdding the patient's care at the Health Care Home trial site; and incldlesitline

of the patient's agreed current and kbegn goals; the person or people responsible for each activity; arrangements
to review the plan by a day mentioned in the péard if authorised by the patient, arrangements for the transfer of
information between the medical practitioner and other health care providers supporting patient care about the
patient's condition or conditions and treatment.

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

Eligible Allied Health Professionals

Items 81100 to 81125 only apply to services provided by eligible diabetes educators, exercise physiologists and
dietitians who are registered with the Rement of Human Servicesf providers are already registered with the
Department of Human Services to use item 10951, 10953 or 10954, they do not need to register separately for items
81100 to 81125Eligibility criteria are as follows:

Diabetes eductor: must 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 (ES®).

Dietitian: must be an 'accredited practising dietitian' as recognised by the Dietitians Association of Australia
(DAA).

The Department 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.
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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 ediitato 81100), an exercise physiologist (item 81110) or a
dietitian (item 81120), on referral from a GP.

The purpose of this service is to 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 any patient who is likely to be unsuitable for group services.

Number of services per year

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

calendar yearlf more than one assessment service is provided in a calendar year, the subsequent service/s will not
attract a Medicare rebate and the MBS Safety Net arrangemiénist apply to costs incurred by the patient for

the servicel/s.

If there is any doubt about a patient's eligibility for items 81100, 81110 or 81120, the allied health professional
should contact the Department of Human Services to confirm the numbssesfsment services already claimed by
the patient in the calendar yeakllied health professionals can call the Department of Human Services on 132 150
to check this information.

Referral form

The GP must refer the patient using Referral form forgroup allied health services under Medicare for patients
with type 2 diabetesr a Health Care Home shared care plan or a form that contains all the components of this
form. The form issued by the department is availabletat//www.health.gov.au/mbsprimarycareite(abck on

the link for group allied health services).

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

Health Care Home shared care plan

A Health Care Home shared care plan means a written plan that is prepared for a patient enrolled at a Health Care
Home trial site; is prepared byngedical practitioner (including a general practitioner but not including a specialist

or consultant physician) who is leading the patient's care at the Health Care Home trial site; and iaclodémne

of the patient's agreed current and leegn gals; the person or people responsible for each activity; arrangements

to review the plan by a day mentioned in the plan; and if authorised by the patient, arrangements for the transfer of
information between the medical practitioner and other health cavelprs supporting patient care about the

patient's condition or conditions and treatment.

Length of service

This service must be of at least 45 minutes duration and provided to an individual petiestlied health
professional must personally attetihe 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 undertaken, whether the patient is suitable for group sdrvicas, dime
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 tetagigh the management of type 2 diabetes.
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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
calendar yearEach separate group service must be providégetpatient by only one type of allied health

professional (i.e. by a diabetes educator, or by an exercise physiologist or by a digfitiae)er, the overall

group services program provided for the patient could be comprised of one type of segvigegorlight diabetes

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 encouraged to deliver multidisciplinary group services programs
that dlow 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 in a calendar year, the additional service/s will
not attract a Medire benefit 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 group services, the allied health professional should contact the
Department of Hummn 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 check this
information.

Multiple services on the same day

Where tinically 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 group services will need to receRefatral form for grop

allied health services under Medicare for patients with type 2 diabetes issued by the Department @i tealth

Health Care Home shared care plan or a form that contains all the components of this form, with Part B completed
by the provider who has dertaken the assessment servitae form issued by the department is available at
http://www.health.gov.au/mbsprimarycareitefmlck on the link for group allied health services).

Health Care Home shared care plan

A Health Care Home shared care plan means a written plan that is prepared for a patient enrolled at a Health Care
Home trial site; is prepared by a medical practitioner (including a general practitioner but not including atspecialis
or consultant physician) who is leading the patient's care at the Health Care Home trial site; and iaclodéme

of the patient's agreed current and kiegn goals; the person or people responsible for each activity; arrangements
to review the fan by a day mentioned in the plan; and if authorised by the patient, arrangements for the transfer of
information between the medical practitioner and other health care providers supporting patient care about the
patient's condition or conditions and treant.

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
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On completion of the group services gram, each allied health professional must provide, or contribute to, a
written report back to the referring GP in respect of each pafidr.report should describe the group services
provided for the patient and indicate the outcomes achieW#ile each allied 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 combbakeetb a
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 recomnended 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

Iltems 81100 81125 do not apply for servictisat are provided by any other Commonwealth or dtatded

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 ColgdoHealth Service or a
state/territory government health clinic, items 8180025 can be claimed for services provided by eligible allied
health professionals salaried by, or contracted to, service or health élhiequirements of the relevant itemust
be met, including registration of the allied health professional with the Department of Human Sdarkiesss.
services must also be bulk billed.

Private health insurance

Patients need to decide if they will use Medicare or their private healttaintguancillary 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 determindr thvn fees for the professional servicgharges 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 Allied 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 Medicaebateable allied health services to children with autism or any other
pewasive developmental 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 carceess either 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 Editiorl{DSR),
Washihgton, DC, American Psychiatric Association, 2000.

‘Eligible disabilities' for the purpose of these services means any of the following conditions:
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(a) sight impairment that results in vision of less than or equal to 6/18 vision or equivaléhb$iein the better
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

(9) PradefWilli syndrome

(h) Williams syndrome

® Angelman syndrome

)] Kabuki syndrome

(k) Smith-Magenis syntbme

0] CHARGE syndrome

(m)  Cri du Chat syndrome

(n) Cornelia de Lange syndrome

(0) 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 judgemenf 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 manageent plan by the referring medical practitioner, andreatment services.

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

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

- a child with an eligible disability is aged under 13 years and referred by a specialist, consultant physician or
GP.
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Thetreatment items (82015, 82020, 82025 and 82035) can be accessed when:

- 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.

- A child with an digible 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 treatmenices can 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 totaligésle child, to assist with assessment and
diagnosis and development of a treatment plEme four services may consist of any combination of items 82000,
82005, 82010 and 82030 is the responsibility of the referring practitioner to allocatedlssvices 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 2181) for a child with autism/PDD, or by a specialist or consultant
physician (using items 18#31 or 296370 excluding item 359) or GP (using item83B) for a child with a

disability.

Number of treatment services

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

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

the referring pretitioner 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 rmadsyitant 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 aml type

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 profaksiothe 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 allieelalth providers 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 asipeddby their 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
Sevwices. To register with the Department of Human Services to provide these services, an allied health professional
must meet the specific eligibility requirements detailed below:
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- Audiologist must be either a 'Full Member' of the Audiologicatity 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).

- Occupational Therapistmust be registred with the Occupational Therapy Board of Australia.

- 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 &paditig optometrist.

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

- Physiotherapid must be registered with the Physiotherapy Boardusftralia.
- Psychologistmust hold General Registration with the Psychology Board of Australia.
- Speech Pathologisinust be a 'Practising Member' of Speech Pathology Australia.

In addition to meeting the above mentioned credentiaBagirements, it 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/PDDatnildig.

Referral requirements

An allied health professional wanting to provide any of the items 832085 must be in receipt of a current
referral provided by an eligible medical practition&eferrals are only valid when prerequisite MBS serviegagh
been provided.

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:

- the child has previously been provided with any MBS semisering items 110 through 131 inclusive by a
consultant paediatrician; or

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

An €ligible 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:

- the child has previously been provided with any MBS service covednsilO4 through 131 inclusive, or
items 296 through 370 (excluding item 359) inclusive by a specialist or consultant physician; or

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

An eligible alied health professional can provide treatment items (832025 and 82035) to a child under the
Helping Children with Autism program when:

- the child has previously been provided with a treatment plan (item 135) by a consultant paediatrician;
- 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 (822285 and 82035) to a child under the
Better Start for Childremith Disability program when:

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

- the child has previously been provided with a treatment plan (MBS item 1393By a
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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 pditHS will be able to confirm whether a relevant MBS

service has been claimadd/or the number of allied health services already claimed by the éiliied health
professionals can call the DHS provider line on 132 IB&xents and carers can call the patient information line on

132 011.

It is recommended that allied healtlofassionals retain the 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 Sewices.
referral may be a letter note to an eligible allied health professional signed and dated by the referring practitioner.

Referral validity

Medicare benefits are available for up to four allied health assessment and diagnosis services and up to twenty allied
health treatmentesvices per patient in 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 treatheemvices consists of the 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 needtier feeatment.

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 @ourse of treatment, the 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:

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

A written report must also be provided to the referring medical practitidriee @ompletion of any subsequent
course(s) of treatment provided to the child.

Further information

For more information refer to tHdBS online websiter the MBS Primary Care Itemisformation 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 Torrédrait Islander descent may be referred by their GP for felipwllied
health services under items 81300 to 81360 when the GP has undertaken a health assessment or a Health Care Home
shared care plan and identified a need for follgwnallied health sefges.
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These items are similar to the individual allied health items (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 or a Healtha@® Home shared care plan prepared by their GP. However items 81300 to 81360
provide an alternative referral pathway for Aboriginal or Torres Strait Islander people to access allied health
services.If a patient meets the eligibility criteria for individlallied health services under the Chronic Disease
Management items or the Health Care Home shared care plan and fordpliailied health services, they can

access both sets of services and are eligible for up to ten allied health services undeeMedalendar year.

A practice nurse/Aboriginal and Torres Strait Islander health practitioner item (10987) is also available for
Indigenous Australians who have received a health check. This item enables Aboriginal or Torres Strait Islander
people to eceive followup services from a practice nurse or Aboriginal and Torres Strait Islander health
practitioner on behalf of a GP. More detail on this item is provided at explanatory note M.12.4 of the Medicare
Benefits Schedule.

Eligible Allied Health Services

The following allied health professionals are eligible to provide services under these items:
- Aboriginal and Torres Strait Islander health practitioners
- Aboriginal Health Workers

- Audiologists

- Chiropractos

- Diabetes Educators

- Dietitians

- Exercise Physiologists

- Mental Health Workers

- Occupational Therapists

- Osteopaths

- Physiotherapists

- Podiatrists

- Psychobgists

- Speech Pathologists

Publicly funded services

Items 81300 to 81360 do not apply for services that are provided by any Commonwealth or state or territory
government funded services or provided to an admitted patient of a hosfutaéve, 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 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 healthAllinkgjuirements of the

relevant item must be met, including registration of the allied health professional with the Department of Human
Services.Medicare sevices 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
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Medicare benefits are available for up to five follow allied health services pergilile 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 for patients 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 able to confirm the
number of allied health services already claimed by the patient during the calendaklijedrhealth professionals

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

Service lengthand type

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

- the service is of at least 20 minutes duration;

- 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 must personally attend the patient);

- the person is not an admitted patient of a hospital;
- the allied health professional must provide a written report to the GP; and

- if the patient has private health insurance, he/she cannot use their 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 idfate pa
the services.

Reporting back to the GP

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

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

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

- future management of the patient's condition or problem.

Allied health professionals arequired to retain the referral form 24 months.
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 subsection 19(2) exempti@harges in excess of the Medicare benefit for the allied health items
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are the responsibility of the patiertlowever, such oubf-pocket costs will count toward the Medicare safety net
for that patient.Allied health services in excess of five in a calar 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 patient must be referred igihte elllied 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 department is available aB& 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 patient's care plan to tHenmeterral

GPs may use one referral form to refer patients for single or multiple services of the same service type (e.g. five
dietetic services)lf referring a patient for single or multiple services of different service types (e.g. two dietetic
services ad 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 previously provided it directly the allied health professional.

Allied health professionals are required to retain the referral form for 2 years from the date the service was rendered
(for the Department of Human Services auditing purposes). A copy of the referral form is not reqacesimpany
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 to the Department of Health.
Health Care Home shared care plan

A Health Care Home shared care plan means a written plan that is prepared for a patient enrolled at a Health Care
Home trial site; is prepared by a medical practitioner (including a general practitioner but not includiniglésssp

or consultant physician) who is leading the patient's care at the Health Care Home trial site; and ianlodémne

of the patient's agreed current and kiegn goals; the person or people responsible for each activity; arrangements
to review the plan by a day mentioned in the plan; and if authorised by the patient, arrangements for the transfer of
information between the medical practitioner and other health care providers supporting patient care about the
patient's condition or conditionsid treatment.

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 seices 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 Servioklied health professionals already registered with Medicare
(e.g. fa 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:
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Aboriginal and Torres Strait Islander health practitioners must be reigtered with the Aboriginal and Torres

Strait Islander Health Practice Board of Australhoriginal and Torres Strait Islander health practitioners may use
any of the titles authorised by the Aboriginal and Torres Strait Islander Health Practice Bmardinal 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 awarded
either:

a. a Certificate 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 Il in Aboriginal and Torres Strait Islander Heédthan 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 contact a r&igred 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 and Tdstesit 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 MemBeadiologist' 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 AustraliansDiabete
Educators Association (ADEA).

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 atsdSsEnce
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:

- psychologists;

- mental health mses;

- occupational therapists;

- social workers;

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

Psychologists, occupational therapists, Aboriginal and Torres Straislander health practitioners 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 heah nurses 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.
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Social workersmust 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 Wers' as 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 Physietapy Board of Australia.

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 thergice is provided.

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 tindpyhasi
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 referralsfanailable on the Department of
Health'sMBS Primary Care ltemsmformation page. For providers, information is also available from the
Department of Human Services provider inquiry line on 18@. The Indigenous Access Line for the Department of
Human Services on 1800 556 955 is also a useful source of information.

MN.12.1 Immunisation services provided by an Aboriginal and Torres Strait Islander health

practitioner - (Item 10988)

Iltem 10988can only be 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) @more than one 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 AborigiméITorres 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 retained by a general practice, or by a health service thaikbagéion 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 by the Aboriginal
and Torres Strait Islander Health PracBBmard: Aboriginal health 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 trameitieo p
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.

Supervisiommay 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 Islander health practitioner, but should be
able to be contacted for advifeequired.
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The immunisation must be performed by the Aboriginal and Torres Strait Islander health praciitiacesrdance
with the current edition of the Australian Immunisation Handbook and the Central Australian Rural Practitioners
Association (&RPA) Standard Treatment 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 AustraliasteRefjiTherapeutic Good&.his

includes all vaccines on the Australian Standard Vaccination Schedule and vaccines covered in the current edition of
the Australian Immunisation Handbookhe following substances cannot be claimed under this item: vaaecsesl
experimentally; homeopathic substances; immunotherapy for allergies-gegsigsation preparations); and other
substances that are not vaccinghere may also be territory limitations on the administration of some vaccines,

such as those forlberculosis, yellow fever and-@ver.

All GPs whether vocationally registered or not are eligible to claim this iistrict Medical Officers (DMOSs)
employed by the Northern Territory Department of Health and Community Services are also eligibie tbisla
item.

Where 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 forthe professional attendance 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

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 prastita behalf of the medical

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 whaehagdjstered 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
prectitioner must be employed 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 practitiomay 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 Islander health practitioner.

The Aborighal and Torres Strait Islander 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 retpomssibility for the health,
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 ance$@trait Islander health practitioner, but should be
able to be contacted for advice if required.
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The medical practitioner must conduct an initial assessment of the patient (including under a distance supervision
arrangement if the medical practitioriemot physically present) in order 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 instion or see the patient during each 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 10987)

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 lasligeno
person who has received a health check.

All GPs whether vocationally registered or not are eligible to claim this iistrict Medical Officers (DMOS)
employed by state/territory health Departments are also eligible to claim thisTitearterm 'GPis used in these
notes as a generic reference to medical practitioners able to claim this item.

Iltem 10987 does not apply for services that are provided by any other Commonwealth or State funded services.
However, where an exemption under subsectid®)18f theHealth Insurance Act 1973as 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 Straielshealth practitioner salaried

or contracted to, the Service or Health clinfdl requirements of the item must be met.

Iltem 10987 will assist Indigenous patients who have received a health check which has identified a need for follow
up services whit can be provided by a practice nurse or Aboriginal and Torres Strait Islander health practitioner
between further consultations with the patient's GP.

Item 10987 may be used to provide:

9 Examinations/interventions as indicated by the health check;

9 Educaton regarding medication compliance and associated monitoring;
9 Checks on clinical progress and service access;

9 Education, monitoring and counselling activities and lifestyle advice;

9 Taking a medical history; and

9 Prevention advice for chronic conditions, as$ociated follow up.

Item 10987 may be claimed up to a maximum of 10 times per patient per calendar year.

Iltem 10987 may be accessed by an Indigenous patient who has received the Aboriginal and Torres Strait Islander
Peoples Health Assessment (item )7 i#hich is available to:

a) children 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 pEdrtiehe Territory
Emergency Response (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 ae i@tzened

by a general practice or by a health service that has an exemption to claim Medicare benefits tse¢ioautd(2)
of theHealth Insurance Act 1973
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An Aboriginal and Torres Strait Islander health practitioner means a person who hasdigtened 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
practiioner 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 Strait Islander health practitioner mayangeof 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 Islander health practitioner.

In all cases, the Bunder whose supervision the health check fellpps 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 healthqtittoner is appropriately qualified and 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 Aborigarad Torres Strait Islander health practitioners 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 einse

Continuing professional development 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.

Supervision of the practice nuféboriginal and Torres Strait Islander health practitioner by the GP at a distance is
recognised as an acceptable form of supervisidnis means that the claiming GP does not have to be physically
present at the time the service is providetbwever theGP should be able to be contacted if required.

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 undettakam to the GP to decide

whether they need to see the patiaMhere 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 Fdtestime the patient

spends receiving a service from the practice 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 thepractice nurse or Aboriginal and Torres Strait Islander health practitioner provides
another service (eg immunisation, cervical screening) on the same day, the GP is able to claim for all practice nurse/
Aboriginal and Torres Strait Islander health pramtier services provided.

Item 10990 or 10991 (bulk billing 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 dis ease by a practice

nurse or Aboriginal and Torres Strait Islander health practitioner (item 10997)

Iltem 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 byactice nurse or Aboriginal and Torres Strait Islander health practitioner
on behalf of that medical practitioner.

All GPs whether vocationally registered or not are eligible to claim this if#m.term 'GP' is used in these notes as
a generic referende medical practitioners able to claim this item.

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 haartheétiaan

Aboriginal Community Controlled Health 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 contractd to, the Service or health cliniéll requirements of the item must be met.
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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 plidue Ipatient's usual GP.

Item 10997 may be used to provide:
9 checks on clinical progress;
1 monitoring medication compliance;
1 self management advice, and,;
1 collection of information to support GP/medical practitioner review€afe Plans.

The services provied 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 of 5 siper 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 (GP items 721, 723, 729, 731, 732 or medical practitioner items 229, 230, 231, 232,
233).

Patiens whose condition is unstable/deteriorating should be referred to their GP or medical practitioner for further
treatment.

A practice nurse means a registered or enrolled nurse or Nurse Practitioner who is employed by, or whose services
are otherwise reta@t by a general practice.

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
Boardof 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 exemption to
claim Medicare benefits under seglotion 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: Aboriginal health practitioner; Aboggthdlorres Strait
Islander health practitioner; or Torres Strait Islander health practitioner.

In all cases, the GP or medical practitioner under whose supervision the chronic disease monitoring and support is
being provided retains responsibility for thealth, safety and clinical outcomes of the patidiite GP or medical
practitioner must be satisfied that the practice nurse is appropriately qualified and trained to provide chronic disease
support and monitoringGPs and medical practitioners are aéd to consult their insurer concerning indemnity
coverage for services performed on their behalf.

General practices where nurses or Aboriginal and Torres Strait Islander health practitioner provide chronic disease
support and monitoring, should also haveritten clinical risk management strategy covering issues like clinical
roles, patient follow up and patient consent.

Continuing professional development is recommended for all nurses and Aboriginal and Torres Strait Islander health
practitioners providig chronic disease monitoring and support.

Supervision by the GP or medical practitioner at a distance is recognised as an acceptable form of supervision. This
means that the claiming GP or medical practitioner does not have to be physically presdmnatttieservice is
provided. However, the GP/medical practitioner should be able to be contacted if required.

Where the GP/medical practitioner and the practice nurse/ Aboriginal and Torres Strait Islander health practitioner

are at the same locationgtEP/medical practitioner is not required to be present while the chronic disease
monitoring and support is undertaken. It is up to the GP/medical practitioner to decide whether they need to see the
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patient. Where the GP/medical practitioner has a coasiolt with the patient, then the GP/medical practitioner is
entitled to claim a Medicare item for the time and complexity of their personal attendance on the Ph&dithe

the patient spends receiving a service from the practice nurse or AboriginBbags Strait Islander health

practitioner is itemised separately under item 10997 and should not be counted as part of the Medicare item claimed
for time spent with the GP/medical practition&/here the practice nurse or Aboriginal and Torres Sskahtler

health practitioner provides another service (eg immunisation) on the same day, the GP/medical practitioner is able
to claim for both practice nurse/ Aboriginal and Torres Strait Islander health practitioner items.

Item 10990 or 10991 (bulk billingpcentives) can be claimed in conjunction with item 10997 provided the
conditions of item 10990 or 10991 are satisfied (see explanatory note M.1).

MN.12.5 Telehealth Support Services by Health Professionals

These notes provide information on the teletelIBS attendance items for health professionals to provide clinical
support to their patients during video consultations with a specialist, consultant physicians and psychiatrists under
items 10945 to 10948 in Group A10 which are available for participatptometrists, items 82150, 82151 and

82152 in Group M13 which are available for participating midwives, items 82220 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 on behalf of a
medical practitioner.

Telehealth patierénd support services can only be claimed where:
1 a Medicare eligible specialist service is claimed,;
1 the service is rendered in Australia; and
9 where this is necessary for the provision of the specialist service.

The above patiergnd support services provide for attendances in various settings including eligible residential aged
care services, eligibleloriginal Medical Service or Aboriginal Community Controlled Health Service to which a
19(2) direction under the Health Insurance Act 1973 applies.

Clinical indications

The specialist, consultant physician or psychiatrist must be satisfied that itéalbfimppropriate to provide a
video consultation to a patient. The decision to provide clinically relevant support to the patient is the responsibility
of the specialist, consultant physician or psychiatrist.

Telehealth specialist services can be providegatients when there is no patiemd support 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 hgatifessional (e.g. a practice nurse, Aboriginal and Torres Strait Islander
health practitioner or Aboriginal health worker) but only one item is billable for the patieihsupport service. The
practitioner must be present during part or all of the cdaisoh in order to bill an appropriate tistiered MBS

item. Any time spent by 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 tethealth attendance items are not payable for services to an admitted hospital patient (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 \asand 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.
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Eligible Geographical Areas

Geograplc eligibility for telehealth services funded under Medicare are determined according to the Australian
Standard Geographical Classification Remoteness Area (AS&Classifications. Telehealth Eligible Areas are
areas that are outside a Major City (RAtyording to ASGERA (RA2-5). Patients and providers are able to check
their eligibility by followingthe links on the MBS Online website

There is a requirement for the patient and specialist toda#dd a minimum of 15km apart at the time of the
consultation. Minimum distance 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 ttoteavarea outside the

minimum 15 km distance in order to claim a video conference.

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 arpAginal Community Controlled Health Service for which a

direction, made under subsection 19(2) of the Health Insurance Act 1973, as these patients are to receive telehealth
services anywhere in Australia.

Telehealth Eligible Service Areas are definechatMBS Online website

Record Keeping

Participating telehealth practitioners must keep contemporaneous notes of the consultation including documenting
that the service was performed by video confeeethe date, time and the people who participated.

Only clinical details recorded 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

In some situations a patient may receive a telehealth 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 dieiat pa the same day by the same
practitioner, provided the second (and any following) video consultations are not a continuation of the initial or
earlier video consultations. Practitioners will need to provide the times of each consultation on tite patieunt

or bulk billing voucher.

Aftercare Rule

Video consultations are 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 consultadns.

Technical requirements

In order to fulfill the item descriptor there must 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 patiet, a MB

rebate for a telehealth attendance is not payable.

Individual clinicians must be confident that the technology used is able to satisfy the item descriptor and that
software and hardware used to deliver a video conference meets the applicable lawsifgrasetprivacy.

Bulk billing
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Bulk bill incentive items 10990 or 10991 may be billed in conjunction with the MBS medical practitioner telehealth
items 812, 827, 829, 867, 868, 869, 873, 876, 881, 885, 892 or GP items 2100, 2122, 2125, 2126, 21343138, 2
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 present for the entire
consultation, only as long as is clinically relevatitis can be established ¢onsultation 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 &t@P84 an Aboriginal health worker means a person who:

a) holds a Certificate Ill in Aboriginal or Torres Strait Islander Health Worker Primary Health Care (Clinical) or
other appropriate qualifications; or

b) is registered, and holds a current registraitsued 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 medical practitioner or their practice. This includes
health service in relation to which a directimade under subsection 19(2) of the Act applies.

Aboriginal and Torres Strait Islander health practitioners

For the purpose of items 10983 and 10984 an Aboriginal and Torres Strait Islander health practitioner means a
person who has been registered adlaoriginal 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 h@asmd 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 Strait Islander health practitioner may use any of theatitleorised 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.

Practice Nurse

For the purpose of ites 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 practitioner or their practice. This includes a health service in
relation to which a direction made undebsection 19(2) of the Health Insurance Act 1973 applies.

MN.13.1 Maternity Services by Participating Midwives - Overview

As at 1 November 2010, Medicare benefits are payable for antenatal, intrapartum and postnatal care for the first 6
weeks after the diefery, provided by eligible privately practising midwives. Eligible midwives can also request
certain pathology and diagnostic imaging services for their patients and refer patients to obstetricians and
paediatricians, as the clinical need arises. Eaclicgethat attracts a Medicare benefit is identified in the Medicare
Benefits Schedule (MBS) by an item numbEBiach item describes the service that the item covers.

MN.13.2 Participating Midwives

To provide services under Medicare, the legislation regutiat a midwife be a participating midwife. A

participating midwife is an eligible midwife who provides services in a collaborative arrangement or collaborative
arrangementsvith one or moremedical practitioners, of a kind or kinds specified in thgulations.

For more details on collaborative arrangements required under the regulations see Point M.13.5.
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MN.13.3 Eligible Midwives

Under the legislation, to be an eligible midwife the midwife must be registered or authorised (however described)
under $ate and Territory law to practice midwifery. The midwife must also demonstrate that he or she has the
appropriate qualifications and experience to meet the registration standard developed by the Nursing and Midwifery
Board of Australia.

Information regadling eligibility can be found on the Nursing and Midwifery Board of Australia (NMBA) site of the
Australian Health Practitioner Regulatory Agency (AHPRA) website at:

http://www.nursingmidwiferyboardov.au/

MN.13.4 Midwife Professional Indemnity Insurance

Under National Law, which governs the National Registration and Accreditation Scheme (NRAS), itis 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 Territory in which they were registered enacted National Law.

Further information about professional @rdnity insurance for midwives can be found at:

http://www.health.gov.au/internet/main/publishing.nsf/Content/Maternity+Services+R&&e\vPIMI

MN.13.5 Collaborative Arrangements

To provide Medicare rebatble services an eligible midwife must have a collaborative arrangement in place that
must provide for consultation, referral or transfer of care as clinical needs dictate, to ensurgtsgiealty

maternity care.

Under the legislation a collaborative arrangement can be with the following "specified” medical practitioners:

1. an obstetrician;

2. amedical practitioner who provides obstetric services; or

3. amedical practitioner employed or engaggdch hospital authority and authorised by the hospital authority
to participate in a collaborative arrangement.

The types of practitioners listed 1) and 2) are defined in the Regulations as "obstetric specified medical
practitioners".

Collaborative arrargment 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 an entity that
employs or engages 1 or more obstetric specified medical practitioners; or
ii. has an agreemg 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 referral in writing to the midwife for midwifery 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 specified medical practitioner
i. an arrangement requires that the eligible midwife must record the folidwithe 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 patient's care (a named medical practitioner);
ii.  That the midwife has told the patient that the midwift e providing midwifery
services to the patient in collaboration with one or more specified medical practitioners;
iii. Acknowledgement by a named medical practitioner that the practitioner will be
collaborating in the patient's care;
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iv.  Plans for the circumst&es 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 practitioner;
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
medical practitioner about the patient's care;

ii.  Any referral of the patient by the midwife to a spmdfmedical 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 the hospital booking letter for the patient to a named
medical practitioner acknowledgement thétte 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 medical practitionesicknowledgement that the named medical
practitioner has received the copy;

vi. If the midwife requests diagnostic imaging or pathology services for the patiben
the midwife gives the results of the services to a named medical practitioner

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 midwifery services after successfully completing a formal process to
assess the midwife's competengerformance and professional suitability; and
ii.  given clinical privileges for a defined scope of clinical practice for the hospital; and
iii. permitted to provide midwifery care to his or her own patients at the hospital.

The legislation requires that collabtive 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 or having a written agreement with an entity
An entity may refer to, for example, a community hea#thtre 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 written agreement with an entity that also employs or engages 1 or more obstetric specifiéd medic
practitioners.
The terms employ or engage covers both employees and contractors. This will cover an eligible midwife
who is employed or engaged by a medical practice so long as that medical practice employs or engages at
least one obstetrician or medigractitioner 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 patrticipating midwife's patient will be able to access the MBS and PBS if a patient has beed nefer
writing to the midwife by a specified medical practitioner. The arrangement must provide for consultation,
referral and transfer of care should the clinical need arise.

c. Written agreement with a medical practitioner
A participating midwife's patienill 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 agreement must be signed
by the nurse practitioner and doctor. The arrangement must provide for ciomsuteferral and transfer of
care.

d. Arrangement with, acknowledged by a medical practitioner
Evidence of 'acknowledgement' by an obstetrician/GP obstetrician for each woman for whom the midwife
provides care is a requirement to ensure that the medicditiorzer being named understands and accepts
the collaborative arrangement.
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The acknowledgement does not have to be obtained on an individual patient basis. This means that, for
example, a midwife could obtain an acknowledgement from a specified mpdicttioner that he or she
will be the collaborating medical practitioner for some or all of the midwife's patients. Arrangements to
collaborate could be obtained in a number of ways including signing of documents, email or fax
confirmation, or verbal aclowledgement which the midwife documents in their written records.
The midwife is required to record in written records communications in regard to consultations, referral and
transfer of the woman's care with the medical practitioner, including infamttat 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 medical practitioner and to record in the midwife's written records when this
occurs (however, #re is no requirement that the midwife consult with a medical practitioner in relation to
every test result). The purpose of sharing records with the collaborating medical 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 successfully 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 defined scope of clinical practice at the hospital and
be eligible to treat his or her own patieatshe hospital. The hospital must employ or engage at least one
obstetric specified medical practitioner. It is expected that the hospital will have a formal written agreement
with such midwives, addressing consultation, referral and transfer of daxgnteclinical guidelines and
locally determined policies.

MN.13.6 Provider Numbers
To access the Medicare arrangements, eligible midwives will need to apply to the Department of Human Services
for a provider number. A separate provider number is redjfimeeach location at which a midwife practices.

Advice about registering with the Department of Human Services to provide midwifery services using items 82100
to 82140 inclusive, is available from the Department of Human Services provider inquirg 32 d.50.

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 servicesiidentified 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 for each service is listed in the item description.

There are two levels of benefit payable for midwifeeyvices:

75% of the Schedule fee for midwifery services rendered to privately insured patients as part of an episode of
hospital treatment (other than for public patients); or

85% of the Schedule fee for antenatal and postnatal services rendereehtinitted 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 foraftppocket costs for otf-hogital services through the
"original" and "extended" Medicare safety nets:

- the original safety net provides that once the threshold is met, the Medicare benefit increases to 100 per cent
of the Schedule fee. The threshold in 2021 is $481120; a
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- under the Extended Medicare Safety Net (EMSN), once certain thresholds are met, Medicare reimburses 80
per cent of the owubf-pocket costsHowever, where the item has an EMSN benefit cap, there is a maximum limit
on the EMSN benefit thatill be paid for that item.

In 2021, the annual EMSN threshold for concession cardholders and people who receive Family Tax Benefits (Part
A) is $697.00.For all other singles and families the annual threshold is $2,18%88se 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 under the EM$BNs is in line with obstetric services
which are also subject to a safety net cape caps that apply to midwifery services are outlined below:

Item |Maximum increase ($)
8210021.70
8210516.30
8211(021.70
8211554.10
8213(016.30
8213521.70
8214(016.30

MN.13.10 Where Medicare Benefits are not payable
Medicare benefits are navailable:

a. for services listed in the MBS, where the service renderechdbeeet the item description and associated
requirements;

b. where the midwifery service it personally performed by the participating midwife;

c. for MBS services that atene based, the inclusion of any time period in the consultation pevibeés the
patient isnotreceiving active attention e.ghe time the provider may take to travel to the patient's home or where
the patient is resting between blood pressure rgapand

d. services provided where the patient is not in attendance, such as the issuing of repeat prescriptions;
e. for telephone attendances;

f. group sessions; and

g. The issuing of repeat prescriptioins, updating patient notes or telephone consultation

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 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 Commonwealth, state or a local governing body.

MN.13.11 Billing of Patient
Where the practitioner bills the patidot medical services rendered, the patient needs a properly itemised
account/receipt to enable a claim to be made for Medicare benefits.
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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 respect of the service, the following particutars:

€) Patient's name;
(b) The date on which the pregsional service was rendered;
(c) 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 hospitahtrisgprovided 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 participatindemither actually rendered

the service; (where the participating midwife 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 any duplicates of accounts or
receipts should be clearly marked "duplicate" and should be issued only where the original has been loseésDuplicat
should not be issued as a routine system for "accounts rendered".

MN.13.12 Assignment of Benefits (Direct -Billing) Arrangements

Under the Health Insurance Act the Assignment of Benefit (dbilirig) facility for professional services is
available taall 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 relevadidare benefit
as full payment for the service. Additional charges for that service (irrespective of the purpose or title of the charge)
cannot be raised against the patient. Under these arrangements:

- The patient's Medicare card number must be quatell airectbill forms 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 Indatance

- The practitioner must include the particulars relating to the professional service out on the assignment 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 signst.

- Where a patient is unable to sign the assignment form the signature of the patient's parent, guardian or other
responsible person (other than the practitioner, practitioner's staff, hospital proprietor, hospital staff, residential aged
care facilityproprietor or residential aged care facility staff) is acceptable. The reason the patient is unable to sign
should also be stated.

The administration of the direbilling arrangements under Medicare as well as the payment of Medicare benefits
on patientlaims is the responsibility dhe Department of Human ServicesAny enquiries in regard to these
matters should therefore be directed to Medicare offices or 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 Human Services. Note that these forms are
approved forms under the Health Insurance Act, and no other forms caad®assign benefits without the
approval of the Department of Human Services. Further information abouthlitiegt stationary can be obtained

by telephonindl32150
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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 the-Hillewg (assignment of
benefit) arrangements. This means that Medicare benefits are not payable for any service where the service was
rendered more than two years earfean the date the claim was lodged with Medicare.

Provision exists whereby 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 centieht@sgigned claims are
directed.

MN.13.15 Overview of the Maternity Items

Antenatal, intrapartum and postnatal care provided by participating midwives are covered by MBS items 82100,
82105, 82110, 82115, 82120, 82125, 82130, 82135, 8ZIHEse items ager nine specific types of service that
allow the participating midwife to:

- undertake an initial antenatal attendance of more than 40 minutes duration (item 82100)
- 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);

- make an assessment of and prepare a maternity care plan for a woman across a pregnancy that has progressed
beyond 20 weeks (item 82115);

- undertake management of a confinenfenup 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 attendanceupfto 40 minutes duration (item 82130);

- provide long postnatattendance of at least 40 minutes duration (item 82135); and

- provide a comprehensive postnatal check to a woman six weeks after the birth of her baby (item 82140).
MN.13.16 Maternity Services Attracting Medicare Rebates

Medicare Benefits are only payalfor clinically relevant service€linically relevantin relation to midwifery care

means a service generally accepted by the midwifery profession as necessary to the appropriate treatment of the
patient's clinical condition.

Medicare benefits are onpayable where the participating midwife provides care to not more than one patient on
the one occasion.

Antenatal Care
Eligible maternity care plan service

There is one MBS item available for eligible midwife practitioners to undertake a comprehessisenaent 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 progressed beyond 20 weeks. It is expected that the care plan would be agreed with the woman and detail
such thing as agreed expectation, health problems and care needs and appropriate referrals, medication and
diagnostic tests.

Number of services
Only one (1) midwifery care plan is payable in any pregnancy.

Antenatal Attendances
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Medicare benefits are payable #n antenatal service where a midwife provides a clinically relevant service in
respect of a miscarriage. Medicare benefits are not payable for an antenatal attendance associated with the
confinement. The confinement items 82120 and 82125 include atliatesbattendances.

Any clinically relevant indication that requires an antenatal attendance by a midwife on an admitted patient in
hospital, but that is not associated with the confinement, will attract a Medicare benefit.

Number of services
Only one () initial antenatal attendance under item 82100 is payable in any pregnancy.

There is no limit attached to long and short antenatal attendances by a participating midwife. However, only
clinically relevant attendances should be itemised under Medicdreeavices provided by participating midwives
will be subject to Medicare Audit and Professional Review Processes.

Management of Confinement

The MBS includes 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.

Medicare benefits are payable under items 82120 and 82125 whether or not the participating umidevibikes the
delivery i.e. including where the woman's care is escalated to an obstetrician during labour or for the delivery.

Medicare benefits are only payable where the service is provided to a woman who is an admitted patient of a
hospital, incluéhg a hospital birthing centre. For Medicare benefit purposes a confinement is taken to commence
when the participating midwife attends a patient that is in labour and who has been admitted to the hospital for
confinement and delivery The time period foese items is the period for which the midwife is in exclusive and
continuous attendance on the woman for labour, and delivery where performed.

Medicare benefits are only payable for management of confinement where the participating midwife undeetaking th
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 these items be claimed routinely by midwives who do not intend to undertake the delivery i.e
where themidwife has arranged beforehand for a medical practitioner to undertake the delivery. Where the midwife
does not undertake the delivery it is because:

- care was 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 transferred from the 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 transferred from the first midwife to another participating midwlifese
circumstances, both midwes 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 antenatal attendance items for postnatal care in the first 6 weeks post delivery the
MBS provides for & week postnatal check, after which the woman would be referred back to her usual GP.
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Number of services
Only one (1) postnatal check by a participating midwife is payable in any pregnancy.

There is no limit attached to long and short postnatal atteedaby 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 Gove rning 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 magdzkipran
appropriate setting that includes but is not limited to: the woman's home, a midwifery group practice, a midwife
practitioner's rooms or a medical practice.

MN.13.18 Referral Requirements
A participating midwife will be able to refer womengpecialist obstetricians and paediatricians as clinical services
dictate.

This measure does not include referral by a midwife for allied health care. If a participating midwife refers a patient
to an allied health practitioner, no benefits would be playfaiv that service.

Medicare benefits are not payable specifically for services provided by a lactation consultant at this time. Medicare
benefits would be payable for 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 pregnancy in that period, a new referral will be required.

A new pregnancy represents a hew episufd=are.

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. The referral must contain any information relevant to the patient and the specialist
must hae received the referral on or prior to providing a specialist consultation.

If a specialist provides a consultation without a referral, the specialist's consultation would not attract Medicare
benefits at the specialist rate.

There are exemptions fromistrequirement in an emergency if the specialist considers the patient's condition
requires immediate attention without a referral. In that situation, the specialist is taken to be the referring
practitioner.

If a referral is lost, stolen or destroyede timidwife 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 hospital a letter or note is not required. The referring midwife
would make a notation in theoman'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 16527 and 16528.
The midwife would make a signed notation in the woman's clinicardepproving the transfer of care.

A referral is not required to refer the woman back to her GP after the 6 week postnatal Peeiadidwife would

provide a discharge summary to the GP outlining her maternity history and any relevant clinicahissiesould
also be recorded on the patient's notes.
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MN.13.19 Requesting Requirements
Pathology Services

Determination of Necessity of Service

The participating midwife requesting a pathology service for a woman must determine that the pathologyservice i
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, confirmed in writing within fourteen days).

Pathology Services approved for participiting midwives

FBC (item 65070) vaginal /anal swab/GB$69312)*
varicella 69384- 69401 (antibody test)
parvo virus 69384 69401

Hb (item 65060) rubella titre

syphilis

Hep B/C- items 69405, 69408, 69411, 69413 or
69415

HIV

Group and antibodies ( iten®5090, 65093, 65096 ) Serum Bilirubin (SBR); 66500
glucose load (items 66545, 66548)

Downs Syndrome/ Spina Bifida (items 66743, 66750,

Direct Coombs; 65114

66751)

eye swab (69303) Blood glucose level (item 66500)

skin swab (69306) Cord PH and gasesmb(O2 and CO2) (Iltem 66566
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 screeningtems 73070, 73071, 73075, 73076) |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 the diagnostic
imaging service is necessary for the appropriate profegsi@re 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. Howevesiglign 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 requestedhis includes, where relevant, noting on the requestlthieal indication(s) for the
requested serviceThe provision of additional relevant clinical information can often assist the service provider, and
enhance the overall service provided to the patient.
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It is not necessary that a written request foragostic 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 may be used to order a number of diagnostic imaging serviceseHaleervices 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 (ite56718)
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 by privately practising participating
nurse practitioners in collabation with other health care providemarticipating nurse practitioners can also

request certain pathology and diagnostic imaging services for their patients and refer patients to specialist, as the
clinical need arisesThe nurse practitioner servictgat 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.

MN.14.2 Eligible Nurse Practitioners

Under the legislation, to be an eligilsiarse 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
the appropriate qualifications and experience to meet the edgiststandard 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 professiameuding nurse practitionerg\dditional

information is available at the Australian Health Practitioners Regulation Agency (AHPRA) website at:
http://www.ahpra.gov.au/index.php

MN.14.3 Provider Numb ers

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 each location at which a nurse
practitioner practices.

Advice aout 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 inquiry line on 132 150.

Medicare provider application formsrfaurse practitioners can be downloaded ftbmDepartment of Human
Services' website.

MN.14.4 Participating Nurse Practitioners

To provide services under Medicare, the legislation requires thata 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 services in a collaborative arrangement or collaborative arrangéiments 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 in place with a medical practitioner/s to consult,
refer or transfecare as clinical needs dictate, to ensure safe, high quality maternitylrater Medicare a

collaborative arrangement can be with any medical practitioner.

Collaborative arrangement can be established in the following ways:
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a) being employear 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 to the nurse practitioner for treatment from a specifiedimedi
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 specified medical practitioners. This includes
keeping comprehens 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 legislation requires that collaborative arrangements mustflade 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 needed; it is not possible for the nurse practitioner to lnflabarative arrangement
with an entity such as a health service.

a) Being employed or engaged by a medical practice or an entity

An entity may refer to a hospital or community health cenfiie: 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 engage covers both employees and contraldiegsvill cover areligible 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 specified medical practitioner employed or engaged bwtleaemntime the nurse
practitioner renders a service/performs treatmetdwever, 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) Referrd 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 medical practitiombe arrangement must provide for sahiation,
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 and PBS if the nurse practitioner has a written
agreement in plce with one or more doctor¥he agreement must be signed by the nurse practitioner and a doctor.
The arrangement must deal with consultation, referral and transfer to a doctor.

d) Arrangement 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 understands and accepts the collaborative
arrangement.

The acknowledgeent does not have to be obtained on an individual patient bEsis.means that, for example, a

nurse practitioner could obtain an acknowledgement from a specified medical practitioner that he or she will be the
collaborating medical practitioner for seror all of the nurse practitioner's patienfgrangements 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 wettends.

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, including information that has been forwarded
to the medicapractitioner. The nurse practitioner is also required to send a copy of all pathology and diagnostic

90



imaging results to a named medical practitioner and to record in the nurse practitioner's written records when this
occurs (however, there is no requirerthat 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
duplication of 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 written records.

MN.14.6 Schedule Fees and Medicare Benefits

Each nurse practitioner service is identified in the MBS by an item nuriilherfee set for any item in the MBS is
known as the "Schedule feeThe Schedule fee and Medicare benefit for each service is listed in the item
description. The Medicare bendffor nurse practitioner services rendered to-admitted patients is 85% of the
Schedule fee.

MN.14.7 Where Medicare Benefits are not payable
Medicare benefits are not available:

a. where the service rendered does not meet the item descaptiomssociated requirements;
b. where the nurse practitioner service is not personally performed by the participating nurse practitioner;
C. for any time period in the consultation periods when the patient is not receiving active attentibe 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 attendance, such as the 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 are not payable for good or appliances associttetievservice, 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 Commonwealth, 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 Insurancé &ud 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, the following particulars:

(a) Patient's name;

(b) The date on which the professional service was rendered;

(c) An item number or a description of the professional service sufficient to identifyitdva that relates to

that service, including an indicatiorhere 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;
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(d) The name and practaddress 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 stsauld 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 should be clearly marked fdioate" and should be issued only where the original has beerDopticates
should not be issued as a routine system for "accounts rendered".

MN.14.9 Assignment of Benefits (Direct -Billing Arrangements

Under the Health Insurance Act the AssignmerBeniefit (direct billing) facility for professional services is
available to all persons in Australia who are eligible for benefit under the Medicare probhnaniacility is NOT
confined to pensioners or people in special need.

If a participating nurseractitioner direcbills, the participating nurse practitioner undertakes to accept the relevant
Medicare benefit as full payment for the serviéelditional charges for that service (irrespective of the purpose or
title of the charge) cannot be raiseghimst the patient.

Under these arrangements:

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 patient details to be imprinted from the Medicare card.
The foms 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 out on the assignment form
before the patient signs the form anduwreghat 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 the nursetitioner, nurse practitioner's staff, hospital proprietor, hospital staff,
residential aged care facility proprietor or residential aged care facility staff) is accefthbleeason the patient is
unable to sign should also be stated.

The administriaon 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 Seruiggsenquiries in regard to these matters
should therefore be directed to Mediaffices 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 Human Service$his stationary is available from the Depagtmhof Human ServicedNote 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 Serviéasther information about diretilling stationay 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 Medicare under the direct 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.
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Provision exists whereby in certain circumstances (e.g. hardship cases)ntsteMnay 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 Practitioner items

Services provided by participating nurse pitaaners 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:

professional attendance for an obvious problem, straight forwaratime, with limited examination and
management required (82200)

professional attendance for a patient presenting with clinical signs and symptoms with an easily identifiable
underlying cause following a short consultation lasting less than 20 minugg®duitem 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 20 minutes duration (item 82210);

professional attendancerfa 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 rebate s

Medicare Benefits are only payable for clinically relevant servi@mically relevant in relation to nurse

practitioner care means a service generally accepted by the nursing profession as necessary to the appropriate
treatment of the patient's claal 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 uder 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 npiraetitioner group practice, a nurse practitioner's rooms or a
medical practice.

MN.14.15 Referral requirements
A patrticipating nurse practitioner will be able to refer private patients to a specialist and consultant physician as
clinical services dictat

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 would be payable for that service provided by
the allied healtlprofessional.

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 destroyed, the nurse practitioner would need to provitecamemt referral as soon
as is practicable after the service is provided.
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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 nurse practitiong@ihe referral mat 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 in an emergency if the specialist considers thequatittb's
requires immediate attention without a referral 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 pettioner 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 treating practitioner and the request must be in
writing (or, if oral, confirmed in writing within fourteen days).

Pathology Services approved for participating nurse practitioners

Nurse practitioners may request MBS pathology items 6508810 (inclusive).Requesting pathology services
must be within the nge 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 Necesty 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 care of the patient.

Request for Service

The servie 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 contain sufficient
information, in terms that are gerally 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 provision of additional relevant clinical informatioan 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 particular provider or
that, if the request is addressed taadtipular 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 rendered within seven days after renderingt therVice.

Ultrasound:
Subgroup 1: General Ultrasound

MBS item: 55036 (abdomen)
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MBS items: 55070, 55076 (breast)
Subgroup 4: Urological

MBS item: 55600 (prostate)
Subgroup 5:0bstetric 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 examination of the extremities
MBS items: 57509, 57515, 57521

subgroup 6: Radiographic examination of the thoracic region
MBS items: 58503 58527 (inclusive)

MN.15.1 Brain Stem Evoked Response Audiometry - (Item 82300)
Item 82300 can be claimed for the programming ofchlar speech processor.

MN.15.2 Non-Determinate Audiometry - (Item 82306)
This refers to audiometry covering those services, one or more, referred to in Item8383383%vhen not
performed under the conditions set out in paragraph M15.3.

MN.15.3 Condit ions 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:

€)) in conditions that allow the establishmeftieterminate thresholds;

(b) in a sound attenuated environment with background noise conditions that comply with Australian Standard
AS/NZS 1269.2005; and

(c) using calibrated equipment that complies with Australian Standard AS IEG 8852002,

ASIEC60645.22002 and AS IEC 60645:2002.

MN.15.4 Oto-Acoustic Emission Audiometry - (Item 82332)
Medicare benefits are not payable under Item 82332 for routine screening of infants. The equipment used to provide
this service must be capablidisplaying 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 available through MBS items 82300 to 82332 amabigble audiologist to
perform diagnostic tests upon written request from an Ear, Nose and Throat (ENT) specialist (a specialist in the
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specialty of otolaryngology head and neck surgery); or for some services, a written 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 ear disease or related disoftiersew diagastic 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 benefits are payable only under the follgwgmcumstances:

- 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 82332, the written request must be made by iteghigactitioner 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 must contain:
(a) the date of the request; and

(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 description of the service which provides sufficiefdrimation 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 mbwntone diagnostic audiology service making up a single
audiological assessment, but cannot be for more than one audiological asse$$isentans that for Medicare
benefits to be payable, any-egaluation of the patient should be made at the disarefithe ENT specialist or
neurologist through a separate request.

Audiologists do not have the discretion to s#gtermine diagnostic tests under items 82300 to 82B22written

request is incomplete or requires clarification, the audiologist sloomidct 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 or neurologist to discuss the need anguiéstiege

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 from the date the service was rendered
(for Medicae auditing purposes)A copy of the written request i®t 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 ites (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, audiologists 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 'Fellow Audiologist' of the Australian Colkegf Audiology (ACAud).
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Registering with the Department of Human Services

Provider registration forms may be obtained from Medicare on 132 15@wnahumanservices.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 audiologist provides diagnostic audiologyisefs 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 neurologistis recommended that these bevpded within 7 days of the date the
service was performed.

Out-of-pocket expenses and Medicare Safety Net

Audiologists can determine their own fees for the professional ser@isarges in excess of the Medicare benefit
are the responsibility of the patit. However, 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 Commonwealth or state funded services or
provided to an adrtted patient of a hospitaHowever, 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 health clinic, items 82300 to 82332 cadldiened for services provided by audiologists salaried by, or
contracted to, the service or health clinfl requirements of the relevant item must be met, including registration

of the audiologist with the Department of Human Serviddsdicare servies 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 Medicare or their private health insurance anoifaryo pay for these
services.Patients cannot use their private health insurance ancillary cover to 'top up' the Medicare rebate paid for
the services.

MN.16.1 Eating Disorders General Explanatory Notes
Eating Disorders General Explanatory Notes (itera 8235082383)

This note provides a general overview of the full range of 1 November 2019 eating disorders items and supporting
information more specifically on the on the CategoiyMiscellaneous Services: Group MLéating disorders
services (8235@2383).

It includes an overview of the items, model of care, patient eligibility, and inks to other guidance and resources.
Overview
All 1 November 2019 Eating Disorders new items:

The Eating Disorders items define services for which Medicare rebatesyatdepahere service providers

undertake assessment and management of patients with a diagnosis of anorexia nervosa and patients with other
specified eating disorder diagnoses who meet the eligibility criterid (sagent eligibility). It is expected théhere

will be a multidisciplinary approach to patient management through these items.
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The items mean eligible patients are able to receive a Medicare rebate for development of an eating disorders
treatment plan by a medical practitioner in general pra¢tsroup A36, subgroup 1), psychiatry or paediatrics

(Group A36, subgroup 2). Patients with an eating disorders treatment and management plan (EDP) will be eligible
for comprehensive treatment and management services for a 12 month period, including:

1 Up to 20 dietetic services under items 10954, 82350 and 82351.

1 Up to 40 eating disorder psychological treatment services (EDPT service).

1 Review and ongoing management services to ensure that the patient accesses the appropriate level of
intervention (Group 86, subgroup 3).

An EDPT service includes mental health treatment services which are provided by an allied health professional or a

medical practitioner in general practice with appropriate mental health training. These treatment services include:

f Medicak e mental health treatment services currently
Psychiatrists, Psychologists and Gener al Practit
o This includes medical practitioner items 2721, 2723, 22237, 283, 285, 286, 287, 371, 372;

and
0 This includes allied health items in Groups M6 and M7 of Category 8; and
1 new items for EDPT services provided by suitably trained medical practitioners in general practice (items
90271, 90272, 90273, 90274, 90275296, 90277, 90278, 90279, 90280, 90281, 90282)
1 new items for EDPT services provided by eligible clinical psychologists (items &2389), eligible
psychologists (items 823682367), eligible occupational therapists (items 8288875) and eligible
socialworkers (items 8237#82383)

For any particular patient, an eating disorder treatment and management plan expires at the end of a 12 month
period following provision of that service. After that period, a patient will require a new EDP to continue agcessi
EDPT services.

Patient Eligibility

The eating disorder items are available to eligible patients in the community. These items do not apply to services
provided to admitted (#mospital) patients.

The referring practitioner is responsible for determinthat a patient is eligible for an EDP and therefore EDPT
and dietetic services.

O0El igible patienté defines the group of patients who

cohorts of eligible patients.

1. Patients with a clinical diagrisis of anorexia nervosa; or
2. Patients who meet the eligibility criteria (below), and have a clinical diagnosis of any of the following
conditions:
i. bulimia nervosa;
ii.  bingeeating disorder;
iii. other specified feeding or eating disorder.

The eligibility criterig for a patient, is:

a. a person who has been assessed as having an Eating Disorder Examination Questionnaire score of 3 or
more; and

b. the condition is characterised by rapid weight loss, or frequent binge eating or inappropriate compensatory
behaviour as mafasted by 3 or more occurrences per week; and

c. a person who has at least two of the following indicators:
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i. clinically underweight with a body weight less than 85% of expected weight where weight loss is
directly attributable to the eating disorder;
ii.  currentor high risk of medical complications due to eating disorder behaviours and symptoms;
iii. serious comorbid medical or psychological conditions significantly impacting on medical or
psychological health status with impacts on function;
iv. the person has been adi®d to a hospital for an eating disorder in the previous 12 months;
v. inadequate treatment response to evidence based eating disorder treatment over the past six
months despite active and consistent participation.

The Eating Disorders Items Stepped Model o€are

The eating disorder items incorporate a Ostepped model
disorders that comprise:

1 assessment and treatment planning

1 provision of and/or referral for appropriate evidence based eating disordéicspeatment services by
allied mental health professionals and provision of services by dietitians

1 review and ongoing management items to ensure that the patient accesses the appropriate level of
intervention.

The Stepped Model
0 S T E PPLANNING (trigger eating disorders pathway) 9028?57 and 902600263

An eligible patient receives an eating disorder plan (EDP) developed by a medical practitioner in general practice
(items 9025600257), psychiatry (items 902@0262) or paediatrics (items 90260263).

0 ST E PCGVMMENCE INITIAL COURSE OF TREATMENT (psychological & dietetic services)

Once an eligible patient has an EDP in place, the 12 month period commences, and the patient is eligible for an
initial course of treatment up to 20 dietetic sersiaad 10 eating disorder psychological treatment (EDPT) services.
A patient will be eligible for an additional 30 EDPT services in the 12 month period, subject to reviews from
medical practitioners to determine appropriate intensity of treatment.

6 ST E P CGNIINUE ON INITIAL COURSE OF TREATMENT 902680269 (managing practitioner review
and progress up to 20 EDPT services)

It is expected that the managing practitioner will be reviewing the patient on a regular, ongoing and as required

basis. However, a fiant must have a review of the EDP (90260 26 9) , t o assess the patien
EDP or wupdate the EDP, before they can access more tha
The first review should be provided by the patishs managi ng practitioner, where pc

OSTEP 486 FORMAL SPECI ALI ST AND P®Re@9Ccontinnie beydritiRO BOETVI EW 90 2 |
services)

A patient must have two additional reviews before they can access more than 20 EDPT services. One review (the
60sedoreviewd) must be performed by a medical practitio
managing practitioner), and the other (the O6third revi
psychiatrist (90266 or 90268). Sholldth recommend the patient requires more intensive treatment, the patient

would be able to access an additional 10 EDPT services in the 12 month period. These reviews are required to

determine that the patient has not responded to treatment at theritamsity levels.

The patientds managing practitioner should be provided

The specialist review by the psychiatrist or paediatrician can occur at any point before 20 EDPT services. The
practitioner should refer the patiefor specialist review as early in the treatment process as appropriate. If the
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practitioner is of the opinion that the patient should receive more than 20 EDPT services, the referral should occur at
the first practitioner review (after the first courddreatment) if it has not been initiated earlier.

Practitioners should be aware that the specialist review can be provided via telehealth (90268 and 90269). Where
appropriate, provision has been made for practitioner participation on the featitof he telehealth consultation.

It is expected that the managing practitioner will be reviewing the patient on a regular, ongoing and as required
basis. However, a patient must have a review of the EDP (9262 6 9) , t o assess the patien
EDP or update the EDP, before they can access the next course of treatment.

06STEP 56 ACCESS TO MAXI MUM | NTEM®69Tcontié&beyoRIBAEDMMIENT 902 6
services)

To access more than 30 EDPT treatment services in the 12 month period, pediestsiiaed to have an additional

review (the O6fourth reviewd) to ensure the highest int
patient could access the maximum of 40 EDPT treatment services in a 12 month period. The fourth reldeve sho
provided by the patientds managing practitioner, where

An Integrated Team Approach

A patientds family and/or carers should be involved in
The family can be involved in care optidinsoughout the diagnosis and assessment, and are usually the support unit
that help to bridge the gap between initial diagnosis and eating disorder specific treatment.

The National Standards for the safe treatment of eating disorders specify-distigtinary treatment approach

that provides coordinated psychological, physical, behavioural, nutritional and functional care to address all aspects
of eating disorders. People with eating disorders require integrategbinfessional treatment that is albbbework

within a framework of shared goals, care plans and client and family information. Frequent communication is
required between treatment providers to prevent deterioration in physical and mental health (RANZCP Clinical
Guidelines: Hay et al., 20143onsider regular case conferencing to ensure that the contributing team members are
able to work within a shared care plan and with client and carers to achieve best outcomes.

Clinical guidelines and other resources
Eating Disorders Training

It is expectd that allied health professionals who are providing services under these items have appropriate training,
skills and experience in treatment of patients with eating disorders antheeettional workforce core

competenciefor the safe and effective identification of and response to eating disorders more information available
at National Eating Disorders Collaboration

Training Services

Allied health professionals shioucontact their professional organisation to identify education and training which
may assist to practitioners to gain the skills and knowledge to provide services under these items.

The following organisations provide training which may assist practit®oto meet the workforce competency
standards:

9 The Australia and New Zealand Academy of eating disorders (ANZARR}ional
1 InsideOut Institute National

9 The Victorian Centre of Excellence in Eating Disorders (CEEDC

1 Queensland Eating Disorder Sieer (QUEDS) QLD

1 Statewide Eating Disorder Service (SEDSA

1 WA Eating Disorders Outreach & Consultation Service (WAEDOCS)A
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This list is not exhaustive, but has been included to provide examples on the types of training available which may
assist pactitioners to upskill in this area.

MN.16.2 Eating Disorders Dietetic Tratment Services
Eating Disorders Dietetic Treatment Services (82350 and 82351)

This note provides information on the CategoilyMiscellaneous Services: Group ML&ubgroup 1823506
82351) and should be read in conjunction with MN.16.1 Eating Disorders General Explanatory Notes.

Eating Disorder Dietetic Treatment Services Overview

Provision of eating disorder dietetic services by a suitably trained Dietitian (82350 and 823t patients with

anorexia nervosa and other patients with complex presentations of diagnosed eating disorders who meet the
eligibility requirements and would benefit from a structured approach to the management of their treatment needs in
the communitysetting.

A patient with an EDP plan can access up to 20 dietetic services under items 10954, 82350 and 82351 in a 12 Month
Period. For any particular patient, an eating disorder treatment and management plan expires at the end of a 12
month period followng provision of that service. After that period, a patient will require a new EDP to continue
accessing eating disorders dietetic services.

Provider Eligibility

In order to provide eating disorder dietetic services, Dietitians must be an 'AccreditésirRy&ietitian' as
recognised by the Dietitians Association of Australia (DAA).

Checking patient eligibility for services
Note: The 12 month period commences from the date of the EDP.

Patients seeking rebates for eating disorders dietetic servicesawadtdd an Eating Disorder Treatment Plan

(EDP) 9025890257 or 9026®0263 in the previous 12 Months. The plan must require that the patient needs dietetic
services for treatment of their eating disorder, and the patient must be provided with a refaoed$s to the

dietetic health services.

If the EDP service has not yet been claimed, the Department of Human Services will not be aware of the patient's
eligibility. In this case the allied health professional should, with the patient's permissiomt tomtaractitioner
who developed the plan to ensure the relevant service has been provided to the patient.

Support:

If there is any doubt about whether a patient has had a claim for an eating disorder service, health professionals can
access the Health éfessionals Online System (HPOS). HPOS is a fast and secure way for health professionals and
administrators to check if a patient is eligible for a Medicare benefit for a specific item on the date of the proposed
service. However, this system will only weh advice that the service/item is payable or not payable.

Patients can also access their own claiming history with a My Health Record or by establishing a Medicare online
account through myGov or the Express Plus Medicare mobile app.

Alternatively, healh professionals can call the Department of Human Services on 132 150 to check this information,
while patients can seek clarification by calling 132 011.

101



Additional Claiming Information (general conditions and limitations)
Reporting Back

After each coursef treatment, the relevant dietitian is required to provide the referring medical practitioner with a
written report on assessments carried out, treatment provided and recommendations for future management of the
patientds condi t iimdafter fhenfirsisservice,moclintcallyrequiredsfollowang) subsequent
services and after the final service.

This reporting wild/l inform the managing practitioner©oés
patientds pmsegrreatnent.and r espo

Written reports should include, at a minimum:

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

1 future management of the patient's condition or problem.
The report to the Practitioner istube kept for 2 years from the date of service.
Where appropriate, it is expected that the report wild/l
(with the patientds agreement) .
MN.16.3 Eating Disorders Psychological Treatment (ED  PT) Services
Eating Disorders Psychological Treatment (EDPT) services (823%2383)

This note provides information on the CategoiiyMiscellaneous Services: Group Mil&ubgroups 5 (82352
82383) and should be read in conjunction with MN.16.1 Eatimgpiders General Explanatory Notes

For the purpose of this note Allied mental health professional is the generic term used to describe providers eligible
to provider services under these items, including; clinical psychologists, registered psycholdgjlsts aekredited
mental health social workers and eligible occupational therapists.

Eating Disorder Psychological Treatment (EDPT) Services Overview

Provision of EDPT services by a suitably trained Allied mental health professional {82383) are for gtients

with anorexia nervosa and other patients with complex presentations of diagnosed eating disorders who meet the
eligibility requirements and would benefit from a structured approach to the management of their treatment needs in
the community setting

There are 24 items for the provision of eating disorder specific evidence based psychological treatment services by
eligible allied mental health professionals:

1 clinical psychologists (item 823522359)

9 registered psychologists (item 82382367)

9 occupaibnal therapists (823682375)

9 accredited mental health social workers (items 82R7883)

Psychological Treatment Service

Patients seeking rebates for EDPT services must have had an EDP9823500r 90260263 in the previous 12
Months.

An O6eadricdgr dpsychol ogical treatment serviceb6é (EDPT) is
Explanatory Note. For any particular patient, an eating disorder treatment and management plan expires at the end of
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a 12 month period following provision dfdt service. After that period, a patient will require a new EDP to
continue accessing EDPT services.

Rendering an EDPT item
Who can provide the service

In order to provide EDPT services, the allied mental health professional must be recognised byrthecbiept
Human Services as eligible to provide focussed psychological strategies (FPS) services under the Better Access to
Mental Health items (see Provider Eligibility for more information).

What is Involved in an EDPT service

The eating disorderitemisn c or por ate a O0stepped model &6 for best pract
disorders. Under the Eating Disorders Iltems Stepped Model of Care a course of treatment is defined as 10 eating
disorder psychological treatment (EDPT) services. kdgired that a patient must have a review (an EDR item in

subgroup 3 of A36) after each course of treatment (see MN.16.1 Eating Disorders General Explanatory Notes).

A range of acceptable treatments has been approved for use by practitioners in tkisltexpected that
professionals will have the relevant education and training to deliver these services. The approved treatments are:

9 Family Based Treatment for Eating Disorders (E@®luding whole family, Parent Based Therapy, parent
only or sepeated therapy)

9 Adolescent Focused Therapy for EDs

1 Cognitive Behavioural Therapy (CBT) for EDs (CED)

1 CBT-Anorexia Nervosa (AN) (CBFAN)

1 CBT for Bulimia Nervosa (BN) and Bingeating Disorder (BED) (CB-BN and CBFBED)

1 Specialist Supportive Clinical Manament (SSCM) for EDs

9 Maudsley Model of Anorexia Treatment in Adults (MANTRA)

1 Interpersonal Therapy (IPT) for BN, BED

9 Dialectical Behavioural Therapy (DBT) for BN, BED

9 Focal psychodynamic therapy for EDs

After each course of treatment, the relevant altiehtal health professional is required to provide the referring

medical practitioner with a written report on assessments carried out, treatment provided and recommendations for
future management of the pati enrthéfirstsewicedas dlinicallgrequifeth i s r e p
following subsequent services and after the final service.

This reporting will inform the managing practitioner6s
patientds progreatment. and response to tr

Written reports should include, at a minimum:

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

The report to the Practitioner must be kigp 2 years from the date of service.

Where appropriate, it is expected that the report wil/|
(with the patientb6s agreement).

Checking patient eligibility for services

Note: The 12 monthepiod commences from the date of the EDP.
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Patients seeking rebates for EDPT services must have had an EDP9823500r 902680263 in the previous 12
Months. The plan must require that the patient needs mental health services for treatment of thdiseadsr,
and the patient must be provided with a referral for access to the allied health services.

If the EDP service has not yet been claimed, the Department of Human Services will not be aware of the patient's
eligibility. In this case the allied hita professional should, with the patient's permission, contact the practitioner
who developed the plan to ensure the relevant service has been provided to the patient.

Support:

If there is any doubt about whether a patient has had a claim for an eatimdgdiservice, health professionals can

access the Health Professionals Online System (HPOS). HPOS is a fast and secure way for health professionals and
administrators to check if a patient is eligible for a Medicare benefit for a specific item onelud thett proposed

service. However, this system will only return advice that the service/item is payable or not payable.

Patients can also access their own claiming history with a My Health Record or by establishing a Medicare online
account through myGoar the Express Plus Medicare mobile app.

Alternatively, health professionals can call the Department of Human Services on 132 150 to check this information,
while patients can seek clarification by calling 132 011.

Provider Eligibility

Advice about registing with the Department of Human Services to provide focussed psychological strategies
allied mental health services is available from the Department of Human Services provider inquiry line on 132 150.

Eligible clinical psychologist MN.6.4 - Clinical Psychologist Professional Eligibility

Eligible allied health professionals

A person is an allied health professional in relatioth&provision of Better Access to Mental Health items 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 Berritory in which the service 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 ment al heal th set
Stadar ds for Ment al Heal th Social Workers 201406 as i

c. the person:

i. is an occupational therapist who is registered with the Australian Health Practitioners Regulatory
Agency as a person who can provide that kind of service undapgtieable law in force in the
State or Territory in which the service is provided; and
ii. is accredited by Occupational Therapy Australia as:
A having a minimum of two years experience in mental health; and
A having undertaken to observe the standards sehdi¢ idocument published by
Occupational Therapy Australia's 'Australian Competency Standards for Occupational
Therapists in Mental Health' as in force on 1 November 2006; and
Ahaving undertaken to observe the a@idn@ndar d
Therapy Competency Standardsé published t

C

S
he

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

Occupational tarapists and accredited mental health social workers providing FPS services are required to have
completed 10hours FPS CPBCPD year for the purposes of these items is from 1 July to 30 June annually.

Parttime allied mental health professionals are nemlito have 10 hours of FPS related CPD, the same agrfell
allied mental health professionals.
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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 bais. The amount of units will be calculated from the 1st of the month
immediately succeeding the month they obtained initial registration. The obligation will teelfte of the yearly
requirement for each month.

CPD activities must be relevant to defivey FPS services. Acceptable 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 flexibility in the CPD activities that can be undertaken to meet individual professional needs and their
practice/client base and client needs. For example, activities could also include assessment and treatment of specific
disorders and client pes such as youth, or different modalities and delivery such as working with groups.

Additional Claiming Information (general conditions and limitations)

Other than Consultation Room (items 82354, 82357, 82362, 82365, 82370, 82373, 82378, 82381)

It is expeeted that this service would be provided only for patients who are unable to attend the practice.
MN.16.4 Eating Disorders Services Telehealth

Eating Disorders Services Telehealth (items 82351, 82353, 82356, 82359, 82361, 82364, 82367, 82369, 82372,
82375, 82377, 82380, 82383)

This note provides telehealth supporting information for eating disorders Items provided via telehealth by a medical
practitioner in general practice and should be read in conjunction with Eating Disorders General Explanasory Not

Eligible Geographical Areas

Geographic eligibility for eating disorders telehealth services funded under Medicare (in Group M16) is determined
according to the Modified Monash Model (MMM) classifications. Telehealth Eligible Areas are those araas that

within MMM classifications 4 to 7. Patients and providers are able to check their eligibility using the Modified

Monash Model |l ocator on the Department of Healthbés web:

There is a requirement for the patient and priacir to be located a minimum of 15 kilometres apart at the time of

the consultation. Minimum distance between practitioner and patient video consultations are measured by the most
direct (ie least distance) route by road. The patient or the practit®net permitted to travel to an area outside the
minimum 15 kilometres distance in order to claim a video consultation.

Record Keeping

Participating telehealth practitioners must keep contemporaneous notes of the consultation including documenting
that theservice was performed by video conference, the date, time and the people who participated.

Only clinical details recorded at the time of the attendance count towards the time of the consultation. It does not
include information added at a later time, saslreports of investigations.

Aftercare Rule

Video consultations are subject to the same aftercare rules as allied health practitioners provitiirigéace
consultations.

Multiple Attendances on the Same Day

In some situations a patient may receive@astiltation via video conference and a faméace consultation by the
same or different clinical psychologist on the same day.
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Medicare benefits may be paid for more than one video consultation on a patient on the same day by the same
clinical psychologst, provided the second (and any following) video consultations are not a continuation of the

initial or earlier video consultations. Clinical psychologists will need to provide the times of each consultation on the
patient 6s dilingooauand. or bul k

Referrals

The referral procedure for a video consultation is the same as for conventioralface consultations.

MN.17.1 Bushfire Recovery Access Initiative 7 Mental Health Services Attracting Medicare Rebates

There are 36 MBS items for the pision of psychological therapy and focussed psychological strategies (FPS)
services to patients who are considered to have had their mental health adversely affected by bushfire i2@he 2019
financial year, including 24 items for fate-face consultatios and 12 items for video conference consultations.

Patient eligibility and access to mental health services

Any patient who is considered to have had their mental health adversely affected by bushfire in-2@ 2019
financial year is eligible for mentakalth servicesEligible patients may be identified by a medical or allied health
practitioner. Alternatively, they may identify themselves and request a mental health sEhdcgervices are
available to anyone whose mental health has been affectbéé bushfire crisis, including residents of residential
aged care facilities. Access is not restricted to people living in areas directly affected by bushfire.

Patients are not required to have a diagnosed mental health condition, GP mental headthttpdatnor a referral
to access the services.

Patients wishing to access the services via video conference are not required to have an existing relationship with the
treating practitionerIn addition, no minimum distance requirement applies to thelkm\ionference services.

Number of services per year

Under the Bushfire Recovery Access Initiative, Medicare rebates are available for up to 10 individual mental health
services in a calendar year.

The 10 services may consist of: GP/medical practitiomeudsed psychological strategies services (GP items 91721
to 91731 or medical practitioner items 91283 to 91372); and/or psychological therapy services (items 91000 to
91015); and/or focussed psychological strategabed mental health services (ite®@%100 to 91115; 91125 to
91140; 91150 to 91165).

Note Patients who meet the eligibility requirements of the Better Access to Psychiatrists, Psychologists and General
Practitioners through the MBS (Better Access) initiative may receive services undeitiiate and the Bushfire
Recovery Access InitiativeServices received under the Bushfire Recovery Access Initiative do not count against a

patientds quota of services under the Better Access
Provider Eligibility

Eligible psychological theapy services provided by a clinical psychologist: MBS items 91000, 91001, 91005,
91010, 91011, and 91015

1 An eligible clinical psychologist must be registered with Services Australia (Department of Human
Services).

Focussed psychological strategies provideby an eligible GP: MBS items 91721, 91723, 91725, 91727, 91729
and 91731
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Focussed psychological strategies provided by an eligible medical practitioner: 91283, 91285, 91286, 91287,
91371 and 91372

1 An eligible GP or medical practitioners must registerdti 8ervices Australia (Department of Human
Services) as having satisfied the requirements for higher level mental health skills for provision of the
service, as determined by the General Practice Mental Health Standards Collaboration.

Focussed psychologal strategies provided by an eligible psychologist: 91100, 91101, 91105, 91110, 91111 and
91115

1 An eligible psychologist must hold general registration in the health profession of psychology under the
applicable law in force in the State or Territory inig¥hthe service is provided.

Focussed psychological strategies provided by an eligible occupational therapist: 91125, 91126, 91130, 91135,
91136 and 91140

1 An eligible occupational therapist must be registered as a person who may provide that kindeof servic
under the applicable law in force in the State or Territory in which the service is provided, and be
accredited by Occupational Therapy Australia as:
ohaving a minimum of two years6 experience in me
o having undertaken to observe the staddaet out in the document published by Occupational
Therapy Australia's 'Australian Competency Standards for Occupational Therapists in Mental
Health' as in force on 1 November 2006.

Focussed psychological strategies provided by an eligible social work€4.150, 91151, 91155, 91160, 91161,
91165

1 An eligible social worker must be 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
AASWittled 6Practice Standards for Ment al Heal th Soci al
2014.

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

Service lengh and type

Services provided by eligible medical and allied health practitioners under the Bushfire Recovery Access Initiative
must be within the specified time period within the item descrigfwactitioners must personally attend the patient
faceto-face (or by video conference for items 91001, 91011, 91101, 91111, 91126, 91136, 91151, 91161, 91371,
91372, 91729 and 91731).

Psychological therapy provided by clinical psychologists

In addition to psycheducation, it is recommended that cognibahaviou therapy be providedHowever, other
evidencecbased t herapies b such as interpersonal therapy b 1

Focussed psychological strategies
A range of acceptable strategies has been approved for use by healthqrafessilising the FPS items:

1. Psychoeducation
(including motivational interviewing)

2. Cognitive-behavioural therapy including:

Behavioural interventions
- Behaviour modification
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- 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 skillstraining

- Communication training

- Stress management
- Parent management training

5. Interpersonal therapy (especially for depression)

6.  Narrative therapy

7. Eye-Movement Desensitisation Reprocessing (EMDR)

Out of pocketexpenses

Charges in excess of the Medicare benefit for these items are the responsibility of the patient.

Private health insurance

Patients need to decide if they will use Medicare or their private health insurance ancillary cover to pay for services

provided by allied health professionals. 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 a person who is under the age of 1& @dsmmonwealth concession
card holder; and

(c) the person is not an admitted patient of a hospital; and
(d) the service is buHlkilled in respect of the fees for:

() thisitem; and

(i) the other item in this table applying to thervice

(See para MN.1.1 of explanatory notes to this Category)
Fee:$7.60 Benefit: 85% = $6.50

10991

A medical service to which an item in this table (other than this item or item 10990) applies if:
(a) the service is an unreferred service; and
(b) the service is provided to a person who is under the age of 16 or is a Commonwealth conces
holder: and
(c) the person is not an admitted patient of a hospital: and
(d) the service is butkilled in respect of the fees for:
(i) this item and
(ii) the other item in this table applying to the service; and
(e) the service is provided at, or from, a practice location in a regional, rural or remote area.

(See para MN.1.1 of explanatory notes to this Category)
Fee:$11.50 Benefit: 85% = $980

10992

A medical service to which item 585, 588, 591, 594, 599, 600, 761, 763, 766, 769, 772, 776, 78§
5003, 5010, 5023, 5028, 5043, 5049, 5063, 5067, 5220, 5223, 5227, 5228, 5260, 5263, 5265 or
applies if:

(a) the service is an unreferredrvice; and

(b) the service is provided to a person who is under the age of 16 or is a Commonwealth conce
card holder; and

(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 of the followidgsignated areas:
(i) aregional, rural or remote area; or
(i) Tasmania; or

(i) A geographical area included in any of the following SSD spatial units:
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M1. MANAGEMENT OF BULK -BILLED SERVICES

(A) BeaudesdrShire 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 Am

(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 CreelStromlo

(ZA) Woden Valley

(ZB) Yarra Ranges Shire Part A; or
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M1. MANAGEMENT OF BULK -BILLED SERVICES

(iv) the geographical area included in the SLA spatial unit of Palm Isk@y (

(f) the service is provided by, or on behalf of, a medical practitioner whose practice location is
designated area; and

(g) the service is bulk billed in respect of the fees for:
() thisitem; and
(ii) the other item in tis table applying to the service.

(See para MN.1.2 of explanatory notes to this Category)
Fee:$11.50 Benefit: 85% = $9.80

M3. ALLIED HEALTH SERVICES

Group M3. Allied Health Services

10950

ABORIGINAL AND TORRES STRAIT ISLANDER HEALTH SERVICE

Aboriginal or Torres Strait Islander health service provided to a person by an eligible Aboriginal
worker or eligible Aboriginal and Torres Strait Islander health practitioner if:

(@) the service is provided to a person who has:

i. a chronic condition; ah
ii. complex care needs being managed by a medical practitioner (including a general pract
but not a specialist or consultant physician) under a shared care plan or under both a G
Management Plan and Team Care Arrangements or, if the person gemtresian aged care
facility, the person's medical practitioner has contributed to a multidisciplinary care plan;

(b) the service is recommended in the person's Team Care Arrangements, multidisciplinary ca
or shared care plan as part of thanagement of the person's chronic condition and complex care
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 aakfienm that has been issued

by the Department or a referral 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 indually and in person; and
(f) the service is of at 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 refgmedical 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 refermatelation to that serviceyro

(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
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M3. ALLIED HEALTH SERVICES

(h) for a service for which a private healtisurance benefit is payabl¢he 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 of five services (including any servicewhich items 10950 to 10970, 93000, 9301
93501 to 93513 and 93524 to 9358%ly) 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:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

10951

DIABETES EDUCATION SERVICE
Diabetes education health service provided to a person by an eligible diabetes educator if:
(@) the service is provided to a person who has:

i. achronic condition; and
i. complex care needs being managed by a mégdractitioner (including a general practitione
but not a specialist or consultant physician) under a shared care plan or under both a G
Management Plan and Team Care Arrangements or, if the person is a resident of an ag
facility, the person's edical practitioner has contributed to a multidisciplinary care plan;

(b) the service is recommended in the person's Team Care Arrangements, multidisciplinary ca
or shared care plan as part of the management of the person's chronic candittomplex care need
and

(c) the person is referred to the eligible diabetes educator by the medical practitioner using a r¢
form that has been issued by the Department or a referral form that contains all the components
form issued byhe 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 eligibdiabetes educator gives a written report 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 lastrsze under the referralin 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 matdts; 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 of five services (including any services to which items 10950 to 10970, 93000, ¢
93501 to 93513 and 93524 to 9358%ly) 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:$6420 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60
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M3. ALLIED HEALTH SERVICES

AUDIOLOGY
Audiology health service provided to a person by an eligible audiologist if:
(a) the service is provided to a person who has:

i. a chronic condition; and
i. complex care needm®ing managed by a medical practitioner (including a general practitiq
but not a specialist or consultant physician) under a shared care plan or under both a G
Management Plan and Team Care Arrangements or, if the person is a resident of an ag
facility, the person's medical practitioner has contributed to a multidisciplinary care plan;

(b) the service is recommended in the person's Team Care Arrangements, multidisciplinary cal
or shared can plan as part of the management of teerpgichronic condition and complex care neg
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 referral form that contains all the componeritsrof 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 individually and in person; and

(f) the service is of at least 20 minutes duration; and

(g) after the sevice, the eligible audiologist gives a written report to the referring medical practit
mentioned in paragraph (c):

(i) if the service is the only service under the referialrelation to that service; or
(i) if the service is the first athe last service under the referr@h 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 b 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 insurandeenefit;

- to a maximum offive services (including any services to which items 10950 to 10970, 93000, 9
93501 to 93513 and 93524 to 9354&ply) 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 Cgtego
Fee:$64.20 Benefit: 85% = $54.60

10952 Extended Medicare Safety Net Cap$192.60

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:

i. achroric condition; and
i. complex care needs being managed by a medical practitioner (including a general pract
but not a specialist or consultant physician) under a shared care plan obotideIGP

10953 Management Plan and Team Care Arrangements or, fifefs®n is a resident of an aged ca
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M3. ALLIED HEALTH SERVICES

facility, the person's medical practitioner has contributed to a multidisciplinary care plan;
(b) the service is recommended in the person's Team Care Arrangements, multidisciplinary cal
or shared care plaas part of the management of the person's chronic condition and complex care
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 aaleffimm that contains all the componen
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 Isa20 minutes duration; and

(g) after the service, the eligible exercise physiologist gives a written report to the referring me
practitioner mentioned in paragraph (c):

(i) if the service is the only service under the referialrelation tothat 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 practitionewould reasonably expect to be informed af 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 Medicafi foernke service, and not the
private health insurance benefit;

- to a maximum offive services (including any services to which items 10950 to 10970, 93000, 9
93501 to 93513 and 93524 to 9354&ply) in a calendar year

(See para MN.3.4, MN.3.3, N13.2, MN.3.5, MN.3.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

10954

DIETETICS SERVICES
Dietetics health service provided to a person by an eligible dietician if:
(@) the servicas provided to a person who has:

i. a chronic condition; and
ii. complex care needs being managed by a medical practitioner (including a general pract
but not a specialist or consultant physician) under a shared care plan or under both a G
Management Rih and Team Care Arrangements or, if the person is a resident of an age
facility, the person's medical practitioner has contributed to a multidisciplinary care plan;

(b) the service is recommended in the person's Team Care Arrangementdsaipiitidry care plan
or shared care plan as part of the management of the person's chronic condition and complex c
and

(c) the person is referred to the eligible dietician by the medical practitioner using a referral fori
has been issudaly the Department or a referral form that contains all the components of the form
by the Department; and

114



M3. ALLIED HEALTH SERVICES

(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 dietician gives a written report to the referring medical practitig
mentioned in paragraph (c):

(i) if the service is the only service under the referin relation to that service; or
(ii) if the service is the first or the last service under the refernatelation 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 informedmfelation 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 tm ¢k 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, 93000, 9
93501 to 93513 and 93524 to 9358%ly) in a calendar year

(See paa MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

10956

MENTAL HEALTH SERVICE
Mental health service provided to a person by an eligible mental healkler if:
(a) the service is provided to a person who has:

i. achronic condition; and
i. complex care needs being managed by a medical practitioner (including a general pract
but not a specialist or consultant physician) under a shared care plageotboth a GP
Management Plan and Team Care Arrangements or, if the person is a resident of an ag
facility, the person's medical practitioner has contributed to a multidisciplinary care plan;

(b) the service is recommended in the persdbaam Care Arrangements, multidisciplinary care pla
or shared care plan as part of the management of the person's chronic condition and complex c
and

(c) the person is referred to the eligible mental health worker by the medical practisorgau
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 tiperson 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):
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(i) if the service is the only service under the refernalrelation to that service; or
(ii) if the service is the first or the last service under the refernatelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies libe 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 payéitdeperson 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 which items 10950 to 10970, 93000, 9
93501 to 93513 an@éi3524 to 9353&pply) 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:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

10958

OCCUPATIONAL THERAPY
Occupational therapydalth service provided to a person by an eligible occupational therapist if:
(a) the service is provided to a person who has:

i. a chronic condition; and
ii. complex care needs being managed by a medical practitioner (including a general pract
but nota specialist or consultant physician) under a shared care plan or under both a GH
Management Plan and Team Care Arrangements or, if the person is a resident of an ag
facility, the person's medical practitioner has contributed to a multidisciploaaeyplan; and

(b) the service is recommended in the person's Team Care Arrangements, multidisciplinary ca
or shared care plan as part of the management of the person's chronic condition and complex c
and

(c) the person is referred the eligible occupational therapist 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 admittpatient 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 reportrefehéng medical
practitioner mentioned in paragraph (c):

(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 refermatelation to that swice; 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 privateealth insurance benefit is payablée person who incurred the
medical expenses for the service has elected to claim the Medicare benefit for the service, and 1
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private health insurance benefit;

- to a maximum offive services (including any sdces to which items 10950 to 10970, 93000, 930
93501 to 93513 and 93524 to 9358%ly) 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:$64.20 Benefit: 85% = $54.60
Extended Medicare Safey Net Cap: $192.60

10960

PHYSIOTHERAPY
Physiotherapy health service provided to a person by an eligible physiotherapist if:
(a) the service is provided to a person who has:

i. a chronic condition; and
ii. complex care needs being managed by a medical poaetit{including a general practitione
but not a specialist or consultant physician) under a shared care plan or under both a G
Management Plan and Team Care Arrangements or, if the person is a resident of an ag
facility, the person's medical pti®ner has contributed to a multidisciplinary care plan; ar

(b) the service is recommended in the person's Team Care Arrangements, multidisciplinary ca
or shared care plaas part of the management of the person's chronic condition@ng@lex care need
and

(c) the person is referred to the eligible physiotherapist by the medical practitioner using a refe
form that has been issued by the Department or a referral form that contains all the components
form issued by the Departmeand

(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 physiothpist gives a written report 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 underriferral in 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 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 benefit for the service, and 1
private health insurance benefit;

- to a maximum b five services (including any services to which items 10950 to 10970, 93000, 9
93501 to 93513 and 93524 to 9358%ly) 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:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60
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PODIATRY
Podiatry health service provided to a person by an eligible podiatrist if:
(a) the service is provided to a person who has:

i. a chronic condition; and
ii. complex care needs being managgdhmedical practitioner (including a general practition
but not a specialist or consultant physician) under a shared care plan or under both a G
Management Plan and Team Care Arrangements or, if the person is a resident of an ag
facility, the person's medical practitioner has contributed to a multidisciplinary care plan;

(b) the service is recommended in the person's Team Care Arrangemgltittisciplinary care plan
or shared care plan as part of the management of the person's chraliiion and complex care neeq
and

(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 form that contains all the components of the fo
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 eligle podiatrist gives a written report to the referring medical practition
mentioned in paragraph (c):

(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 servigeder the referralin 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 matterand

(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 amaximum of five services (including any services to which items 10950 to 10970, 93000, 9
93501 to 93513 and 93524 to 9354&ply) 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:$64.20 Benefit: 85% = $54.60

10962 Extended Medicare Safety Net Cap$192.60

CHIROPRACTIC SERVICE

Chiropractic health service provided to a person by an eligible chiropractor if:

(a) the service is provided to a person who has:

i. achronic condition; and
i. complexcare needs being managed by a medical practitioner (including a general practi
but not a specialist or consultant physician) under a shared care plan obotideIGP

10964 Management Plan and Team Care Arrangements or, if the person is a residenged aare
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facility, the person's medical practitioner has contributed to a multidisciplinary care plan;
(b) the service is recommended in the person's Team Care Arrangements, multidisciplinary cal
or shared care plan as part of the manageéofehe person's chronic condition and complex care n¢
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 gonents 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 chiropractor gives a written report to the referring medical prag
mentioned in paragraph (c):

(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 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 pay#ideperson who incurred the
medical expenses for the service has elected to claim the Medicare benefit for the service, and 1
private halth insurance benefit;

- to a maximum offive services (including any services to which items 10950 to 10970, 93000, 9
93501 to 93513 and 93524 to 9354&ply) in a calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of explanatory nioiéisis Category)

10966

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60
OSTEOPATHY

Osteopathy health service provided to a person by an eligible osteopath if:
(@) the service is provided to a person who has:

i. a chronic condion; and
ii. complex care needs being managed by a medical practitioner (including a general pract
but not a specialist or consultant physician) under a shared care plan or under both a G
Management Plan and Team Care Arrangements or, if the pesoasisient of an aged care
facility, the person's medical practitioner has contributed to a multidisciplinary care plan;

(b) the service is recommended in the person’'s Team Care Arrangements, multidisciplinary cal
or shared care plan as pafthe management of the person's chronic condition and complex care
and

(c) the person is referred to the eligible osteopath by the medical practitioner using a referral fg
has been issued by the Department referral form that contas all the components of the form iss
by the Department; and
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(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
() the service is of at least 20 minutes dunatiand

(g) after the service, the eligible osteopath gives a written report to the referring medical practit
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 refemmalelation 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 lberined of- 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, 93000, 9
93501 to 93513 and 93524 to 9358%ly) in a calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.3.5, MN.3.1 of exptananotes to this Category)

10968

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60
PSYCHOLOGY

Psychology health service provided to a person by an eligible psychologist if:
(a) the service is provided to a person who has:

i. achronic condition; and
i. complex care needs being managed by a medical practitioner (including a general pract
but not a specialist or consultant physician) under a shared care plan or under both a G
Management Plan and Team Care Arrangementstbie iferson is a resident of an aged ca
facility, the person's medical practitioner has contributed to a multidisciplinary care plan;

(b) the service is recommended in the person's Team Care Arrangemeltitfisciplinary care plan
or shared carplan as part of the management of the person's chronic condition and complex car
and

(c) the person is referred to the eligible psychologist by the medical practitioner using a referral
that has been issued by the Department or a referralthat contains all the components of the forn
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 leas@2ninutes duration; and

(g) after the service, the eligible psychologist gives a written report to the referring medical
practitioner mentioned in paragraph (c):
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(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 refernatelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
medical practitioner would reasdsig expect to be informed ofin relation to those matters; and

(h) for a service for which a private health insurance benefit is payéitdeperson who incurred the
medical expenses for the service has elected to claim the Medicare benefit &wites snd not the
private health insurance benefit;

- to a maximum offive services (including any services to which items 10950 to 10970, 93000, 9
93501 to 93513 and 93524 to 9358&ly) in a calendar year

(See para MN.3.4, MN.3.3, MN.3.2, MN.38N.3.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

10970

SPEECH PATHOLOGY
Speech pathology health service provided to a person by an eligible speech pathologist if:
(a) the servie is provided to a person who has:

i. a chronic condition; and
ii. complex care needs being managed by a medical practitioner (including a general pract
but not a specialist or consultant physician) under a shared care plan or under both a G
Management BRn and Team Care Arrangements or, if the person is a resident of an age
facility, the person's medical practitioner has contributed to a multidisciplinary care plan;

(b) the service is recommended in the person's Team Care Arrangementiisoiplithary care plan
or shared care plan as part of the management of the person's chronic condition and complex c
and

(c) the person is referred to the eligible speech pathologist by the medical practitioner using a
form that has éen 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 individually and ingrerand
(f) the service 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 serviemder the referralin relation to that service; or
(ii) if the service is the first or the last service under the refefnatelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matterththetferring
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 expenses for the service ledected to claim the Medicare benefit for the service, and not t
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private health insurance benefit;

- to a maximum offive services (including any services to which items 10950 to 10970, 93000, 9
93501 to 93513 and 93524 to 9358&ply) in a caledar 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:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

M6. PSYCHOLOGICAL THERAPY SERVICES

Group M6. Psychological Therapy Services

80000

Professional attendance for the purpose of providing psychological assessment and therapy for
disorder by alinical psychologistregistered with Medicare Australia as meeting the credentialing
requirements for provision of this servicestiag more than 30 minutes but less than 50 minutes, w
the patient is referred by a medical practitioner, as part of a GP Mental Health Treatment Plan o
of a shared care plan; or referred by a medical practitioner (including a generalgmacthut 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 paediatrs.

These therapies are time limited, being deliverable in up to ten planned sessions in a calendar y
(including services to which items 283 to 287; 2721 to 2727; 80000 to 80015; 80100 to 80115; 8
80140; 80150 to 80165 apply).

(Professional attetance at consulting rooms)

(See para MN.6.1 of explanatory notes to this Category)
Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

80001

Professional attendance for the purpose of providing psychological assessment andaharamntal
disorder by alinical psychologistregistered with Medicare Australia as meeting the credentialing
requirements for provision of this service, lasting more than 30 minutes but less than 50 minutes
the patient is referred by a medipahctitioner, as part of a GP Mental Health Treatment Plan or as
of a shared care plan; or referred by a medical practitioner (including a general practitioner, but
specialist or consultant physician) who is managing the patient under a refeyobiatrist assessmen
and management plan; or referred by a specialist or consultant physician in the practice of his o
field of psychiatry or paediatrics if:

1 the attendance is by video conference; and

1 the patient is not an admitted patient; and

1 the patient is located within a telehealth eligible area; and

1 the patient is, at the time of the attendance, at least 15 kilometres by road from the clinig
psychologist.

Psychological therapy services delivered by video conference are time limited, éldiegatble in up
toten planned sessions in a calendar year (including services to which items 80001, 80011, 801
80111, 80126, 80136, 80151 and 80161 apply).

Psychological therapy services delivered by video conference time limits include the maximum t
planned sessions in a calendar year services to which items 283 to 287; 2721 to 2727; 80000 to
80100 to 80115; 80125 to 80140; 80150 to 80165 apply.

(See para MN.6.5 of explanatory notes to this Category)
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Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

80005

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:$128.55 Benefit: 85% = $109.8
Extended Medicare Safety Net Cap$385.65

80010

Professional attendance for the purpose of providing psychological assessment and therapy for
disorder by alinical psychologistregistered with Medicare Australia as meeting the credentialing
requirements for provision of this service, lasting at least 50 minutes, where the patient is referre
medical practitioner, as part of a GP Mental Health Treatment Plan or as part of a shared care p
referred by a medical practitioner (includiaggeneral practitioner, but not a specialist or consultant
physician) who is managing the patient under a referred psychiatrist assessment and managem
or referred by a specialist or consultant physician in the practice of his or her field abpgych
paediatrics.

These therapies are time limited, being deliverable in up to ten planned sessions in a calendar y
(including services to which items 283 to 287; 2721 to 2727; 80000 to 80015; 80100 to 80115; 8
80140; 80150 to 80165 apply).

(Professional attendance at consulting rooms)

(See para MN.6.1 of explanatory notes to this Category)
Fee:$151.05 Benefit: 85% = $128.40
Extended Medicare Safety Net Cap$453.15

80011

Professional attendance for the purpose of providing psychologieasisassnt and therapy for a ment
disorder by alinical psychologistregistered with Medicare Australia as meeting the credentialing
requirements for provision of this service, lasting at least 50 minutes, where the patient is referre
medical practibner, as part of a GP Mental Health Treatment Plan or as part of a shared care pl
referred by a medical practitioner (including a general practitioner, but not a specialist or consult
physician) who is managing the patient under a referred yishiassessment and management pl
or referred by a specialist or consultant physician in the practice of his or her field of psychiatry ¢
paediatrics if:

1 the attendance is by video conference; and

1 the patient is not an admitted patient; and

1 the patiat is located within a telehealth eligible area; and

1 the patient is, at the time of the attendance , at least 15 kilometres by road from the clini
psychologist.

Psychological therapy services delivered by video conference are time limited, beingabidivieup
to ten planned sessions in a calendar year (including services to which items 80001, 80011, 801
80111, 80126, 80136, 80151 and 80161 apply).

Psychological therapy services delivered by video conference time limits include the maximum t
plamed sessions in a calendar year services to which items 283 to 287; 2721 to 2727; 80000 to
80100 to 80115; 80125 to 80140; 80150 to 80165 apply.

(See para MN.6.5 of explanatory notes to this Category)
Fee:$151.05 Benefit: 85% = $128.40
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Extended Medcare Safety Net Cap:$453.15

80015

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)
Fee:$176.70 Benefit: 85% = $150.20
Extended Medicare Safety Net Cap$500.00

80020

Professional attendance for the purpose of providing psychological therapy for a mental disorde
clinical psychologistregistered with Medicare Australia as meeting the credentialing requirement
provison 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 as part of a shared care p
referred by a medical practitioner (including a gaheractitioner, but not a specialist or consultant

physician) who is managing the patient under a referred psychiatrist assessment and managem
or referred by a specialist or consultant physician in the practice of his or her field of psyahiatry ¢
paediatrics.

These therapies are time limited, being deliverable in up to ten planned sessions in a calendar y
(including services to which items 80020, 80021, 80120, 80121, 80145, 80146, 80170 and 8017

GROUP THERAPY with a group of 6 to 1@fents, EACH PATIENT

(See para MN.6.1 of explanatory notes to this Category)
Fee:$38.35 Benefit: 85% = $32.60
Extended Medicare Safety Net Cap$115.05

80021

Professional attendance for the purpose of providing psychological therapy for a mentat thgarde
clinical psychologistregistered with Medicare Australia as meeting the credentialing requirement
provision of this service, lasting for at least 60 minutes duration where the patients are referred |
medical practitioner, as part of a GP NrHealth Treatment Plan or as part of a shared care plan;
referred by a medical practitioner (including a general practitioner, but not a specialist or consult
physician) who is managing the patient under a referred psychiatrist assessment gyghn@anplan;

or referred by a specialist or consultant physician in the practice of his or her field of psychiatry ¢
paediatrics if:

1 the attendance is by video conference; and

1 the patient is not an admitted patient; and

9 the patient is located within a élealth eligible area; and

1 the patient is, at the time of the attendance, at least 15 kilometres by road from the clinig
psychologist.

Group psychological therapy services delivered by video conference are time limited, being deli
in up toten planned sessions in a calendar year (including services to which items 80021, 80121
and 80171 apply).

Group psychological therapy services delivered by video conference time limits include the max
ten planned sessions in a calendar year servicgBith items 80020, 80120, 80145 and 80170 app

- GROUP THERAPY with a group of 6 to 10 patients, EACH PATIENT

(See para MN.6.5 of explanatory notes to this Category)
Fee:$38.35 Benefit: 85% = $32.60
Extended Medicare Safety Net Cap$115.05
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Group M7. Focussed Psychological Strategies (Allied Mental Health)

Professional attendance for the purpose of providing focussed psychological strategies services
assessed mental diserdoy apsychologistregistered with Medicare Australia as meeting 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, a®parGP Mental Health
Treatment Plan or as part of a shared care plan; or referred by a medical practitioner (including
practitioner, but not a specialist or consultant physician) who is managing the patient under a ref
psychiatrist assessmteand management plan; or referred by a specialist or consultant physician i
practice of his or her field of psychiatry or paediatrics.

These therapies are time limited, being deliverable in up to ten planned sessions in a calendar y
(including sevices to which items 283 to 287; 2721 to 2727; 80000 to 80015; 80100 to 80115; 8(
80140; 80150 to 80165 apply).

(Professional attendance at consulting rooms)

(See para MN.7.1 of explanatory notes to this Category)
Fee:$72.90 Benefit: 85% = $62.00

80100 Extended Medicare Safety Net Cap$218.70
Professional attendance for the purpose of providing focussed psychological strategies services
assessed mental disorder bysgchologistregistered with Medicare Australia as meeting the
credentialig requirements for provision of this servickasting more than 20 minutes, but not more 1
50 minutes where the patient is referred by a medical practitioner, as part of GP Mental Health
Treatment Plan or as part of a shared care plan; or refer@dnegical practitioner (including a gene
practitioner, but not a specialist or consultant physician) who is managing the patient under a ref
psychiatrist assessment and management plan; or referred by a specialist or consultant physicig
practice of his or her field of psychiatry or paediatrics if:
1 the attendance is by video conference; and
1 the patient is not an admitted patient; and
9 the patient is located within a telehealth eligible area; and
1 the patient is, at the time of the attendamtdeast 15 kilometres by road from the psycholo
Focussed psychological strategies delivered by video conference are time limited, being deliver:
up toten planned sessions in a calendar year (including services to which items 80001, 80Q1,1, §
80111, 80126, 80136, 80151 and 80161 apply).
Focussed psychological strategies delivered by video conference time limits include the maximu
planned sessions in a calendar year services to which items 283 to 287; 2721 to 2727; 80000 to
80100to 80115; 80125 to 80140; 80150 to 80165 apply.
(See para MN.7.2 of explanatory notes to this Category)
Fee:$72.90 Benefit: 85% = $62.00
80101 Extended Medicare Safety Net Cap$218.70
Professional attendance at a place other than consulting rooms.
As per the psychologist service requirements outlined for item 80100.
(See para MN.7.1 of explanatory notes to this Category)
80105 Fee:$99.15 Benefit: 85% = $84.30
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Extended Medicare Safety Net Cap$297.45

Professional attendance for the purpose of pingifbcussed psychological strategies services for &
assessed mental disorder bysgychologistregistered with Medicare Australia as meeting the
credentialing requirements for provision of this servitagsting more than 50 minutesvhere the
patient & referred by a medical practitioner, as part of a GP Mental Health Treatment Plan or as
shared care plan; or referred by a medical practitioner (including a general practitioner, but not 3
specialist or consultant physician) who is managing#tent under a referred psychiatrist assessm
and management plan; or referred by a specialist or consultant physician in the practice of his o
field of psychiatry or paediatrics.

These therapies are time limited, being deliverable in up to tenguasessions in a calendar year
(including services to which items 283 to 287; 2721 to 2727; 80000 to 80015; 80100 to 80115; 8
80140; 80150 to 80165 apply).

(Professional attendance at consulting rooms)

(See para MN.7.1 of explanatory notes to @agegory)
Fee:$102.85 Benefit: 85% = $87.45

80110 Extended Medicare Safety Net Cap$308.55
Professional attendance for the purpose of providing focussed psychological strategies services
assessed mental disorder bysgchologistregistered witiMedicare 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 Plan or as
shared carelan; or referred by a medical 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 conspltgsitian in the practice of his or her
field of psychiatry or paediatrics if:
1 the attendance is by video conference; and
1 the patient is not an admitted patient; and
1 the patient is located within a telehealth eligible area; and
1 the patient is, at the tim# the attendance, at least 15 kilometres by road from the psychg
Focussed psychological strategies delivered by video conference are time limited, being deliver:
up toten planned sessions in a calendar year (including services to whict8@861s 80011, 80101,
80111, 80126, 80136, 80151 and 80161 apply).
Focussed psychological strategies delivered by video conference time limits include the maximu
planned sessions in a calendar year services to which items 283 to 287; 2721 to 2727 80015;
80100 to 80115; 80125 to 80140; 80150 to 80165 apply.
(See para MN.7.2 of explanatory notes to this Category)
Fee:$102.85 Benefit: 85% = $87.45
80111 Extended Medicare Safety Net Cap$308.55
Professional attendance at a place other thasuttimg rooms.
As per the psychologist service requirements outlined for item 80110.
(See para MN.7.1 of explanatory notes to this Category)
Fee:$129.20 Benefit: 85% = $109.85
80115 Extended Medicare Safety Net Cap$387.60
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80120

Professional attendance fitie purpose of providing focussed psychological strategies services fo
assessed mental disorder bysgychologistregistered with Medicare Australia as meeting the
credentialing requirements for provision of this service, lasting for at least 6Cesshutation where th
patients are referred by a medical practitioner, as part of a GP Mental Health Treatment Plan or
of a shared care plan; or referred by a medical practitioner (including a general practitioner, but
specialist or consultaphysician) who is managing the patient under a referred psychiatrist asses
and management plan; or referred by a specialist or consultant physician in the practice of his o
field of psychiatry or paediatrics.

These therapies are time limiteajitg deliverable in up to ten planned sessions in a calendar year|
(including services to which items 80020, 80021, 80120, 80121, 80145, 80146, 80170 and 8017

GROUP THERAPY with a group of 6 to 10 patients, EACH PATIENT

(See para MN.7.1 of explamay notes to this Category)
Fee:$26.25 Benefit: 85% = $22.35
Extended Medicare Safety Net Cap$78.75

80121

Professional attendance for the purpose of providing focussed psychological strategies services|
assessed mental disorder bysychologistregistered 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 TreatmentBlparbr
of a shared care plan; or referred by a medical practitioner (including a general practitioner, but
specialist or consultant physician) who is managing the patient under a referred psychiatrist ass
and management plan; or referred Igpacialist or consultant physician in the practice of his or her
field of psychiatry or paediatrics if:

1 the attendance is by video conference; and

1 the patient is not an admitted patient; and

1 the patient is located within a telehealth eligible area; and

1 the patient is, at the time of the attendance, at least 15 kilometres by road from the psyc

Group focussed psychological strategies delivered by video conference are time limited, being
deliverable in up teen planned sessions in a calendar yeeding services to which items 80021,
80121, 80146 and 80171 apply).

Group focussed psychological strategies delivered by video conference time limits include the m
ten planned sessions in a calendar year services to which items 80020, 8012@n8003@570 apply.

GROUP THERAPY with a group of 6 to 10 patients, EACH PATIENT

(See para MN.7.2 of explanatory notes to this Category)
Fee:$26.25 Benefit: 85% = $22.35
Extended Medicare Safety Net Cap$78.75

80125

Professional attendance for the purposproviding focussed psychological strategies services for &
assessed mental disorder byoggupational therapistregistered with Medicare Australia as meeting
the credentialing requirements for provision of this serviesting more than 20 minutds,it not more
than 50 minutes where the patient is referred by a medical practitioner, as part of a GP Mental H
Treatment Plan or as part of a shared care plan; or referred by a medical practitioner (including

practitioner, but not a spedist or consultant physician) who is managing the patient under a refer
psychiatrist assessment and management plan; or referred by a specialist or consultant physicig
practice of his or her field of psychiatry or paediatrics.

These therapiesatime limited, being deliverable in up to ten planned sessions in a calendar yea
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(including services to which items 283 to 287; 2721 to 2727; 80000 to 80015; 80100 to 80115; 8
80140; 80150 to 80165 apply).

(Professional services at consulting mes)

(See para MN.7.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

80126

Professional attendance for the purpose of providing focussed psychological strategies services
assessed emtal disorder by aaccupational therapistregistered with Medicare Australia as meeting
the credentialing requirements for provision of this serviasting more than 20 minutes, but not mg
than 50 minuteswhere the patient is referred by a medjwalctitioner, as part of a GP Mental Healt
Treatment Plan or as part of a shared care plan; or referred by a medical practitioner (including
practitioner, but not a specialist or consultant physician) who is managing the patient undera ref
psychiatrist assessment and management plan; or referred by a specialist or consultant physicig
practice of his or her field of psychiatry or paediatrics if:

1 the attendance is by video conference; and

1 the patient is not an admitted patient; and

9 the patient is located within a telehealth eligible area; and

1 the patient is, at the time of the attendance, at least 15 kilometres by road from the occy
therapist.

Focussed psychological strategies delivered by video conference are time limitgdjdizerable in
up toten planned sessions in a calendar year (including services to which items 80001, 80011, §
80111, 80126, 80136, 80151 and 80161 apply).

Focussed psychological strategies delivered by video conference time limits includeitimeimaen
planned sessions in a calendar year services to which items 283 to 287; 2721 to 2727; 80000 to
80100 to 80115; 80125 to 80140; 80150 to 80165 apply.

(See para MN.7.2 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

80130

Professional attendance at a place other than consulting rooms.

As per the occupational therapist service requirements outlined for item 80125.

(See para MN.7.1 of explanatory notes to this Category)
Fee:$90.45 Benefit: 85% = $76.90
Extended Medicare Safety Net Cap$271.35

80135

Professional attendance for the purpose of providing focussed psychological strategies services|
assessed mental disorder byomaupational therapistregistered with Mediare Australia as meeting
the credentialing requirements for provision of this serviesting more than 50 minutesvhere the
patient is referred by a medical practitioner, as part of a GP Mental Health Treatment Plan or as
shared care play referred by a medical 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 consultantighyisi the practice of his or her
field of psychiatry or paediatrics.

These therapies are time limited, being deliverable in up to ten planned sessions in a calendar y
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(including services to which items 283 to 287; 2721 to 2727; 80000 to 80015; &080015; 80125 t(
80140; 80150 to 80165 apply).

(Professional attendance at consulting rooms)

(See para MN.7.1 of explanatory notes to this Category)
Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

80136

Professional attendanéer the purpose of providing focussed psychological strategies services fo
assessed mental disorder byoggupational therapistregistered with Medicare Australia as meeting
the credentialing requirements for provision of this serviasting morghan 50 minuteswhere the
patient is referred by a medical practitioner, as part of a GP Mental Health Treatment Plan or as
shared care plan; or referred by a medical practitioner (including a general practitioner, but not 3
specialist or constant physician) who is managing the patient under a referred psychiatrist asseg
and management plan; or referred by a specialist or consultant physician in the practice of his o
field of psychiatry or paediatrics if:

1 the attendance is by videordference; and

1 the patient is not an admitted patient; and

9 the patient is located within a telehealth eligible area; and

1 the patient is, at the time of the attendance, at least 15 kilometres by road from the occy
therapist.

Focussed psychologicatategies delivered by video conference are time limited, being deliverabl
up toten planned sessions in a calendar year (including services to which items 80001, 80011, §
80111, 80126, 80136, 80151 and 80161 apply).

Focussed psychological straiegydelivered by video conference time limits include the maximum t
planned sessions in a calendar year services to which items 283 to 287; 2721 to 2727; 80000 to
80100 to 80115; 80125 to 80140; 80150 to 80165 apply.

(See para MN.7.2 of explanayonotes to this Category)
Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

80140

Professional attendance at a place other than consulting rooms.

As per the occupational therapist service requirements outlined for item 80135.

(See para MN.7.1 of explanatory notes to this Category)
Fee:$116.90 Benefit: 85% = $99.40
Extended Medicare Safety Net Cap$350.70

80145

Professional attendance for the purpose of providing focussed psychological strategies services|
assessed maitdisorder by awmccupational therapistregistered with Medicare Australia as meeting
the credentialing requirements for provision of this service, lasting for at least 60 minutes duratid
the patients are referred by a medical practitioner, a®oparGP Mental Health Treatment Plan or ag
part of a shared care plan; or referred by a medical practitioner (including a general practitioner,
a specialist or consultant physician) who is managing the patient under a referred psychiatris¢at
and management plan; or referred by a specialist or consultant physician in the practice of his o
field of psychiatry or paediatrics.

These therapies are time limited, being deliverable in up to ten planned sessions in a calendar y
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(including ®rvices to which items 80020, 80021, 80120, 80121, 80145, 80146, 80170 and 8017
GROUP THERAPY with a group of 6 to 10 patients, EACH PATIENT

(See para MN.7.1 of explanatory notes to this Category)
Fee:$23.05 Benefit: 85% = $19.60
Extended Medicare Safety Net Cap$69.15

80146

Professional attendance for the purpose of providing focussed psychological strategies services
assessed mental disorder byo&gupational therapistregistered with Medicare Australia as meeting
the credentialing ragrements for provision of this service, lasting for at least 60 minutes duration
the patients are referred by a medical practitioner, as part of a GP Mental Health Treatment Plai
part of a shared care plan; or referred by a medical practitforetuding a general practitioner, but n
a specialist or consultant physician) who is managing the patient under a referred psychiatrist as
and management plan; or referred by a specialist or consultant physician in the practice of his o
field of psychiatry or paediatrics if:

1 the attendance is by video conference; and

1 the patient is not an admitted patient; and

9 the patient is located within a telehealth eligible area; and

1 the patient is, at the time of the attendance, at least 15 kilonrbgtread from the occupation
therapist.

Group focussed psychological strategies delivered by video conference are time limited, being
deliverable in up teen planned sessions in a calendar year (including services to which items 80
80121, 80146 and0171 apply).

Group focussed psychological strategies delivered by video conference time limits include the m
ten planned sessions in a calendar year services to which items 80020, 80120, 80145 and 8017

GROUP THERAPY with a group of 6 to 1@fents, EACH PATIENT

(See para MN.7.2 of explanatory notes to this Category)
Fee:$23.05 Benefit: 85% = $19.60
Extended Medicare Safety Net Cap$69.15

80150

Professional attendance for the purpose of providing focussed psychological strategiesfeeiices
assessed mental disorder byogial worker registered with Medicare Australia as meeting the
credentialing requirements for provision of this servitasting more than 20 minutes, but not more |
50 minutes where the patient is referred byredical practitioner, as part of a GP Mental Health
Treatment Plan or as part of a shared care plan; or referred by a medical practitioner (including
practitioner, but not a specialist or consultant physician) who is managing the patient refdened
psychiatrist assessment and management plan; or referred by a specialist or consultant physicig
practice of his or her field of psychiatry or paediatrics.

These therapies are time limited, being deliverable in up to ten planned sessi@aseindar year
(including services to which items 283 to 287; 2721 to 2727; 80000 to 80015; 80100 to 80115; 8
80140; 80150 to 80165 apply).

(Professional attendance at consulting rooms)

(See para MN.7.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

80151

Professional attendance for the purpose of providing focussed psychological strategies services
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assessed mental disorder byogial worker registered with Medicare Austia as meeting the
credentialing requirements for provision of this servit@sting 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 as part ofhared care plan; or referred by a medical practitioner (including a g
practitioner, but not a specialist or consultant physician) who is managing the patient under a ref
psychiatrist assessment and management plan; or referred by a speatalistultant physician in the
practice of his or her field of psychiatry or paediatrics if:

1 the attendance is by video conference; and

1 the patient is not an admitted patient; and

1 the patient is located within a telehealth eligible area; and

1 the patient isat the time of the attendance, at least 15 kilometres by road from the social
worker.

Focussed psychological strategies delivered by video conference are time limited, being deliver:
up toten planned sessions in a calendar year (including seteiedsich items 80001, 80011, 80101,
80111, 80126, 80136, 80151 and 80161 apply).

Focussed psychological strategies delivered by video conference time limits include the maximu
planned sessions in a calendar year services to which items 283 to 2B1p 2727; 80000 to 80015;
80100 to 80115; 80125 to 80140; 80150 to 80165 apply.

(See para MN.7.2 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

Professional attendance at a platiger than consulting rooms.

As per the social worker service requirements outlined for item 80150.

(See para MN.7.1 of explanatory notes to this Category)
Fee:$90.45 Benefit: 85% = $76.90

80155 Extended Medicare Safety Net Cap$271.35
Professional tiendance for the purpose of providing focussed psychological strategies services fi
assessed mental disorder byogial worker registered with Medicare Australia as meeting the
credentialing requirements for provision of this servitasting moretian 50 minuteswhere the
patient is referred by a medical practitioner, as part of a GP Mental Health Treatment Plan or as
shared care plan; or referred by a medical practitioner (including a general practitioner, but not g
specialist or constdnt physician) who is managing the patient under a referred psychiatrist asseg
and management plan; or referred by a specialist or consultant physician in the practice of his o
field of psychiatry or paediatrics.
These therapies are time limitdzking deliverable in up to ten planned sessions in a calendar yeat
(including services to which items 283 to 287; 2721 to 2727; 80000 to 80015; 80100 to 80115; 8
80140; 80150 to 80165 apply).
(Professional attendance at consulting rooms)
(See pardIN.7.1 of explanatory notes to this Category)
Fee:$90.70 Benefit: 85% = $77.10

80160 Extended Medicare Safety Net Cap$272.10

80161 Professional attendance for the purpose of providing focussed psychological strategies services
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assessed mental disords asocial 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 medical practitioner, as part of a GP Mental Health TreBiereor as part of
shared care plan; or referred by a medical practitioner (including a general practitioner, but not g
specialist or consultant physician) who is managing the patient under a referred psychiatrist ass
and management plan; or eefed by a specialist or consultant physician in the practice of his or h¢
field of psychiatry or paediatrics if:

1 the attendance is by video conference; and

1 the patient is not an admitted patient; and

1 the patient is located within a telehealth eligibleagrand

1 the patient is, at the time of the attendance, at least 15 kilometres by road from the soci
worker.

Focussed psychological strategies delivered by video conference are time limited, being deliver:
up toten planned sessions in a calendaryecluding services to which items 80001, 80011, 8010
80111, 80126, 80136, 80151 and 80161 apply).

Focussed psychological strategies delivered by video conference time limits include the maximu
planned sessions in a calendar year services tdwitkims 283 to 287; 2721 to 2727; 80000 to 8001
80100 to 80115; 80125 to 80140; 80150 to 80165 apply.

(See para MN.7.2 of explanatory notes to this Category)
Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

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:$116.90 Benefit: 85% = $99.40
Extended Medicare Safety Net Cap$350.0

80170

Professional attendance for the purpose of providing focussed psychological strategies services|
assessed mental disorder byogial worker registered with Medicare Australia as meeting the
credentialing requirements for provision of this\gce, lasting for at least 60 minutes duration wher
patients are referred by a medical practitioner, as part of a GP Mental Health Treatment Plan or
of a shared care plan; or referred by a medical practitioner (including a general peactitidmot 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 paediatrics

These therapies are time limited, being deliverable in up to ten planned sessions in a calendar y
(including services to which items 80020, 80021, 80120, 80121, 80145, 80146, 80170 and 8017

GROUP THERAPY with a group of 6 to 10 patients, EABATIENT

(See para MN.7.1 of explanatory notes to this Category)
Fee:$23.05 Benefit: 85% = $19.60
Extended Medicare Safety Net Cap$69.15

80171

Professional attendance for the purpose of providing focussed psychological strategies services
assessd mental disorder bysocial worker registered with Medicare Australia as meeting the
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credentialing requirements for provision of this service, lasting for at least 60 minutes duration w|
patients are referred by a medical practitioner, as pariGFP Mental Health Treatment Plan or as pg
of a shared care plan; or referred by a medical practitioner (including a general practitioner, 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 if:

1 the attendance is by video conference; and

1 the patient is not an admitted patient; and

1 the patient is located vhiin a telehealth eligible area; and

1 the patient is, at the time of the attendance, at least 15 kilometres by road from the soci
worker.

Group focussed psychological strategies delivered by video conference are time limited, being
deliverable in up téenplanned sessions in a calendar year (including services to which items 80(
80121, 80146 and 80171 apply).

Group focussed psychological strategies delivered by video conference time limits include the m
ten planned sessions in a calendar yeaii@s\to which items 80020, 80120, 80145 and 80170 apy

GROUP THERAPY with a group of 6 to 10 patients, EACH PATIENT

(See para MN.7.2 of explanatory notes to this Category)
Fee:$23.05 Benefit: 85% = $19.60
Extended Medicare Safety Net Cap$69.15

M8. PREGNANCY SUPPORT COUNSELLING

Group M8. Pregnancy Support Counselling

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 eligibleofmgist, where the patient is
referred to the psychologist 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 retad issues for which nedirective counselling is appropriate.

This service may be provided by a psychologist who is registered with Medicare Australia as me
the credentialling requirements for provision of this servitenay not be provided by asychologist
who has a direct pecuniary interest in a health service that has as its primary purpose the provis
services for pregnhancy termination.

To a maximum of three nedirective pregnancy support counselling services per patient, per pcgg
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:$75.40 Benefit: 85% = $64.10

81000 Extended Medicare Safety Net Cap$226.20
Provision of a nofdirective 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, where the p
81005 referred to the social worker by a medical practitioner (including a glepesctitioner, but not a
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specialist or consultant physician), and lasting at least 30 minutes. The service may be used to ¢
any pregnancy related issues for which-dinective counselling is appropriate.

This service may be provided by a soei@rker who is registered with Medicare Australia as meeti
the credentialling requirements for provision of this servitenay not be provided by a social worke|
who has a direct pecuniary interest in a health service that has as its primary pueposgition of
services for pregnancy termination.

To a maximum of three nedirective 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, MN4Bof explanatory notes to this Category)
Fee:$75.40 Benefit: 85% = $64.10
Extended Medicare Safety Net Cap$226.20

81010

Provision of a nofdirective pregnancy support counselling service to a person who is currently p
or who has been pregnantthe preceding 12 months, by an eligible mental health nurse, where th
patient is referred to the mental health nurse by a medical practitioner (including a general pract
but not a specialist or consultant physician), and lasting at least 3@miihe service may be used
address any pregnancy related issues for whickdirestive counselling is appropriate.

This service may be provided by a mental health nurse who is registered with Medicare Australi
meeting the credentialling requiments for provision of this servicdt may not be provided by a men
health nurse who has a direct pecuniary interest in a health service that has as its primary purpg
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.8.1, MN.8.4 of explanatory notes to this Category)
Fee:$75.40 Benefit: 85% = $64.10
Extended Medicare Safety Net Cap$226.20

M9. ALLIED HEALTH GROUP SERVICES

Group M9. Allied Health Group Services

81100

DIABETES EDUCATION SERVICE ASSESSMENT FOR GROUP SERVICES

Diabetes education health service provided to a person by an efigibktes educator for the purpos
of ASSESSING a person's suitability for group services for the management of type 2 diabetes,
including taking a comprehensive patient history, identifying an appropriate group services prog
based on the patient's nsednd preparing the person for the group services, if:

(a) the service is provided to a person who has type 2 diabetes; and
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(b) the person is being managed by a medical practitioner (including a general practitioner, but
specialist or consultathysician) under a shared care plan or a GP ManagemenaRlathe
person is a resident of an aged care facility, their medical practitioner has contributed to a
multidisciplinary care plan; and

(c) the person is referred to an eligible diabetgscator by the medical practitioner using a referrg
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 of goitag 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
praditioner mentioned in paragraph (c); and

(h) in the case of a service in respect of which a private health insurance benefit is pthalplkerso
who incurred the medical expenses in respect of the service has elected to claim the Medic
benefit inrespect 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, 811811,20, 93284, 93286, 9360#3607 and
93608apply).

(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:$82.35 Benefit: 85% = $70.00
Extended Medicare Safety Net Cap$247.05

81105

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:

(a) the person has been assessed as suitable for a type 2 diabetes group service under asses
81100,81110,81120, 9328493286, 93606, 93607 or 93608; 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 a hospital; and

(d) the service is providkto a person involving the personal attendance by an eligible diabetes
educator; 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, 8125,93285, 93613, 93614 dd3615the eligible diabetes educator prepares, or contri
to, a written report to be provided to the referring medical practitioner; and
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(g) an attendance record for the group is maintained by the eligible diabetes ecarzhtor

(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 service, and notghigate health insurance benefit;

- to a maximum of eighGROUP SERVICES (including services to which
items81105,81115,81125,93285, 93613, 93614 and 9364pply) 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 explanjanotes to this Category)
Fee:$20.50 Benefit: 85% = $17.45
Extended Medicare Safety Net Cap$61.50

81110

EXERCISE PHYSIOLOGY SERVICEASSESSMENT FOR GROUFRSERVICES

Exercise physiology health service provided to a person by an eligible exergssalqdist for the
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, preparing the person for the group services, if:

(@) 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 phy&a) under a shared care plan or a GP ManagemenbRIdrthe
person is a resident of an aged care facility, tineédical practitioner has contributed to a
multidisciplinary care plan; and

(c) the person is referred to an eligible exercise plygist by 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 of a hagpnd
(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 exercise physiologist gives a written report to the referring me
practitioner mentioned in paragraph (c); and

(h) in the case of a service in respect of which a private health insurance benefit is pthyabplersor
who incurred the medical expenses in respect of the service has elected to claim the Medic
benefitin 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, 81181120, 93284, 93286, 936093607 and 93608

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:$82.35 Benefit: 85% = $70.00
Extended Medicare Safety Net Cap$247.05
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81115

EXERCISE PHYSIOLOGY SERVICE GROUP SERVICE

Exercise physiology health service provided to a person by an eligible exercise physiologist, as &
GROUP SERVICE for the management of type 2 diabetes if:

(@) the person has been assessed as suitable for a type 2 diabetes group service under asses
81100, 8111081120, 93284, 93286, 93606, 93607 or 93608; 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 a hospital; and

(d) the service iprovided to a person involving the personal attendance by an eligible 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
81115,81125, 93285, 93613, 9361498615, the eligible exercise physiologist prepares, or
contribute to, a written report to be provided to the referring medical practitioner; and

(g) an attendance record for the group is maintained by the eligibfteise physiologist; and

(h) inthe case of a service in respect of which a private health insurance benefit is pthyablerson
who incurred the medical expenses in respect of the service has elected to claim the Medic
benefit in respect of theervice, and not the private health insurance benefit;

- to a maximum of eighGROUP SERVICES (including services to which items 81105, 818115,
93285, 93613, 93614 and 9364Hply) in a calendar year.

(See para MN.9.7, MN.9.6, MN.9.2, MN.9.5, MNB9MN.9.1 of explanatory notes to this Category)
Fee:$20.50 Benefit: 85% = $17.45
Extended Medicare Safety Net Cap$61.50

81120

DIETETICS SERVICE- ASSESSMENT FOR GROUP SERVICES

Dietetics health service provided to a person by an eligible dietdrahé purposes of ASSESSING ¢
person's suitability for group services for the management of type 2 diabetes, including taking a
comprehensive patient history, identifying an appropriate group services program based on the
needs, and preparingetperson 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) undeshared care plan or a GP Management Biaif the
person is a resident of an aged care facility, their medical practitioner has contributed to a
multidisciplinary care plan; and

(c) the person is referred to an eligible dietitian by the medicatificmer using a referral form that
has been issued by the Department of Health, or a referral form that contains all component
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form issued by the Department; and
(d) the person is not an admitted patient of a hospital; and
(e) the serviced 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 dietitian gives a written report to the referring medical practitio
mentioned in paragraph (c);&n

(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 thegbe 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, 811811,20, 93284, 93286, 93606, 93607 and 936(

apply).

(See para MN.g9, MN.9.6, MN.9.2, MN.9.3, MN.9.4, MN.9.1 of explanatory notes to this Category)
Fee:$82.35 Benefit: 85% = $70.00
Extended Medicare Safety Net Cap$247.05

81125

DIETETICS SERVICE- GROUP SERVICE

Dietetics health service provided to a person by ayibddi dietitian, 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, 8111081120, 93284, 932883606, 93607 or 93608; and

(b) theservice is provided to a person who is part of a group of between 2 and 12 patients inclu
and

(c) the person is not an admitted patient of a hospital; and

(d) the service is provided to a person involving the personal attendance by an elggibndand

(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
81115,81125, 93285, 93613, 9361428615, the eligible dietitian prepares, or wimute to, a
written report to be provided to the referring medical practitioner; and

(g) an attendance record for the group is maintained by the eligible dietitian; and

(h) inthe case of a service in respect of which a private health insurancé tsep@fyable- the 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 eight GROUP SERVICES (includingvsees to which items 81105, 81118125,
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93285, 93613, 93614 and 93615 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:$20.50 Benefit: 85% = $17.45
Extended Medicare Safety Mt Cap: $61.50

M10. AUT
DISORDE

ISM, PERVASIVE DEVELOPMENTAL
R AND DISABILITY SERVICES

Group M10. Autism, Pervasive Developmental Disorder And Disability Services

PSYCHOLOGY

Psychology health service provided to a child, aged under 13 ygaas,dligible psychologist where:

(a) the child is referred by an eligible practitioner for the purpose of assisting the practitioner wit
diagnosis of the child;

or

(b) the child is referred by an eligible practitioner for the purpose of catitribto the child's pervasiv
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 psychidry or paediatrics; or for a child with disability, the eligible practitioner is a specialis
consultant physician or general practitioner; and

(d) the psychologist attending the child is registered with the Department of Human Services as
the cedentialing 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 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 to this Category)
Fee:$102.85 Benefit: 85% = $87.45

82000 Extended Medicare Safety Net Cap$308.55
SPEECH PATHOLOGY
Speech pathology health service provided to a child, aged WBdgrars, by an eligible speech
pathologist where:

82005
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(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 referred by an eligible practitioner for thiegmse of contributing to the child's pervas
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 eligible practitioner is a speciali
consultant physician or general practitioner: and

(d) the speech pathologist attending the child is registered with the Department of Huwizes Ser
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 5hates 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 to this Category)
Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

82010

OCCUPATIONAL THERAPY

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 practiter for the purpose of assisting the practitioner with th
diagnosis of the child;

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 treatmenglan, 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 eligible practitioner is a spgcial
consultant physician or general practitioner; and
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(d) the occupational therapist attending the child is registered with the Department of Human Se|
meeting the credentialing requirements for provision of these services; and

(e) the child imot 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 services per patient, consisting odmbination of the
following items

b 82000, 82005, 82010 and 82030

(See para MN.10.1 of explanatory notes to this Category)

82015

Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10
PSYCHOLOGY

Psychology health service provided to a child, aged under 15 yeatrgdment of a pervasive
developmental disorder (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 pldrilévaged 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 or disability treatment plan; and

(d) for a child with PDDthe 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 psyhologist attending the child is registered with the Department of Human Services as n|
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 tlkhild 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 @&xplanatory notes to this Category)
Fee:$102.85 Benefit: 85% = $87.45
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Extended Medicare Safety Net Cap$308.55

SPEECH PATHOLOGY

Speech pathology health service provided to a child, aged under 15 years, for treatment of a pe
developmentalidorder (PDD) or an eligible disability by an 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) &slfrg|
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 coltant physician 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

(e) the speech pathologist attending the dkilegistered with the Department of Human Services 3
meeting the credentialing requirements for provision of these services; and

(f) the child is not an admitted patient of a hospital; and
(9) the service is provided to the child individually and irspe; 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:$90.70 Benefit: 85% = $77.10

82020 Extended Medicare Safety Net Cap$272.10
OCCUPATIONAL THERAPY
Occupational therapy health service provided to a child, agddr 15 years, for treatment of a
pervasive developmental disorder (PDD) or an eligible disability by an eligible occupational therz
where:
(a) the child has been diagnosed with PDD or an eligible disability; and
(b) the child has received a PDDdisability treatment plan (while aged under 13 years) as preparg
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 plama

82025
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(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 generabptitioner; 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
() the child is not an admitted patient of a pitel; 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 8 2 82029,,82025 and 82035

(See para MN.10.1 of explanatory notes to this Category)
Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

82030

AUDIOLOGY, OPTOMETRY, ORTHOPTIC OR PHYSIOTHERAPY

Audiology, optometry, orthoptic or physterapy health service provided to a child, aged under 13
years, by an eligible audiologist, optometrist, orthoptist or physiotherapist where:

(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 referred by an eligible practitioner for the purpose of contributing to the child's per
developmental disorder

(PDD) or disability treatment plan, developed by the practitioner; and

(c) for a child withPDD, 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

(d) the audiologist, optometrist, orthoptist or physiotherapist attending the child is registered with
Department of Human Services as meeting the credentialing requirements for provision of these
services; and

(e) the child is not an admitted patient dfa@spital; and

(f) the service is provided to the child individually and in person; and

(g) the service lasts at least 50 minutes in duration.

143



M10. AUTISM, PERVASIVE DEVELOPMENTAL
DISORDER AND DISABILITY SERVICES

These items are limited to a maximum of four services per patient, consisting of any combinatio
following items

- 82000, 82005, 82010 and 82030

(See para MN.10.1 of explanatory notes to this Category)
Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

82035

AUDIOLOGY, OPTOMETRY, ORTHOPTIC OR PHYSIOTHERAPY
Audiology, optometryprthoptic or physiotherapy health service provided to a child, aged under 1

years, for treatment of a pervasive developmental disorder (PDD) or eligible disability by an eligi
audiologist, optometrist, orthoptist or physiotherapist where:

(a) the chd has been diagnosed with PDD or 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 been referred by an eligible practitiémethe provision of services that are consistg
with the PDD ordisability treatmentplan; 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 kchivith disability, the eligible practitioner is a specialist,
consultant physician or general practitioner; and

(e) the audiologist, optometrist, orthoptist or physiotherapist attending the child is registered with
Department of Human Services as timggthe 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 iratian.

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:$90.70 Benefit: 85% = $77.10
Extended MedicareSafety Net Cap:$272.10

M11. ALLIED HEALTH SERVICES FOR
INDIGENOUS AUSTRALIANS WHO HAVE HAD A
HEALTH CHECK
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Group M11. Allied Health Services For Indigenous Australians Who Have Had A Health Check

ABORIGINAL AND TORRES STRAIT ISLANDER HEALTHSERVICE provided to a person who
of Aboriginal and Torres Strait Islander descent by an eligible Aboriginal health worker or eligible
Aboriginal and Torres Strait Islander health practitioner if:

(a) either:

i. a medical practitioner has undertake health assessment and identified a need fo
follow-up allied health services; or
ii. the person's shared care plan identifies the need for felppallied health services;
and

(b) the person is referred to the eligible Aboriginal health workeligible 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) theperson 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 Aboriginal health workeelagible 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 the referialrelation to thatervice; or
(ii) 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 informeg
in relation to those matters

- to a maximum offive services (including services to which items 81300 to 81360, 93048,
93061,93546 to 93558 and 93579 to 93588lusive apply) in a&alendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60

81300 Extended Medicare Safety Net Cap$192.60

DIABETES EDUCATION HEALTH SERVICE provided to a person who is of Aboriginal or Torre

Strait Islandedescent by an eligible diabetes educator if:

(@) either:

i a medical practitioner has identified a need for follggvallied health services; or
ii. the person's shared care plan identifies the need for foifpallied health services;
and

81305
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(b) the person is referred to the eligible diabetes educator by a medical practitioner using a refg
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 isot 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 writtert tegthe referring medical
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 unter referral in relation to the service; o

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the
referring medical practitioner would reasonably be expected to be informed
in relation to thee matters;

- to a maximum offive services (including services to which items 81300 to 81360, 93048, 93061
93546 to 93558 and 93579 to 93593 inclusive apply) in a calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

81310

AUDIOLOGY HEALTH SERVICE provided to a person who is of Aboriginal or Torres Strait Islar
descent by an eligible audiologist if:

(a) either:

i. a medical practitioner has undertaken a headisessment and identified a need for follgw
allied health services; or
i. the person's shared care plan identifies the need for foifpallied health services; and

(b) the person is referred to the eligible audiologist by the medical practitiongraiseferral 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 pensindividually and in person; and
(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 services the only service under the referrah relation 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) nor (ii) applies but the service lie®matters that the referring
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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, 93048, 93061
93546 to 93558 ah93579 to 93593 inclusive apply) in a calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

EXERCISE PHYSIOLOGY HEALTH SERVICE provided to a person whofigboriginal or Torres
Strait Islander descent by an eligible exercise physiologist if:

(a) either:

i. a medical practitioner has undertaken a health assessment and identified a need faipfoll
allied health services; or
i. the person's shared care pldearitifies the need for followp allied health services; and

(b) the person is referred to the eligible exercise physiologist by a medical practitioner using a
form that has been issued by the Department or a referral form that substantigliesavith 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 eligible exercise physiologist gives a written report to the referring meg
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 refeiratelation to the service; or
(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring

medical practitioner would reasonabhe expected to be informed -of relation to those
matters;

- to a maximum offive services (including services to which items 81300 to 81360, 93048, 93061
93546 to 93558 and 93579 to 93593 inclusive apply) in a calendar year

(See para MN.11.1 of glanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60

81315 Extended Medicare Safety Net Cap$192.60
DIETETICS HEALTH SERVICE provided to a person who is of Aboriginal or Torres Strait Island
descent by an eligible dietitian if:
(@) either:

81320
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i. a medical practitioner has undertaken a health assessment and identified a need foipfoll
allied health services; or
ii. the person's shared care plan identifies the need for falfpallied health services; and

(b) the person is referred to te#gible dietitian by a medical practitioner using a referral form tha
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 hosita;

(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 dietitian gives a written report to the referring medical practition
mentoned 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 refeinatelation 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 serviceqincluding services to which items 81300 to 81360, 93048, 93061,
93546 to 93558 and 93579 to 93593 inclusive apply) in a calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety NeCap: $192.60

81325

MENTAL HEALTH SERVICE provided to a person who is of Aboriginal or Torres Strait Islander
descent by an eligible mental health worker if:

(a) either:

i. a medical practitioner has undertaken a health assessment and identified a fudledvfop
allied health services; or
i. the person's shared care plan identifies the need for foifpallied health services; and

(b) the person is referred to the eligible mental health worker by a medical practitioner using a
form that has ben issued by the Department or a referral form that substantially complies with thg
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 peiesuah;

(e) the service is of at least 20 minutes duration; and

(f) after the service, the eligible mental health worker gives a written report to the referring meq
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practitioner mentioned in paragraph (b):
(i) if the service is the only servicader the referral in relation to that service; or
(ii) if the service is the first or the last service under the refernatelation to the service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matterthéhegferring
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, 93048, 93061
93546 to 93558 and 9357® 93593 inclusive apply) in a calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

81330

OCCUPATIONAL THERAPY HEALTH SERVICE provided to a person who is of Apmral or
Torres Strait Islander descent by an eligible occupational therapist if

(@) either:

i a medical practitioner has undertaken a health assessment and identified a nee
follow-up allied health services; or
ii. the person's shared catlapidentifies the need for followp allied health services;
and

(b) the person is referred to the eligible occupational therapist by a medical practitioner using g
form that has been issued by the Department or a referral form that sublgtemiiglies 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 eligible occupational therapist gives a written report to the referring me
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 refeimalelation to the service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
medical practitioner would resonably be expected to be informed of relation to
those matters

- to a maximum offive services (including services to which items 81300 to 81360, 93048, 93061
93546 to 93558 and 93579 to 93593 inclusive apply) in a calendar year
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(See para MN.11.&f explanatory notes to this Category)
Fee:$64.20 Benefit: 75% = $48.15 100% = $64.20
Extended Medicare Safety Net Cap$192.60

81335

PHYSIOTHERAPY HEALTH SERVICE provided to a person who is of Aboriginal or Torres Stra
Islander descent by an elidg physiotherapist if:

(a) either:

i a medical practitioner has undertaken a health assessment and identified a need
follow-up allied health services; or
ii. the person's shared care plan identifies the need for faifpallied health serviceand

(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
issued by the Department; and

(c) theperson 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 physiotherapist gives #ewrireport to the referring medical
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 rdfeirarelation 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 informednof
relation to those matters

- to a maximum offive services (including services to which items 81300 to 81360, 93048, 93061
93546 to 93558 and 93579 to 93588lusive apply) in a calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $5460
Extended Medicare Safety Net Cap$192.60

81340

PODIATRY HEALTH SERVICE provided to a person who is of Aboriginal or Torres Strait Island
descent by an eligible podiatrist if:

(a) either:

i. a medical practitioner has undertaken a health assggsnd identified a need for
follow-up allied health services; or

ii. the personbés shared c ar e-uppllied hnealth sepsipes;i
and

(b) the person is referred to the eligible podiatrist by a medical practitioner uséfeyi@l form that

has been issued by the Department or a referral form that substantially complies with the fo

150



M11. ALLIED HEALTH SERVICES FOR
INDIGENOUS AUSTRALIANS WHO HAVE HAD A
HEALTH CHECK

issued by the Department; and
(c) the person is not an admitted patient of a hospital; and
(d) the service is provided to the personividually and in person; and
(e) the service is of at least 20 minutes duration; and

(f) after the service, the eligible podiatrist gives a written report to the referring medical practiti
mentioned in paragraph (b):

(i) if the service ighe only service under the referrah relation to that service; or
(i) 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 service ve®imatters that the referrir

medical practitioner would reasonably be expected to be informedhofelation
to those matters

- to a maximum offive services (including services to which items 81300 to 81360, 93048, 93061
93546 to 8558 and 93579 to 93593 inclusive apply) in a calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

81345

CHIROPRACTIC HEALTH SERVICE provided to a person whaisdAboriginal or Torres Strait
Islander descent by an eligible chiropractor if:

(a) either:

i. a medical practitioner has undertaken a health assessment and identified a need faipfoll
allied health services; or

i. the personbés s h athended rfoll@upmllied nealth seesines;iarfdi e
(b) the person is referred to the eligible chiropractor by a medical practitioner using a referral f
that has been issued by the Department or a referral form that substantially complies witin th
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 chiropractor gives a written report to the referring medical practi
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 fit or the last service under the referria relation to the service; or
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(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the re
medical practitioner would reasonably be expected to be inéat of- in
relation to those matters

- to a maximum offive services (including services to which items 81300 to 81360, 93048, 93061
93546 to 93558 and 93579 to 93593 inclusive apply) in a calendar year

(See para MN.11.1 of explanatory notes to trageGory)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

81350

OSTEOPATHY HEALTH SERVICE provided to a person who is of Aboriginal or Torres Strait Isl
descent by an eligible osteopath if:

(a) either:

i. a medical practiiner has undertaken a health assessment and identified a need foufollo
allied health services; or

i. the personds shared c ar e-uppllied mealth ske/ines;iarfdi e
(b) the person is referred to the eligible osteopath medical practitioner using a referral form tha
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 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 osteopath gives a written report to the referring medical practit
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 refernatelation to the service; or

(iii) if neither subparagraph (i) nor (iipalies but the service involves matters that the refe
medical practitioner would reasonably be expected to be informednof
relation to those matters

- to a maximum offive services (including services to which items 813001868, 93048, 93061,
93546 to 93558 and 93579 to 93593 inclusive apply) in a calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

81355

PSYCHOLOGY HEALTH SERVICEprovided to a person who is of Aboriginal or Torres Strait
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Islander descent by an eligible psychologist if:
(a) either:

i. a medical practitioner has undertaken a health assessment and identified a need foipfoll
allied health services; or

i. t he p sharedocaré gan identifies the need for folawvallied health services; and
(b) the person is referred to the eligible psychologist by a medical practitioner using a referral
that has been issued by the Department or a referral form thatraigdist@omplies 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 duratamg

(f) after the service, the eligible psychologist gives a written report to the referring medical prag
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 refemalelation to the service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the re
medical practitioner would reas@bly be expected to be informed-of
relation to those matters

- to a maximum offive services (including services to which items 81300 to 81360, 93048, 93061
93546 to 93558 and 93579 to 93593 inclusive apply) in a calendar year

(See para MN.11.1f@xplanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

81360

SPEECH PATHOLOGY HEALTH SERVICE provided to a person who is of Aboriginal or Torres
Strait Islander descent by an eligible speech padjet if:

(a) either:

i. a medical practitioner has undertaken a health assessment and identified a need faipfoll
allied health services; or

i. the personés shared car e-uppllied nealth ske/ipes;iarfdi e

(b) the persoris referred to the eligible speech pathologist by a medical practitioner using a refe

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 aiditted patient of a hospital; and
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(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 speech pathologist gives a written repoet teféiring 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 first or the last service under the refeimalelation b 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 informednof
relation to those matters

- to a maximum b five services (including services to which items 81300 to 81360, 93048, 93061
93546 to 93558 and 93579 to 93593 inclusive apply) in a calendar year

(See para MN.11.1 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

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. Serv ices 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

10983

Attendance by a practice nurse, aroAinal health worker or an Aboriginal and Torres Strait Islan
health practitioner on behalf of, and under the supervision of, a medical practitioner, to provide G
support to a patient who:

(a) is participating in a video conferencing conatibn with a specialist, consultant physician or
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 attendaneaeleast 15 kms by road frometlspecialist, physician or
psychiatrist mentioned in paragraph (a); or

(i) is a patient of:
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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

(A) an Aboriginal Medical Service; or

(B) an Aboriginal Community Controlled Health Service for which a direction made u
subsection 19 (2) of the Act apdie

(See para MN.12.5 of explanatory notes to this Category)
Fee:$33.40 Benefit: 100% = $33.40
Extended Medicare Safety Net Cap$100.20

M12. SERVICES PROVIDED BY A PRACTICE

NURSE OR ABORIGINAL AND 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 Torres Strait Islander
Health Practitioner On Behalf Of A Me dical 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 worker or Aboriginal and Torres Strait Islander H
practitioner provided on behalf of, and under the supervision of, a medical practitioner that requir
provision of clinical support to a patient who is:

a) acare recipient receiving care in a residential aged care service (other thacoatsétied unj)t or

b) at consulting rooms situated within such a complex if the patient is a care recipient receiving
a residential aged care service (excluding accommodation in-eosgdfined unit);

and who is participating in a video consultation véthpecialist or consultant physician.

(See para MN.12.5 of explanatory notes to this Category)

Fee:$33.40 Benefit: 100% = $33.40
10984 Extended Medicare Safety Net Cap$100.20
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 Abo  riginal 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
assessment if:

a) The service is provided on behalf of anttlar the supervision of a

medical practitioner; and

10987
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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

b) the person is not an admitted patient of a hospital; and
c) the service is consistent with the needs identified through the health assessment;
- to a maximum of 10 services per patiena calendar year

(See para MN.12.3 of explanatory notes to this Category)
Fee:$24.75 Benefit: 100% = $24.75
Extended Medicare Safety Net Cap$74.25

10988

Immunisation provided to a person by an Aboriginal and Torres Strait Islander health pexcifition
(@) 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 of explanatory notes to this Category)
Fee:$12.40 Benefit: 100% = $12.40
Extended Medicare Safety Net Cap$37.20

10989

Treatment of a person's wound (other than normal aftercare) provided by an Aboriginal and Tori
Islander health practitioner if:

(@) the treatment is provided on behalf of, and unbersupervision of, a medical practitioner; and
(b) the person is not an admitted patient of a hospital.

(See para MN.12.2 of explanatory notes to this Category)
Fee:$12.40 Benefit: 100% = $12.40
Extended Medicare Safety Net Cap$37.20

10997

Service provided to a person with a chronic disease by a practice nurse or an Aboriginal and Tor
Strait Islander health practitioner if:

(a) the service is provided on behalf of and under the supervision of a medical practitione
(b) the person is nan 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 Management Plan, Team Care Arrangements or
Multidisciplinary Cae 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:$12.40 Benefit: 100% = $12.40
Extended Medicare Safety Net Cap$37.20

M13. MIDWIFERY SERVICES 1. MBS ITEMS FOR PARTICIPATIN G MIDWIVES

Group M13. Midwifery Services

Subgroup 1. MBS Items For Participating Midwives
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82100

Initial antenatal professional attendance by a participating midwife, lasting at least 40 minutes, i
all of the following:

(a) taking adetailed patient history;
(b) performing a comprehensive examination;
(c) performing a risk assessment;
(d) based on the risk assessmeatranging referral or transfer of the patient's care to an obstetrig
(e) requesting pathology and diaostic imaging services, when necessary;

(f) discussing with the patient the collaborative arrangements for her maternity care and recorg
arrangements in the midwife's written records in accordance with section 6 of the Health Insurar
Regulatons 2018.

Payable once only for any pregnancy.

(See para MN.13.16 of explanatory notes to this Category)
Fee:$55.05 Benefit: 85% = $46.80
Extended Medicare Safety Net Cap$22.20

82105

Short antenatal professional attendance by a participating midiagifeyg up to 40 minutes.

(See para MN.13.16 of explanatory notes to this Category)
Fee:$33.30 Benefit: 75% = $25.00 85% = $28.35
Extended Medicare Safety Net Cap$16.65

82110

Long antenatal professional attendance by a participating midwifegastieast 40 minutes.

(See para MN.13.16 of explanatory notes to this Category)
Fee:$55.05 Benefit: 75% = $41.30 85% = $46.80
Extended Medicare Safety Net Cap$22.20

82115

Professional attendance by a participating midwife, lasting at least @@esifior assessment and
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 hospital; and

(b) the participating midwife undertakes a comprehenassessment of the patient; and

(c) the participating midwife develops a written maternity care plan that contains:
outcomes of the assessment; and
details of agreed expectations for care during pregnancy, laboudatidery; and
details of any health problems or care needs; and

details of collaborative arrangements that apply for the patient; and
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details of any medication taken by the patient during the pregnancy, and any additional medi
that may be required bydlpatient; 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 requests that may be required for tH
patient; and

(d) the maternity carplan 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 on the same occasion).

Payable once only for any pregnancy.

(See pea MN.13.16 of explanatory notes to this Category)
Fee:$328.95 Benefit: 85% = $279.65
Extended Medicare Safety Net Cap$55.35

82120

Management of confinement for up to 12 hours, including delivery (if undertaken), if:
(a) the patient is an admitted eeit of a hospital; and
(b) the attendance is by a participating midwife who:

(i) provided the patient's antenatal care; or

(ii) is a member of a practice that provided the patient's antenatal care.

(Includes all attendances relatedhe confinement by the participating midwife)

Payable once only for any pregnancy

(See para MN.13.16 of explanatory notes to this Category)
Fee:$776.85 Benefit: 75% = $582.65
Extended Medicare Safety Net Cap$500.00

82125

Management of confinemenhadluding delivery (if undertaken) when care is transferred from 1
participating midwife to another participating midwife (the second participating midwife), if:

(a) the patient is an admitted patient of a hospital; and
(b) the patient's confinement is f@nger than 12 hours;
(c) the second participating midwife:

(i) has provided the patient's antenatal care; or
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(i) is a member of a practice that has provided the patient's antenatal care.

(Includes all attendances related to the confinement by thadgeoticipating midwife)

Payable one only for any pregnancy.

(See para MN.13.16 of explanatory notes to this Category)
Fee:$776.85 Benefit: 75% = $582.65
Extended Medicare Safety Net Cap$500.00

82130

Short Postnatal Attendance

Short postnatal pro&sional attendance by a participating midwife, lasting up to 40 minutes, withir
weeks after delivery.

(See para MN.13.16 of explanatory notes to this Category)
Fee:$55.05 Benefit: 75% = $41.30 85% = $46.80
Extended Medicare Safety Net Cap$16.65

82135

Long Postnatal Attendance

Long postnatal professional attendance by a participating midwife, lasting at least 40 minutes, W
weeks after delivery.

(See para MN.13.16 of explanatory notes to this Category)
Fee:$80.95 Benefit: 75% = $60.75 B% = $68.85
Extended Medicare Safety Net Cap$22.20

82140

Six Week Postnatal Attendance

Postnatal professional attendance by a participating midwife on a patient not less than 6 weeks
more than 7 weeks after delivery of a baby, including:

(a) a comprehensive examination of patient and baby to ensure normal postnatal recovery; anc

(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 @fxplanatory notes to this Category)
Fee:$55.05 Benefit: 85% = $46.80
Extended Medicare Safety Net Cap$16.65

M13. MIDWIFERY SERVICES 2. TELEHEALTH ATTENDANCES

Group M13. Midwifery Services

Subgroup 2. Telehealth Attendances

82150

A professimal attendance lasting less than 20 minutes (whether or not continuous) by a participg
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 retalggeof
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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 attendee- 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 Service forietha direction made
under subsection 19(2) of the Act applies.

(See para MN.12.5 of explanatory notes to this Category)
Fee:$29.20 Benefit: 85% = $24.85
Extended Medicare Safety Net Cap$87.60

A professional attendance lasting at least 20 mg(wdether or not continuous) by a participating
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 oorsultant 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 attendancat least 15 kms by road from the sp@dist 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 Service for which a direction m
under subsection 19(®f the Act applies.

(See para MN.12.5 of explanatory notes to this Category)
Fee:$55.35 Benefit: 85% = $47.05

82151 Extended Medicare Safety Net Cap$166.05
A professional attendance lasting at least 40 minutes (whether or not continuous) bypmapagtic
midwife that requires the provision of clinical support to a patient who:

82152 a) is participating in a video consultation with a specialist practising in his or her speciality
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obstetrics or a specialist or consultant physician practising in hisr@peciality 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 attendancat least 15 kms by road from the specialist or
consultant physician mention@dparagraph (a); or

(i) 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.12.6f explanatory notes to this Category)
Fee:$81.40 Benefit: 85% = $69.20
Extended Medicare Safety Net Cap$244.20

M14. NURSE PRACTITIONERS 1. NURSE PRACTITIONERS

Group M14. Nurse Practitioners

Subgroup 1. Nurse Practitioners

82200

Professionkattendance by a participating nurse practitioner for an obvious problem characterise
straightforward nature of the task that requires a short patient history and, if required, limited
examination and management.

(See para MN.14.12 of explanatargtes to this Category)
Fee:$9.90 Benefit: 85% = $8.45
Extended Medicare Safety Net Cap$29.70

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.

(Seepara MN.14.12 of explanatory notes to this Category)
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Fee:$21.60 Benefit: 85% = $18.40
Extended Medicare Safety Net Cap$64.80

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) arranging any necessary investigation;
d) implementing a management plan;

e) providing appropriate preventive health care,

for 1 or more health related issy@sth appropriate documentation.

(See para MN.14.12 of explanatory notes to this Category)
Fee:$41.00 Benefit: 85% = $34.85
Extended Medicare Safety Net Cap$123.00

82215

Professional attendance by a participating nurse practitioner lasting atdeastutes and including at
of the following:

a) taking an extensive history;

b) undertaking clinical examination;

C) arranging any necessary investigation;
d) implementing a management plan;

e) providing appropriate preventive healtre,

for 1 or more health related issues, with appropriate documentation.

(See para MN.14.12 of explanatory notes to this Category)
Fee:$60.40 Benefit: 85% = $51.35
Extended Medicare Safety Net Cap$181.20

M14. NURSE PRACTITIONERS 2. TELEHEALTH ATTE NDANCE

Group M14. Nurse Practitioners

Subgroup 2. Telehealth Attendance

82220

A professional attendance lasting less than 20 minutes (whether or not continuous) by a particip|
nurse practitioner that requires the provision of clinical supjpaa patient who:

a) is participating in a video consultation with a specialist or consultant physician; and

b) is not an admitted patient; and
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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 patient is a patient of:
(A) an Aboriginal Medical Service; or

(B) an Aboriginal Community Controlled Health Service for whidfirection made
under subsection 19(2) of the Act applies.

(See para MN.12.5 of explanatory notes to this Category)
Fee:$29.20 Benefit: 85% = $24.85
Extended Medicare Safety Net Cap$87.60

82221

A professional attendance lasting at least 20 minutestiher 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) is not an admitted 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
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 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:$55.35 Benefit: 85% = $47.6
Extended Medicare Safety Net Cap$166.05

82222

A professional attendance lasting at least 40 minutes (whether or not continuous) by a participat
practitioner that requires the provision of clinical support to a patient who:

a) is participatig in a video consultation with a specialist or consultant physician; and
b) is not an admitted patient; and
c) is located:

(i) both:
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(A) within a telehealth eligible area; and

(B) at the time of the attendancat least 15 kms by road from the spésteor
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 Service for which a direction m
under subsection 19(2j the Act applies.

(See para MN.12.5 of explanatory notes to this Category)
Fee:$81.40 Benefit: 85% = $69.20
Extended Medicare Safety Net Cap$244.20

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

82223

A professional attendance lasting less than 20 minutes (whether or not continuous) by a particip
nurse practitioner that requires the provisionlofical 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

(i) is at consulting rooms situatedthin such a complex if the patient is a care recipient
receiving care in a residential aged care service; and

¢) the professional attendance is not provided at eceatfined unit.

(See para MN.12.5 of explanatory notes to this Category)
Fee:$29.20 Benefit: 85% = $24.85
Extended Medicare Safety Net Cap$87.60

82224

A professional attendance lasting at least 20 minutes (whether or not continuous) by a participat
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

(i) is at consulting rooms situated within such a complex if theqgte care recipient
receiving care in a residential aged care service; and

¢) the professional attendance is not provided at eceatfined unit

(See para MN.12.5 of explanatory notes to this Category)
Fee:$55.35 Benefit: 85% = $47.05
Extended Medicare Safety Net Cap$166.05
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3. TELEHEALTH ATTENDANCE AT A

82225

A professional attendance lasting at least 40 minutes (whether or not continuous) by a participat
practitioner that requires the provision of clinical support to a patient who:

a) is participating in a video osultation 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 recipig
receiving @re in a residential aged care service; and

¢) the professional attendance is not provided at ecealfined unit

(See para MN.12.5 of explanatory notes to this Category)
Fee:$81.40 Benefit: 85% = $69.20
Extended Medicare Safety Net Cap$244.20

M15. DIAGNOSTIC AUDIOLOGY SERVICES

Group M15. Diagnostic Audiology Services

82300

Audiology health service, consisting of BRAIN STEM EVOKED RESPONSE AUDIOMETRY,
performed on a person by an eligible audiologist if:

(a) the service is performed pursutmt written request made by an eligible practitioner to assist tf
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 a specialist in the sl of otolaryngology head and neck surgery; al
(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 an@risom; 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 requesteukt service; and

(g) a service to which item 11300 applies has not been performed on the person on the same dg¢

(See para MN.15.1, MN.15.5 of explanatory notes to this Category)
Fee:$158.75 Benefit: 85% = $134.95
Extended Medicare Safety Net Cap$476.5

82306

Audiology health service, consisting of NEDETERMINATE AUDIOMETRY performed on a persg
by an eligible audiologist if:

(a) the service is performed pursuant to a written request made by an eligible practitioner to ass
eligible practitione in the diagnosis and/or treatment and/or management of ear disease or a relg
disorder in the person; and

(b) the eligible practitioner is a specialist in the specialty of otolaryngology head and neck surge
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M15. DIAGNOSTIC AUDIOLOGY SERVICES

(c) the service is not performed filve 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 thetsasfuhe 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 11306 applies has not been performed pertiue on the same day.

(See para MN.15.5, MN.15.2 of explanatory notes to this Category)
Fee:$18.05 Benefit: 85% = $15.35
Extended Medicare Safety Net Cap$54.15

Audiology health service, consisting of an AIR CONDUCTION AUDIOGRAM performed paraon
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
disorderin the person; and

(b) the eligible 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 performedrfthe 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 thdtsesf 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 11309 applies has not been performée person on the same day.

(See para MN.15.3, MN.15.5 of explanatory notes to this Category)
Fee:$21.70 Benefit: 85% = $18.45

82309 Extended Medicare Safety Net Cap$65.10
Audiology health service, consisting of an AIR AND BONE CONDUCTION AUDIOGRAM AIR
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 practitioner to ass
eligible practitioner in the diagnosis andtgatment and/or management of ear disease or a relate
disorder in the person; and
(b) the eligible practitioner is:

(i) a specialist in the specialty of otolaryngology head and neck surgery; or
82312
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(i) a specialist or consultant physician iretspecialty 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) afterthe 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

(9) 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:$30.65 Benefit: 85% = $26.10
Extended Medicare Safety Net Cap$91.95

Audiology healh 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
(b) the eligible practitioner is:

(i) aspecialist 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 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 personviiddially 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 practitione who requested the service; and

(g) a service to which item 11315 applies has not been performed on the person on the same da

(See para MN.15.3, MN.15.5 of explanatory notes to this Category)
Fee:$40.60 Benefit: 85% = $34.55

82315 Extended Medicare SafetyNet Cap: $121.80
Audiology health service, consisting of an AIR AND BONE CONDUCTION AND SPEECH
DISCRIMINATION AUDIOGRAM WITH OTHER COCHLEAR TESTS performed on a person by
eligible audiologist if:
(a) the service is performed pursuant to a writequest 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:

82318
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(i) a specialist in the spiadty 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 the purpose of a hearing screening; and
(d) the person is not an admitted patiena dfospital; 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 elg#udiologist has on those results, to the
eligible practitioner who requested the service; and

(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 Gateg
Fee:$50.15 Benefit: 85% = $42.65
Extended Medicare Safety Net Cap$150.45

82324

Audiology health service, consisting of an IMPEDANCE AUDIOGRAM involving tympanometry ¢
measurement of static compliance and acoustic reflex performed on a peesoaligble audiologist
(not being a service associated with a service to which item 82309, 82312, 82315 or 82318 app

(a) the service is performed pursuant to a written request made by an eligible practitioner to ass
eligible practitionein the diagnosis and/or treatment and/or management of ear disease or a relg
disorder in the person; and

(b) the eligible practitioner is:
(i) a specialist in the specialty of otolaryngology head and neck surgery; or
(ii) a specialist or condtant 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 hospital; and
(e) the service is performed on the person individually ampeiaon; 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 requestéae service; and

(g) a service to which item 11324 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:$27.10 Benefit: 85% = $23.05
Extended Medicare Safety Net Cap$81.30

82327

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
(being a service associated with a service to which &899, 82312, 82315 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
disorer 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 performdor 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 ofeelts 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 11327 applies has not been performie: @erson on the same day.

(See para MN.15.3, MN.15.5 of explanatory notes to this Category)
Fee:$16.30 Benefit: 85% = $13.90
Extended Medicare Safety Net Cap$48.90

82332

Audiology health service, consisting of an OCRQOUSTIC EMISSION AUDIOMETRY br the
detection of permanent congenital hearing impairment, performed by an eligible audiologist on &
or child in circumstances in which:
(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
(ii) a specialist 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) admissiorto a neonatal intensive care unit;
(ii) family history of hearing impairment;
(iii) intra-uterine or perinatal infection (either suspected or confirmed);
(iv) birthweight less than 1.5kg;
(v) craniofacial deformity;
(vi) birth asplyxia;
(vii) chromosomal abnormality, including Down Syndrome;
(viii) exchange transfusion; 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) theservice is performed on the infant or child 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 audiologistoim those results, to the
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eligible practitioner who requested the service; and
(g) a service to which item 11332 applies has not been performed on the infant or child on the s

(See para MN.15.4, MN.15.5 of explanatory notes to this Category)
Fee: $48.30 Benefit: 85% = $41.10
Extended Medicare Safety Net Cap$144.90

M16. EAT

1. EATING DISORDERS DIETITIAN HEALTH
ING DISORDERS SERVICES SERVICES

Group M16. Eating Disorders Services

Subgroup 1. Eating disorders dietitian health services

Dietetics health service provided to an eligible patient by an eligible dietitian if:

(@ the service is recommended in the patien
(b) the person is not an admitted patient of a hosyatad,

(c) the service is provided to the person individually and in person; and

(d) the service is of at least 20 minutes in duration

(See para MN.16.1, MN.16.2 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60

82350 Extended Medicare Safety Net Cap$192.60
Dietetics health service provided to an eligible patient by an eligible dietitian if:
(@ the service is recommended in the patien
(b) the person is not an admeitl patient of a hospital; and
(c) the attendance is by video conference; and
(d) the patient is located within a telehealth eligible area; and
(e) the patient is, at the time of the attendance, at least 15 kilometres by road from the;dietitiar
()  the service is of at least 20 minutes duration
(See para MN.16.1, MN.16.2, MN.16.4 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
82351 Extended Medicare Safety Net Cap$192.60
2. EATING DISORDER PSYCHOLOGICAL
TREATMENT SERVICES PROVIDED BY
M16. EATING DISORDERS SERVICES ELIGIBLE CLINICAL PSYCHOLOGISTS
Group M16. Eating Disorders Services
Subgroup 2. Eating disorder psychological treatment services provided by eligible clinical psychologists
Eating diseder psychological treatment service provided to an eligible patient in consulting room
eligible clinical psychologist if:
82352
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M16. EATING DISORDERS SERVICES ELIGIBLE CLINICAL PSYCHOLOGISTS

2. EATING DISORDER PSYCHOLOGICAL
TREATMENT SERVICES PROVIDED BY

(@ the service is recommended in the patien
(b) the person isat an admitted patient of a hospital; and

(c) the service is provided to the person individually and in person; and

(d) the service is at least 30 minutes but less than 50 minutes in duration.

(See para MN.16.1, MN.16.3 of explanatory notes toQaitegory)
Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

82353

Eating disorder psychological treatment service provided to an eligible patient by an eligible clini
psychologist if:

(@) the service isrecommended ikth pat i ent 8s eating disorder
(b) the person is not an admitted patient of a hospital; and

(c) the attendance is by video conference; and

(d) the patient is located within a telehealth eligible area; and

(e) the patient is, at the time of the attendance, at least 15 kilometres by road from the clinical
psychologist; and

(f)  the service is at least 30 minutes but less than 50 minutes in duration.

(See para MN.16.1, MN.16.3, MN.16.4 of explanatory notekisoCategory)
Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

82354

Eating disorder psychological treatment service provided to an eligible patient at a place other th
consulting rooms by an eligible clinical psychologjfist

(@ the service is recommended in the patien
(b) the person is not an admitted patient of a hospital; and

(c) the service is provided to the person individually and in person; and
the sevice is at least 30 minutes but less than 50 minutes in duration.

(See para MN.16.1, MN.16.3 of explanatory notes to this Category)
Fee:$128.55 Benefit: 85% = $109.30
Extended Medicare Safety Net Cap$385.65

82355

Eating disorder psychological treatmeervice provided to an eligible patient in consulting rooms b
eligible clinical psychologist if:

(@ the service is recommended in the patien
(b) the person is not an admitted patient dbapital; and

(c) the service is provided to the person individually and in person; and
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2. EATING DISORDER PSYCHOLOGICAL
TREATMENT SERVICES PROVIDED BY

(d) the service is at least 50 minutes in duration.

(See para MN.16.1, MN.16.3 of explanatory notes to this Category)
Fee:$151.05 Benefit: 85% = $128.40
Extended Medicare Safety Net Cap$453.15

Eating disorder psychological treatment service provided to an eligible patient by an eligible clini
psychologist if:

(@ the service is recommended in the ptplanjaad
(b) the person is not an admitted patient of a hospital; and

(c) attendance is by video conference; and

(d) the patient is located within a telehealth eligible area; and

(e) the patient is, at the time of the attendance, at l&akilometres by road from the clinical
psychologist; and

(f)  the service is at least 50 minutes in duration.

(See para MN.16.1, MN.16.3, MN.16.4 of explanatory notes to this Category)
Fee:$151.05 Benefit: 85% = $128.40

82356 Extended Medicare Safety NeCap: $453.15
Eating disorder psychological treatment service provided to an eligible patient at a place other th
consulting rooms by an eligible clinical psychologist if:
(@ the service is recommended ntandmdnagenpeatplangand
(b) the person is not an admitted patient of a hospital; and
(c) the service is provided to the person individually and in person; and
(d) the service is at least 50 minutes in duration.
(See para MN.16.1, MN.16.3 ekplanatory notes to this Category)
Fee:$176.70 Benefit: 85% = $150.20
82357 Extended Medicare Safety Net Cap$500.00
Eating disorder psychological treatment service provided to an eligible patient as part of a group
10 patients by an eligibidinical psychologist if:
(@ the service is recommended in the patien
(b) the person is not an admitted patient of a hospital; and
(c) the service is provided in person; and
(d) the sevice is at least 60 minutes in duration.
(See para MN.16.1, MN.16.3 of explanatory notes to this Category)
Fee:$38.35 Benefit: 85% = $32.60
82358 Extended Medicare Safety Net Cap$115.05
82359 Eating disorder psychological treatment service provided to giblelipatient as part of a group of 6 1
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2. EATING DISORDER PSYCHOLOGICAL
TREATMENT SERVICES PROVIDED BY

10 patients by an eligible clinical psychologist if:

(@ the service is recommended in the patien
(b) the person is not an admitted patient of a hosmtad

(c) the attendance is by video conference; and

(d) the patient is located within a telehealth eligible area; and

(e) the patient is, at the time of the attendance, at least 15 kilometres by road from the clinical
psychologist; and

()  the service is at least 60 minutes in duration.

(See para MN.16.1, MN.16.3, MN.16.4 of explanatory notes to this Category)
Fee:$38.35 Benefit: 85% = $32.60
Extended Medicare Safety Net Cap$115.05

M16. EATING DISORDERS SERVICES ELIGIBLE PSYCHOLOGISTS

3. EATING DISORDER PSYCHOLOGICAL
TREATMENT SERVICES PROVIDED BY

Group M16. Eating Disorders Services

Subgroup 3. Eating disorder psychological treatment services provided by eligible psychologists

82360

Eating disorder psychological treatmeansce provided to an eligible patient in consulting rooms b
eligible psychologist if:

@ the service is recommended in the patien
(b) the person is not an admitted patient of a hospital; a

(c) the service is provided to the person individually and in person; and

(d) the service is at least 20 minutes but less than 50 minutes in duration.

(See para MN.16.1, MN.16.3 of explanatory notes to this Category)
Fee:$72.90 Benefit: 85% = $2.00
Extended Medicare Safety Net Cap$218.70

82361

Eating disorder psychological treatment service provided to an eligible patient by an eligible
psychologist if:

@ the service is recommended i n t he eptplan and
(b) the person is not an admitted patient of a hospital; and

(c) the attendance is by video conference; and

(d) the patient is located within a telehealth eligible area; and

(e) the patient is, at the time of the attendantéast 15 kilometres by road from the psychologis
and
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3. EATING DISORDER PSYCHOLOGICAL
TREATMENT SERVICES PROVIDED BY

()  the service is at least 20 minutes but less than 50 minutes in duration.

(See para MN.16.1, MN.16.3, MN.16.4 of explanatory notes to this Category)
Fee:$72.90 Benefit: 85% = $62.00
ExtendedMedicare Safety Net Cap:$218.70

Eating disorder psychological treatment service provided to an eligible patient at a place other th
consulting rooms by an eligible psychologist if:

(@ the service is r ecomme rdergahtménhand nteeagemant plae; ar
(b) the person is not an admitted patient of a hospital; and

(c) the service is provided to the person individually and in person; and
(d) the service is at least 20 minutes but less than 50 minutesaiticeur

(See para MN.16.1, MN.16.3 of explanatory notes to this Category)
Fee:$99.15 Benefit: 85% = $84.30

82362 Extended Medicare Safety Net Cap$297.45
Eating disorder psychological treatment service provided to an eligible patient in consultingoyoan
eligible psychologist if:
(@ the service is recommended in the patien
(b) the person is not an admitted patient of a hospital; and
(c) the service is provided to the person indivitgahd in person; and
(d) the service is at least 50 minutes in duration.
(See para MN.16.1, MN.16.3 of explanatory notes to this Category)
Fee:$102.85 Benefit: 85% = $87.45
82363 Extended Medicare Safety Net Cap$308.55
Eating disorder psychologal treatment service provided to an eligible patient by an eligible
psychologist if:
(@ the service is recommended in the patien
(b) the person is not an admitted patient of a hospital; and
(c) the attendance is by video conference; and
(d) the patient is located within a telehealth eligible area; and
(e) the patient is, at the time of the attendance, at least 15 kilometres by road from the psycho
and
() the servicas at least 50 minutes in duration.
82364
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3. EATING DISORDER PSYCHOLOGICAL
TREATMENT SERVICES PROVIDED BY

(See para MN.16.1, MN.16.3, MN.16.4 of explanatory notes to this Category)
Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

Eating disorder psychological treatment service providethteligible patient at a place other than
consulting rooms by an eligible psychologist if:

(@ the service is recommended in the patien
(b) the person is not an admitted patient of a hosyatad,

(c) the service is provided to the person individually and in person; and

(d) the service is at least 50 minutes in duration.

(See para MN.16.1, MN.16.3 of explanatory notes to this Category)
Fee:$129.20 Benefit: 85% = $109.85

82365 Extended Medicare Safety Net Cap$387.60
Eating disorder psychological treatment service provided to an eligible patient as part of a group
10 patients by an eligible psychologist if:
(@ the service is recommende dmentiandmanagerpeattplanean
(b) the person is not an admitted patient of a hospital; and
(c) the service is provided in person; and
(d) the service is at least 60 minutes in duration.
(See para MN.16.1, MN.16.3 of explanatory notes to thie@bry)
Fee:$26.25 Benefit: 85% = $22.35
82366 Extended Medicare Safety Net Cap$78.75
Eating disorder psychological treatment service provided to an eligible patient as part of a group
10 patients by an eligible psychologist if:
(@ thesevice is recommended in the patientds
(b) the person is not an admitted patient of a hospital; and
(c) the attendance is by video conference; and
(d) the patient is located within a teleheatlgible area; and
(e) the patient is, at the time of the attendance, at least 15 kilometres by road from the clinical
psychologist; and
(f)  the service is at least 60 minutes in duration.
(See para MN.16.1, MN.16.3, MN.16.4 of explanatory nasghis Category)
Fee:$26.25 Benefit: 85% = $22.35
82367 Extended Medicare Safety Net Cap$78.75
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4. EATING DISORDER PSYCHOLOGICAL
TREATMENT SERVICES PROVIDED BY

Group M16. Eating Disorders Se rvices

Subgroup 4. Eating disorder psychological treatment services provided by eligible occupational
therapists

82368

Eating disorder psychological treatment service provided to an eligible patient in consulting roon
eligible occupational #rapist if:

(@ the service is recommended in the patien
(b) the person is not an admitted patient of a hospital; and

(c) the service is provided to the person individually and in persah; an

(d) the service is at least 20 minutes but less than 50 minutes in duration.

(See para MN.16.1, MN.16.3 of explanatory notes to this Category)

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

82369

Eating disorder psychafical treatment service provided to an eligible patient by an eligible
occupational therapist if:

(@ the service is recommended in the patien
(b) the person is not an admitted patient of a hakmnd

(c) the attendance is by video conference; and

(d) the patient is located within a telehealth eligible area; and

(e) the patient is, at the time of the attendance, at least 15 kilometres by road from the psycho
and

(f)  theservice is at least 20 minutes but less than 50 minutes in duration.

(See para MN.16.1, MN.16.3, MN.16.4 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

82370

Eating disorder psychologicteatment service provided to an eligible patient at a place other thar
consulting rooms by an eligible occupational therapist if:

@ the service is recommended in the patien
(b) the persond not an admitted patient of a hospital; and

(c) the service is provided to the person individually and in person; and

(d) the service is at least 20 minutes but less than 50 minutes in duration.

(See para MN.16.1, MN.16.3 of explanatory notesite €ategory)

Fee:$90.45 Benefit: 85% = $76.90
Extended Medicare Safety Net Cap$271.35

82371

Eating disorder psychological treatment service provided to an eligible patient in consulting roon
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4. EATING DISORDER PSYCHOLOGICAL
TREATMENT SERVICES PROVIDED BY

eligible occupational therapist if;

(@ theserte i s recommended in the patientds ea
(b) the person is not an admitted patient of a hospital; and

(c) the service is provided to the person individually and in person; and

(d) the service is athst 50 minutes in duration.

(See para MN.16.1, MN.16.3 of explanatory notes to this Category)

Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

Eating disorder psychological treatment service provided to an eligible tiayian eligible
occupational therapist if:

(@ the service is recommended in the patien
(b) the person is not an admitted patient of a hospital; and

(c) the attendance is by video conferenand

(d) the patient is located within a telehealth eligible area; and

(e) the patient is, at the time of the attendance, at least 15 kilometres by road from the psycho
and

(f)  the service is at least 50 minutes in duration.

(See pardvIN.16.1, MN.16.3, MN.16.4 of explanatory notes to this Category)
Fee:$90.70 Benefit: 85% = $77.10

82372 Extended Medicare Safety Net Cap$272.10
Eating disorder psychological treatment service provided to an eligible patient at a place other th
consuting rooms by an eligible occupational therapist if:
@ the service is recommended in the patien
(b) the person is not an admitted patient of a hospital; and
(c) the service is provided the person individually and in person; and
(d) the service is at least 50 minutes in duration.
(See para MN.16.1, MN.16.3 of explanatory notes to this Category)
Fee:$116.90 Benefit: 85% = $99.40

82373 Extended Medicare Safety Net Cap$350.70
Eatingdisorder psychological treatment service provided to an eligible patient as part of a group
10 patients by an eligible occupational therapist if:
(@ the service is recommended in the pati @an
(b) the person is not an admitted patient of a hospital; and

82374
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(c) the service is provided in person; and
(d) the service is at least 60 minutes in duration

(See para MN.16.1, MN.16.3 of explanatory notes to this Category)
Fee:$23.05 Benefit: 85% = $19.60
Extended Medicare Safety Net Cap$69.15

Eating disorder psychological treatment service provided to an eligible patient as part of a group
10 patients by an eligible occupational therapist if:

(&) theserviceisrecommendedn t he patientés eating disor
(b) the person is not an admitted patient of a hospital; and

(c) the attendance is by video conference; and

(d) the patient is located within a telehealth eligible area; and

(e) the patient is, at the time of the attendance, at least 15 kilometres by road from the clinical
psychologist; and

()  the service is at least 60 minutes in duration.

(See para MN.16.1, MN.16.3, MN.16.4 of explanatory notes to this Category)
Fee $23.05 Benefit: 85% = $19.60

82375 Extended Medicare Safety Net Cap$69.15
5. EATING DISORDER PSYCHOLOGICAL
TREATMENT SERVICES PROVIDED BY
M16. EATING DISORDERS SERVICES ELIGIBLE SOCIAL WORKERS
Group M16. Eating Disorders Services
Subgroup 5. Eating disorder psychological treatment services provided by eligible social workers
Eating disorder psychological treatment service provided to an eligible patient in consulting roon
eligible social worker if:
(a) the serviceisrecommendedn t he patientds eating disor
(b) the person is not an admitted patient of a hospital; and
(c) the service is provided to the person individually and in person; and
(d) the service is at least 20 minuted lass than 50 minutes in duration
(See para MN.16.1, MN.16.3 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
82376 Extended Medicare Safety Net Cap$192.60
Eating disorder psychological treatment service provided to an eljgatikent by an eligible social
worker if:
(@ the service is recommended in the patien
82377
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(b) the person is not an admitted patient of a hospital; and
(c) the attendance is by video conferereegl
(d) the patient is located within a telehealth eligible area; and

(e) the patient is, at the time of the attendance, at least 15 kilometres by road from the psycho
and

()  the service is at least 20 minutes but less than 50 mimutiesation

(See para MN.16.1, MN.16.3, MN.16.4 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

82378

Eating disorder psychological treatment service provided to an eligible patierihatather than
consulting rooms by an eligible social worker if:

@ the service is recommended in the patien
(b) the person is not an admitted patient of a hospital; and

(c) the service iprovided to the person individually and in person; and

(d) the service is at least 20 minutes but less than 50 minutes in duration.

(See para MN.16.1, MN.16.3 of explanatory notes to this Category)

Fee:$90.45 Benefit: 85% = $76.90
Extended Medicare &fety Net Cap:$271.35

82379

Eating disorder psychological treatment service provided to an eligible patient in consulting roon
eligible social worker if:

@ the service is recommended in the ppldnjaadn
(b) the person is not an admitted patient of a hospital; and

(c) the service is provided to the person individually and in person; and

(d) the service is at least 50 minutes in duration.

(See para MN.16.1, MN.16.3 of explanatory ndtethis Category)

Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

82380

Eating disorder psychological treatment service provided to an eligible patient by an eligible soc
worker if:

(@) the serviceisrecommendedintheat i ent 6s eating disorder
(b) the person is not an admitted patient of a hospital; and
(c) the attendance is by video conference; and

(d) the patient is located within a telehealth eligible area; and
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(e) the patient is, at the time of the attendance, at least 15 kilometres by road from the psycho
and

(f)  the service is at least 50 minutes in duration.

(See para MN.16.1, MN.16.3, MN.16.4 of explanatory notes to this Category)
Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

82381

Eating disorder psychological treatment service provided to an eligible patient at a place other th
consulting rooms by an eligible social worker if:

(@) the service isrecommended ikth pat i ent 8s eating disorder
(b) the person is not an admitted patient of a hospital; and

(c) the service is provided to the person individually and in person; and

(d) the service is at least 50 minutes in diora

(See para MN.16.1, MN.16.3 of explanatory notes to this Category)
Fee:$116.90 Benefit: 85% = $99.40
Extended Medicare Safety Net Cap$350.70

82382

Eating disorder psychological treatment service provided to a person as part of a group of 6 to 1
patients (but not as an admitted patient of a hospital) by an eligible social worker if:

@ the service is recommended in the patien
(b) the person is not an admitted patient of a hospital; and

(c) the service is provided in person; and

(d) the service is at least 60 minutes in duration.

(See para MN.16.1, MN.16.3 of explanatory notes to this Category)

Fee:$23.05 Benefit: 85% = $19.60
Extended Medicare Safety Net Cap$69.15

82383

Eatingdisorder psychological treatment service provided to a person as part of a group of 6 to 1
patients (but not as an admitted patient of a hospital) by an eligible social worker if:

(@ the service is recommended entandmanagemeatiplaneamnc
(b) the person is not an admitted patient of a hospital; and
(c) the attendance is by video conference; and

(d) the patient is located within a telehealth eligible area; and

(e) the patient is, at the time ofdtattendance, at least 15 kilometres by road from the clinical
psychologist; and

()  the service is at least 60 minutes in duration.

(See para MN.16.1, MN.16.3, MN.16.4 of explanatory notes to this Category)
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Fee:$23.05 Benefit: 85% = $19.60
ExtendedMedicare Safety Net Cap:$69.15

M17. BUSHFIRE RECOVERY ACCESS INITIATIVE
- PSYCHOLOGIST SERVICES AND ALLIED
HEALTH FOCUSSED PSYCHOLOGICAL
STRATEGIES

Group M17. Bushfire Recovery Access Initiative - Psychologist Services and Allied Health
Focussed Ps ychological Strategies

91000

Psychological therapy health service provided to a patient in consulting rooms (but not as an ad
patient of a hospital) by an eligible clinical psychologist if:

(a) the patient is affected by bushfire; and
(b) the service is provided to the patient individually and in person; and
(c) the service is at least 30 minutes but less than 50 minutes duration

Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

91001

Psychological therapy héh service provided to a patient (but not as an admitted patient of a hosj
by an eligible clinical psychologist if:

(a) the patient is affected by bushfire; and

(b) the service is provided to the patient individually; and

(c) the attedance is by video conference; and

(d) the patient is not an admitted patient; and

(e)the service is at least 30 minutes but less than 50 minutes duration

Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

91005

Psychological thepy health service provided to a patient at a place other than consulting rooms
as an admitted patient of a hospital) by an eligible clinical psychologist in accordance with the
requirements of item 91000

Fee:$128.55 Benefit: 85% = $109.30
Extended Medicare Safety Net Cap$385.65

91010

Psychological therapy health service provided to a patient in consulting rooms (but not as an ad
patient of a hospital) by an eligible clinical psychologist if:

(a) the patient is affected by bushfire; and
(b) the service is provided to the patient individually and in person; and

(c) the service is at least 50 minutes duration

Fee:$151.05 Benefit: 85% = $128.40
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Extended Medicare Safety Net Cap$453.15

91011

Psychological therapy health service provided fmatient (but not as an admitted patient of a hospit
by an eligible clinical psychologist if:

(a)the patient is affected by bushfire; and

(b) the service is provided to the patient individually; and
(c) the attendance is by video conference; and

(d) the patient is not an admitted patient; and

(e)the service is at least 50 minutes duration

Fee:$151.05 Benefit: 85% = $128.40
Extended Medicare Safety Net Cap$453.15

91015

Psychological therapy health service provided to a patient at a place otheotisalting rooms (but n
as an admitted patient of a hospital) by an eligible clinical psychologist in accordance with the
requirements of item 91010

Fee:$176.70 Benefit: 85% = $150.20
Extended Medicare Safety Net Cap$500.00

91100

Focussed psycholazpl strategies health service provided to a patient in consulting rooms (but no
admitted patient of a hospital) by an eligible psychologist if:

(a)the patient is affected by bushfire; and
(b) the service is provideatthe patient individually and in person; and
(c) the service is at least 20 minutes but less than 50 minutes duration

Fee:$72.90 Benefit: 85% = $62.00
Extended Medicare Safety Net Cap$218.70

91101

Focussed psychological strategies health servicegadupo a patient (but not as an admitted patient
hospital) by an eligible psychologist if:

(a)the patient is affected by bushfire; and

(b) the service is provided to the patient individually; and

(c) the attendance is by video conferenand

(d) the patient is not an admitted patient; and

(e)the service is at least 20 minutes but less than 50 minutes duration

Fee:$72.90 Benefit: 85% = $62.00
Extended Medicare Safety Net Cap$218.70

91105

Focussed psychological strategiesltieservice provided to a patient at a place other than consulti
rooms (but not as an admitted patient of a hospital) by an eligible psychologist in accordance wi
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requirements of item 91100

Fee:$99.15 Benefit: 85% = $84.30
Extended Medicare SafetyNet Cap: $297.45

91110

Focussed psychological strategies health service provided to a patient in consulting rooms (but
admitted patient of a hospital) by an eligible psychologist if:

(a)the patient is affected by bushfire; and
(b) the service is provided to the patient individually and in person; and
(c) the service is at least 50 minutes duration

Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

91111

Focussed psychological strategies health servioad®ed to a patient (but not as an admitted patient
hospital) by an eligible psychologist if:

(a) the patient is affected by bushfire; and

(b) the service is provided to the patient individually; and
(c) the attendance is by video confezenand

(d) the patient is not an admitted patient; and

(e)the service is at least 50 minutes duration

Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

91115

Focussed psychological strategies health service providegdtient at a place other than consulting
rooms (but not as an admitted patient of a hospital) by an eligible psychologist in accordance wi
requirements of item 91110

Fee:$129.20 Benefit: 85% = $109.85
Extended Medicare Safety Net Cap$387.60

91125

Focussed psychological strategies health service provided to a patient in consulting rooms (but
admitted patient of a hospital) by an eligible occupational therapist if:

(a)the patient is affected by bushfire; and
(b) the servie is provided to the patient individually and in person; and
(c) the service is at least 20 minutes but less than 50 minutes duration

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

91126

Focussed psychological strategies hHeattrvice provided to a patient (but not as an admitted patier
hospital) by an eligible occupational therapist if:
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(a)the patient is affected by bushfire; and

(b) the service is provided to the patient individually; and

(c) the attendance is by videonference; and

(d) the patient is not an admitted patient; and

(e)the service is at least 20 minutes but less than 50 minutes duration

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

91130

Focussed psychological strategheslth service provided to a patient at a place other than consult
rooms (but not as an admitted patient of a hospital) by an eligible occupational therapist in acco
with the requirements of item 91125

Fee:$90.45 Benefit: 85% = $76.90
Extended Medicare Safety Net Cap:$271.35

91135

Focussed psychological strategies health service provided to a patient in consulting rooms (but
admitted patient of a hospital) by an eligible occupational therapist if:

(a) the patient is affected by buskfiand
(b) the service is provided to the patient individually and in person; and
(c) the service is at least 50 minutes duration

Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

91136

Focussed psychological strgies health service provided to a patient (but not as an admitted patie
hospital) by an eligible occupational therapist if:

(a)the patient is affected by bushfire; and

(b) the service is provided to the patient individually; and
(c) the attendance is by video conference; and

(d) the patient is not an admitted patient; and

(e)the service is at least 50 minutes duration

Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

91140

Focussed psychological ategies health service provided to a patient at a place other than consul
rooms (but not as an admitted patient of a hospital) by an eligible occupational therapist in acco
with the requirements of item 91135

Fee:$116.90 Benefit: 85% = $99.40
Extended Medicare Safety Net Cap$350.70

91150

Focussed psychological strategies health service provided to a patient in consulting rooms (but
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admitted patient of a hospital) by an eligible social worker if:

(a)the patient is affected by bustgjrand

(b) the service is provided to the patient individually and in person; and
(c) the service is at least 20 minutes but less than 50 minutes duration

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

91151

Focwssed psychological strategies health service provided to a patient (but not as an admitted p
hospital) by an eligible social worker if:

(a)the patient is affected by bushfire; and

(b) the service is provided to the patient indivatly; and

(c) the attendance is by video conference; and

(d) the patient is not an admitted patient; and

(e)the service is at least 20 minutes but less than 50 minutes duration

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

91155

Focussed psychological strategies health service provided to a patient at a place other than con
rooms (but not as an admitted patient of a hospital) by an eligible social worker in accordance w
requirements of item 91150

Fee:$90.45 Benefit: 85% = $76.90
Extended Medicare Safety Net Cap$271.35

91160

Focussed psychological strategies health service provided to a patient in consulting rooms (but
admitted patient of a hospital) by an eligible social worker if:

(a) thepatient is affected by bushfire; and
(b) the service is provided to the patient individually and in person; and
(c) the service is at least 50 minutes duration

Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

91161

Focussed psychological strategies health service provided to a patient (but not as an admitted p
hospital) by an eligible social worker if:

(a) the patient is affected by bushfire; and
(b) the service is provided to the patient widually; and

(c) the attendance is by video conference; and
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(d) the patient is not an admitted patient; and
(e)the service is at least 50 minutes duration
Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10
Focussd psychological strategies health service provided to a patient at a place other than cons
rooms (but not as an admitted patient of a hospital) by an eligible social worker in accordance w
requirements of item 91160
Fee:$116.90 Benefit: 85% =$99.40
91165 Extended Medicare Safety Net Cap$350.70
M18. COVID-19 ALLIED HEALTH TELEHEALTH 1. COVID-19 PSYCHOLOGICAL THERAPIES
SERVICES TELEHEALTH SERVICES
Group M18. COVID -19 Allied Health Telehealth Services
Subgroup 1. COVID-19 Psychological Therapies Telehealth Services
Psychological therapy health service provided by telehealth attendance by an eligible clinical
psychologist if:
(a) the person is referred by:
(i) a medical practitioner, either as part of a GP Mental Health Treafh@mm or as part of a sharec
care plan or as part of a psychiatrist assessment and management plan; or
(i) a specialist or consultant physician specialising in the practice of his or her field of psychiat
(iii) a specialist or consultant phgign specialising in the practice of his or her field of paediatrics
(b) the service is provided to the person individually; and
(c) at the completion of a course of treatment, the referring medical practitioner reviews the neec
further coursef treatment; and
(d) on the completion of the course of treatment, the eligible clinical psychologist gives a written
to the referring medical practitioner on assessments carried out, treatment provided and
recommendations on future managemenhoét per sonés condition; arn
(e) the service is at least 30 minutes but less than 50 minutes duration.
Fee:$102.85 Benefit: 85% = $87.45
91166 Extended Medicare Safety Net Cap$308.55
Psychological therapy health service provided by telehealth attembgiran eligible clinical
psychologist if:
(a) the person is referred by:
91167 (i) a medical practitioner, either as part of a GP Mental Health Treatment Plan, or as part of a sl
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SERVICES TELEHEALTH SERVICES

care plan or as part of a psychiatrist assessment and management plan; or
(ii) a specialist or consultant physician specialising in the practice of his or her field of psychiatt
(iii) a specialist or consultant physician specialising in the practice of his or her field of paediatri
(b) the service is provided to tperson individually; and

(c) at the completion of a course of treatment, the referring medical practitioner reviews the neec
further course of treatment; and

(d) on the completion of the course of treatment, the eligible clinical psychologist giwétea report
to the referring medical practitioner on assessments carried out, treatment provided and
recommendations on future management of thgeg

(e) the service is at least 50 minutes duration.

Fee:$151.05 Benefit: 85% = $28.40

Extended Medicare Safety Net Cap$453.15

M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL STRATEGIES TELEHEALTH
SERVICES SERVICES

2. COVID-19 PSYCHOLOGIST FOCUSSED

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 2. COVID-19 Psychologist Focussed Psychological Strategies Telehealth Services

91169

Focussed psychological strategies health service provided by telehealth attendance by an eligib,
psychologist if:

(a) the person is referred by:

(i) a medical practitioneeither as part of a GP Mental Health Treatment Plan, or as part of a sha
care plan or as part of a psychiatrist assessment and management plan; or

(ii) a specialist or consultant physician specialising in the practice of his or her field of psydriatry
(iii) a specialist or consultant physician specialising in the practice of his or her field of paediatric
(b) the service is provided to the person individually; and

(c) at the completion of a course of treatment, the referring medical praetitieviews the need for a
further course of treatment; and

(d) on the completion of the course of treatment, the eligible psychologist gives a written report
referring medical practitioner on assessments carried out, treatment provided and redatioms on
future management of the personb6s conditiorn

(e) the service is at least 20 minutes but less than 50 minutes duration.
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2. COVID-19 PSYCHOLOGIST FOCUSSED

Fee:$72.90 Benefit: 85% = $62.00
Extended Medicare Safety Net Cap$218.70

Focussed psychological strategihealth service provided by telehealth attendance by an eligible
psychologist if:

(a) the person is referred by:

(i) a medical practitioner, either as part of a GP Mental Health Treatment Plan, or as part of a sl
care plan or as part of a psychisttassessment and management plan; or

(ii) a specialist or consultant physician specialising in the practice of his or her field of psychiatry
(iii) a specialist or consultant physician specialising in the practice of his or her field of paediailic
(b) the service is provided to the person individually; and

(c) at the completion of a course of treatment, the referring medical practitioner reviews the nee
further course of treatment; and

(d) on the completion of the course of treatméms, eligible psychologist gives a written report to th
referring medical practitioner on assessments carried out, treatment provided and recommendat
future management of the personbés conditiorn

(e) the service is at least 50 minutes duration.

Fee:$102.85 Benefit: 85% = $87.45
91170 Extended Medicare Safety Net Cap$308.55
3. COVID-19 OCCUPATIONAL THERAPIST
M18. COVID-19 ALLIED HEALTH TELEHEALTH FOCUSSED PSYCHOLOGICAL STRATEGIES
SERVICES TELEHEALTH SERVICES
Group M18. COVID -19 Allied Hea Ith Telehealth Services
Subgroup 3. COVID-19 Occupational Therapist Focussed Psychological Strategies Telehealth
Services
Focussed psychological strategies health service provided by telehealth attendance by an eligib,
occupational therapist
(a) the person is referred by:
91172
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3. COVID-19 OCCUPATIONAL THERAPIST

(i) a medical practitioner, either as part of a GP Mental Health Treatment Plan, or as part of a sk
care plan or as part of a psychiatrist assessment and management plan; or

(i) a specialist or consultant physicigpecialising in the practice of his or her field of psychiatry; of
(i) a specialist or consultant physician specialising in the practice of his or her field of paediatric
(b) the service is provided to the person individually; and

(c) at the comfetion of a course of treatment, the referring medical practitioner reviews the need
further course of treatment; and

(d) on the completion of the course of treatment, the eligible occupational therapist gives a writte
report to the referring medit practitioner on assessments carried out, treatment provided and
recommendations on future management of thgeg

(e) the service is at least 20 minutes but less than 50 minutes duration.

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

91173

Focussed psychological strategies health service provided by telehealth attendance by an eligib|
occupational therapist if:

(a) the person is referred by:

(i) a medical practitioner, either as part of a GP Mdd&alth Treatment Plan, or as part of a sharec
care plan or as part of a psychiatrist assessment and management plan; or

(ii) a specialist or consultant physician specialising in the practice of his or her field of psychiatry
(iii) a specialist or cosultant physician specialising in the practice of his or her field of paediatrics
(b) the service is provided to the person individually; and

(c) at the completion of a course of treatment, the referring medical practitioner reviews the nee
further course of treatment; and

(d) on the completion of the course of treatment, the eligible occupational therapist gives a writts
report to the referring medical practitioner on assessments carried out, treatment provided and
recommendationsonfutulmanagement of the personés cond

(e) the service is at least 50 minutes in duration.
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3. COVID-19 OCCUPATIONAL THERAPIST

M18. COVID-19 ALLIED HEALTH TELEHEALTH FOCUSSED PSYCHOLOGICAL STRATEGIES
SERVICES TELEHEALTH SERVICES
Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL STRATEGIES TELEHEALTH
SERVICES SERVICES

4. COVID-19 SOCIAL WORKER FO CUSSED

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 4. COVID-19 Social Worker Focussed Psychological Strategies Telehealth Services

91175

Focussed psychological strategies healthiseprovided by telehealth attendance by an eligible so
worker if:

(a) the person is referred by:

(i) a medical practitioner, either as part of a GP Mental Health Treatment Plan, or as part of a st
care plan or as part of a psychiatrist assessared management plan; or

(ii) a specialist or consultant physician specialising in the practice of his or her field of psychiatt
(iii) a specialist or consultant physician specialising in the practice of his or her field of paediatr
(b) the service is provided to the person individually; and

(c) at the completion of a course of treatment, the referring medical practitioner reviews the nee
further course of treatment; and

(d) on the completion of the course of treatment, theldégsocial worker gives a written report to th
referring medical practitioner on assessments carried out, treatment provided and recommendat
future management of the personés condition

(e) the service is at least 20 minutes but less thamiBQtes duration.

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

91176

Focussed psychological strategies health service provided by telehealth attendance by an eligib,
worker if:

(a) the person is referred by:

(i) a medical practitioner, either as part of a GP Mental Health Treatment Plan, or as part of a s
care plan or as part of a psychiatrist assessment and management plan; or

(i) a specialist or consultant physician specialising in the practice of lrier field of psychiatry; or
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4. COVID-19 SOCIAL WORKER FO CUSSED

(i) a specialist or consultant physician specialising in the practice of his or her field of paediatr
(b) the service is provided to the person individually; and

(c) at the completion of a course of treatmdim, referring medical practitioner reviews the need fo
further course of treatment; and

(d) on the completion of the course of treatment, the eligible social worker gives a written report
referring medical practitioner on assessments carrigdreatment provided and recommendations ¢
future management of the personés conditiorn

(e) the service is at least 50 minutes duration.

Fee:$90.70 Benefit: 85% = $77.10

Extended Medicare Safety Net Cap$272.10
M18. COVID-19 ALLIED HEALTH TE LEHEALTH 5. COVID-19 NURSE PRACTITIONER
SERVICES TELEHEALTH SERVICES

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 5. COVID-19 Nurse Practitioner Telehealth Services

91178

Telehealth attendance by a participating nurse pramititasting less than 20 minutes if the attenda
includes any of the following that are clinically relevant:

(a) taking a short history;
(b) arranging any necessary investigation;
(c) implementing a management plan;

(d) providing appropste preventive health care.

Fee:$21.60 Benefit: 85% = $18.40
Extended Medicare Safety Net Cap$64.80

91179

Telehealth attendance by a participating nurse practitioner lasting at least 20 minutes if the atter
includes any of the following thateclinically relevant:

(a) taking a detailed history;
(b) arranging any necessary investigation;
(c) implementing a management plan;

(d) providing appropriate preventive health care.
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M18. COVID-19 ALLIED HEALTH TE LEHEALTH 5. COVID-19 NURSE PRACTITIONER

SERVICES TELEHEALTH SERVICES
Fee:$41.00 Benefit: 85% = $34.85
Extended Medicare Sé&ety Net Cap: $123.00
Telehealth attendance by a participating nurse practitioner lasting at least 40 miniiéeattEndance
includes any of the following that are clinically relevant:
(@) taking an extensive history;
(b) arranging any reessary investigation;
(c) implementing a management plan;
(d) providing appropriate preventive health care.
Fee:$60.40 Benefit: 85% = $51.35
91180 Extended Medicare Safety Net Cap$181.20
Telehealth attendance by a participating nurse pi@wotir for an obvious problem characterised by tk
straightforward nature of the task that requires a short patient history and, if required, limited
management.
Fee:$9.90 Benefit: 85% = $8.45
91192 Extended Medicare Safety Net Cap$29.70
M18. COVID-19 ALLIED HEALTH TELEHEALTH 6. COVID-19 PSYCHOLOGICAL THERAPIES
SERVICES PHONE SERVICES
Group M18. COVID -19 Allied Health Telehealth Services
Subgroup 6. COVID-19 Psychological Therapies Phone Services
Psychological therapy health service pdad by phone attendance by an eligible clinical psycholog
if:
(a) the person is referred by:
(i) amedical practitioner, either as part of a GP Mental Health Treatment Plan, or as part of a
care plan or as part of a psychiatrist assessar@ management plan; or
(i) a specialist or consultant physician specialising in the practice of his or her field of psychiat
(iii) a specialist or consultant physician specialising in the practice of his or her field of paediatr]
(b) the service is provided to the person individually; and
91181 (c) atthe completion of a course of treatment, the referring medical practitioner reviews the ne
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M18. COVID-19 ALLIED HEALTH TELEHEALTH 6. COVID-19 PSYCHOLOGICAL THERAPIES
SERVICES PHONE SERVICES

further course of treatment; and

(d) on the completion of the course of treatmém, eligible clinical psychologist gives a written
report to the referring medical practitioner on assessments carried out, treatment provided and
recommendations on future management of the

(e) the service is at least 30 mingitieut less than 50 minutes duration.

Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

Psychological therapy health service provided by phone attendance by an eligible clinical psych
if:

(@) the person iseferred by:

(i) a medical practitioner, either as part of a GP Mental Health Treatment Plan, or as part of a st
care plan or as part of a psychiatrist assessment and management plan; or

(i) a specialist or consultant physician specialising irptiagtice of his or her field of psychiatry; or
(iif) a specialist or consultant physician specialising in the practice of his or her field of paediatri
(b) the service is provided to the person individually; and

(c) atthe completion of a cwse of treatment, the referring medical practitioner reviews the neec
further course of treatment; and

(d) onthe completion of the course of treatment, the eligible clinical psychologist gives a writte
report to the referring medical practitemon assessments carried out, treatment provided and
recommendations on future management of t he

(e) the service is at least 50 minutes duration.

Fee:$151.05 Benefit: 85% = $128.40

91182 Extended Medicare Safety Net Cap$453.15
7. COVID-19 PSYCHOLOGIST FOCUSSED

M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL STRATEGIES PHONE
SERVICES SERVICES

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 7. COVID-19 Psychologist Focussed Psychological Strategies Phone Services

91183 Focussed psychological strategies health service provided by phone attendance by an eligible
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M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL STRATEGIES PHONE
SERVICES SERVICES

7. COVID-19 PSYCHOLOGIST FOCUSSED

psychologist if;
(@) the person is referred by:

(i) a medical practitioner, either as part of a GP Mental Health Treatment Plampast aka shared
care plan or as part of a psychiatrist assessment and management plan; or

(i) a specialist or consultant physician specialising in the practice of his or her field of psychiatry,
(iii) a specialist or consultant physician specialisim¢he practice of his or her field of paediatrics; a
(b) the service is provided to the person individually; and

(c) atthe completion of a course of treatment, the referring medical practitioner reviews the ne
further course of treatmerdnd

(d) onthe completion of the course of treatment, the eligible psychologist gives a written report
referring medical practitioner on assessments carried out, treatment provided and recommendat
future managementionpand t he personds condit

(e) the service is at least 20 minutes but less than 50 minutes duration.

Fee:$72.90 Benefit: 85% = $62.00
Extended Medicare Safety Net Cap$218.70

91184

Focussed psychological strategies health service provided by phone attendamedidipla
psychologist if:

(@) the person is referred by:

(i) a medical practitioner, either as part of a GP Mental Health Treatment Plan, or as part of a st
care plan or as part of a psychiatrist assessment and management plan; or

(ii) a speciabt or consultant physician specialising in the practice of his or her field of psychiatry;
(i) a specialist or consultant physician specialising in the practice of his or her field of paediatric
(b) the service is provided to the person indisally; and

(c) atthe completion of a course of treatment, the referring medical practitioner reviews the ne
further course of treatment; and

(d) on the completion of the course of treatment, the eligible psychologist gives a writtertagpe
referring medical practitioner on assessments carried out, treatment provided and recommendat

future management of the personébés condition

(e) the service is at least 50 minutes duration.
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7. COVID-19 PSYCHOLOGIST FOCUSSED

M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL STRATEGIES PHONE
SERVICES SERVICES
Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

M18. COVID-19 ALLIED HEALTH TELEHEALTH FOCUSSED PSYCHOLOGICAL STRATEGIES
SERVICES PHONE SERVICES

8. COVID-19 OCCUPATIONAL THERAPIST

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 8. COVID-19 Occupational Therapist Focussed Psychological Strategies Phone Services

91185

Focussed psychological strategies health service provided by phone attendance by an eligible
occupational therapist if:

(a) the person is referred by:

(i) a medical prditioner, either as part of a GP Mental Health Treatment Plan, or as part of a shg
care plan or as part of a psychiatrist assessment and management plan; or

(i) a specialist or consultant physician specialising in the practice of his or her fielgcbiaisy; or
(i) a specialist or consultant physician specialising in the practice of his or her field of paediatric
(b) the service is provided to the person individually; and

(c) atthe completion of a course of treatment, the referrindjcakpractitioner reviews the need fo
further course of treatment; and

(d) on the completion of the course of treatment, the eligible occupational therapist gives a writ
report to the referring medical practitioner on assessments carried atment provided and
recommendations on future management of the

(e) the service is at least 20 minutes but less than 50 minutes duration.

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

91186

Focussed psychological strategies health service provided by phone attendance by an eligible
occupational therapist if:

(@) the person is referred by:

(i) a medical practitioner, either as part of a GP Mental Health Treatment Plan, or as parted a sk
care plan or as part of a psychiatrist assessment and management plan; or
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M18. COVID-19 ALLIED HEALTH TELEHEALTH FOCUSSED PSYCHOLOGICAL STRATEGIES
SERVICES PHONE SERVICES

8. COVID-19 OCCUPATIONAL THERAPIST

(i) a specialist or consultant physician specialising in the practice of his or her field of psychiatry|
(iii) a specialist or consultant physician specialising in the pradidis or her field of paediatrics; an
(b) the service is provided to the person individually; and

(c) atthe completion of a course of treatment, the referring medical practitioner reviews the ne
further course of treatment; and

(d) on the completion of the course of treatment, the eligible occupational therapist gives a writ
report to the referring medical practitioner on assessments carried out, treatment provided and
recommendations on future mamagement of t heg

(e) the service is at least 50 minutes in duration.

Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL STRATEGIES PHONE
SERVICES SERVICES

9. COVID-19 SOCIAL WORKER FOCUSSED

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 9. COVID-19 Social Worker Focussed Psychological Strategies Phone Services

91187

Focussed psychological strategies health service provided by phone attendancediylesatial
worker if:

(@) the person is referred by:

(i) a medical practitioner, either as part of a GP Mental Health Treatment Plan, or as part of a st
care plan or as part of a psychiatrist assessment and management plan; or

(ii) a speciabt or consultant physician specialising in the practice of his or her field of psychiatry
(iii) a specialist or consultant physician specialising in the practice of his or her field of paediatr
(b) the service is provided to the personivdlially; and

(c) atthe completion of a course of treatment, the referring medical practitioner reviews the ne
further course of treatment; and

(d) on the completion of the course of treatment, the eligible social worker gives a wiitbehtoethe

referring medical practitioner on assessments carried out, treatment provided and recommendat
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M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL STRATEGIES PHONE
SERVICES SERVICES

9. COVID-19 SOCIAL WORKER FOCUSSED

future management of the personbés conditiorn

(e) the service is at least 20 minutes but less than 50 minutes duration.

Fee:$64.0 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

Focussed psychological strategies health service provided by phone attendance by an eligible s
worker if:

(a) the person is referred by:

(i) a medical practitioner, eithes part of a GP Mental Health Treatment Plan, or as part of a shar
care plan or as part of a psychiatrist assessment and management plan; or

(ii) a specialist or consultant physician specialising in the practice of his or her field of psychiatr
(iii) a specialist or consultant physician specialising in the practice of his or her field of paediatric
(b) the service is provided to the person individually; and

(c) atthe completion of a course of treatment, the referring medical praatitenews the need for
further course of treatment; and

(d) on the completion of the course of treatment, the eligible social worker gives a written repo
referring medical practitioner on assessments carried out, treatment provided anderdations on
future management of the personés conditiorn

(e) the service is at least 50 minutes duration.

Fee:$90.70 Benefit: 85% = $77.10
91188 Extended Medicare Safety Net Cap$272.10
M18. COVID-19 ALLIED HEALTH TELEHEALTH 10. COVID-19 NURSE PRACTITIONER PHONE
SERVICES SERVICES
Group M18. COVID -19 Allied Health Telehealth Services
Subgroup 10. COVID-19 Nurse Practitioner Phone Services
Phone attendance by a patrticipating nurse practitioner lasting less than 20 minutesahtfemete
includes any of the following that are clinically relevant:
(a) taking a short history;
91189
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M18. COVID-19 ALLIED HEALTH TELEHEALTH 10. COVID-19 NURSE PRACTITIONER PHONE
SERVICES SERVICES

(b) arranging any necessary investigation;
(c) implementing a management plan;

(d) providing appropriate preventive health care.

Fee:$21.60 Benefit: 85% = $18.40
Extended Medicare Safety Net Cap$64.80

91190

Phone attendance by a participating nurse practitioner lasting at least 20 minutes if the attendan
includes any of the following that are clinically relevant:

(@) taking a detailedhistory;
(b) arranging any necessary investigation;
(c) implementing a management plan;

(d) providing appropriate preventive health care.

Fee:$41.00 Benefit: 85% = $34.85
Extended Medicare Safety Net Cap$123.00

91191

Phone attendance layparticipating nurse practitioner lasting at least 40 minutes if the attendance
includes any of the following that are clinically relevant:

(a) taking an extensive history;
(b) arranging any necessary investigation;
(c) implementing a managemgpian;

(d) providing appropriate preventive health care.

Fee:$60.40 Benefit: 85% = $51.35
Extended Medicare Safety Net Cap$181.20

91193

Phone attendance by a patrticipating nurse practitioner for an obvious problem characterised by
straightfoward nature of the task that requires a short patient history and, if required, limited
management.

Fee:$9.90 Benefit: 85% = $8.45
Extended Medicare Safety Net Cap$29.70
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M18. COVID-19 ALLIED HEALTH TELEHEALTH ABORIGINAL AND TORRES STRAIT ISLANDER
SERVICES PEOPLE - TELEHEALTH SERVICE

11. COVID-19 HEALTH ASSESSMENTS FOR

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 11. COVID-19 Health Assessments for Aboriginal and Torres Strait Islander People -
Telehealth Service

93000

Telehealth attendance by an eligible allied health practitioner if:
(a) the service is provided to a person who has:
(i) a chronic condition; and

(i) complex care needs being managed by a medical practitioner (including a general practi
but not a specialist or consultant physician) under a shared care plan or under both a GP Manag

Pl an and Team Care Arrangements or, if the
medical practitioner has contributed to a multigitioary care plan; and

(b) the service is recommended in the persaga
shared care plan as part of the management

and

(c) the person is referred the eligible allied health practitioner 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 service is provided the person individually; and

(e) the service is of at least 20 minutes duration; and

(f) after the service, the eligible allied health practitioner gives a written report to the referring me
practitioner mentioned in paragraph (c):

(i) if the service is the only service under the refedria relation to that service; or
(ii) if the service is the first or last service under the ref8rialrelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the servibmives matters that the referring
medical practitioner would reasonably expect to be informet iofrelation to those matters;

to a maximum of 5 services (including any services to which this item, item 93013 or any item in
of the Schedule to thdealth Insurance (Allied Health Services) Determination 2014 applies) in a
calendar year.

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

M18. COVID-19 ALLIED HEALTH TELEHEALTH ABORIGINAL AND TORRES STRAIT ISLANDER
SERVICES PEOPLE - PHONE SERVICE

12. COVID-19 HEALTH ASSESSMENTS FOR
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M18. COVID-19 ALLIED HEALTH TELEHEALTH ABORIGINAL AND TORRES STRAIT ISLANDER
SERVICES PEOPLE - PHONE SERVICE

12. COVID-19 HEALTH ASSESSMENTS FOR

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 12. COVID-19 Health Assessments for Aboriginal and Torres Strait Islander People - Phone
Service

93013

Phone attendandgy an eligible allied health practitioner if:
(a) the service is provided to a person who has:
(i) a chronic condition; and

(i) complex care needs being managed by a medical practitioner (including a general practiti
not a specialistroconsultant physician) under a shared care plan or under both a GP Managemel

and Team Care Arrangements or, if the persaqd
practitioner has contributed to a multidisciplinary care plan; and

(b) the service is recommended in the persaga
shared care plan as part of the management

and

(c) the person is referred to the eligible allleealth practitioner 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 service is provided to the person individgand

(e) the service is of at least 20 minutes duration; and

(f) after the service, the eligible allied health practitioner gives a written report to the referring me
practitioner mentioned in paragraph (c):

(i) if the service is the only sece under the referrdlin relation to that service; or
(ii) if the service is the first or last service under the ref8rialrelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves mattersthedferring
medical practitioner would reasonably expect to be informet iofrelation to those matters;

to a maximum of 5 services (including any services to which this item, item 93000 or any item in
of the Schedule to the Health Insurance @dlHealth Services) Determination 2014 applies) in a
calendar year.

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

M18. COVID-19 ALLIED HEALTH TELEHEALTH COUNSELLING, ELIGIBLE PSY CHOLOGIST, AT
SERVICES LEAST 30 MINUTES TELEHEALTH SERVICES

13. COVID-19 PREGNANCY SUPPORT
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M18. COVID-19 ALLIED HEALTH TELEHEALTH COUNSELLING, ELIGIBLE PSY CHOLOGIST, AT
SERVICES LEAST 30 MINUTES TELEHEALTH SERVICES

13. COVID-19 PREGNANCY SUPPORT

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 13. COVID-19 Pregnancy support counselling, eligible psychologist, at least 30 minutes
Telehealth Services

93026

Non-directive pregancy support counselling health service provided to a person who is currently
pregnant or who has been pregnant in the preceding 12 months, (but not as an admitted patient
hospital) by an eligible psychologist, eligible social worker or eligible atdrgalth nurse as a teleheg
attendance if:

(a) the person is concerned about a current pregnancy or a pregnancy that occurred in the 12
preceding the provision of the first service; and

(b) the person is referred by a medical practitioneo veémnot a specialist or consultant physician; ar
(c) the service is provided to the person individually; and
(d) the eligible psychologist, eligible social worker or eligible mental health nurse does not have
direct pecuniary interest in a healtmdce that has as its primary purpose the provision of services
pregnancy termination; and

(e) the service is at least 30 minutes duration;

to a maximum of 3 services (including services to which it8h@)0, 81005, 81010 in the Health
Insurance (Aled Health Services) Determination 2014 and 4001 and item 93029 apply) for each
pregnancy

The service may be used to address any pregnancy related issues for whdalectore counselling is
appropriate

Fee:$75.40 Benefit: 85% = $64.10

ExtendedMedicare Safety Net Cap:$226.20

M18. COVID-19 ALLIED HEALTH TELEHEALTH COUNSELLING, ELIGIBLE PSYCHOLOGIST, AT
SERVICES LEAST 30 MINUTES PHONE SERVICES

14. COVID-19 PREGNANCY SUPPORT

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 14. COVID-19 Pregnancy support counselling, eligible psychologist, at least 30 minutes
Phone Services

93029

Non-directive pregnancy support counselling health service provided to a person, who is current
pregnant or who has been pregnant in the pliagel2 months, (but not as an admitted patient of a
hospital) by an eligible psychologist, eligible social worker or eligible mental health nurse as a plk
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M18. COVID-19 ALLIED HEALTH TELEHEALTH COUNSELLING, ELIGIBLE PSYCHOLOGIST, AT
SERVICES LEAST 30 MINUTES PHONE SERVICES

14. COVID-19 PREGNANCY SUPPORT

attendance if;

(a) the person is concerned about a current pregnancy or a pregnancy thatldodineel 2 months
preceding the provision of the first service; and

(b) the person is referred by a medical practitioner who is not a specialist or consultant physicia
(ba) the service is provided to the person individually; and

(c) the eligide psychologist, eligible social worker or eligible mental health nurse does not have
direct pecuniary interest in a health service that has as its primary purpose the provision of servi
pregnancy termination; and

(d) the service is at least 3finutes duration;

to a maximum of 3 services (including services to which it8h@)0, 81005, 81010 in the Health
Insurance (Allied Health Services) Determination 2014 and 4001 and item 93026 apply) for each
pregnancy

The service may be used to address@pegnancy related issues for which sdtirective counselling is
appropriate

Fee:$75.40 Benefit: 85% = $64.10
Extended Medicare Safety Net Cap$226.20

M18. COVID-19 ALLIED HEALTH TELEHEALTH DEVELOPMENTAL DISORDER AND DISABILITY
SERVICES TELEHEALTH SERVICES

15. COVID-19 AUTISM, PERVASIVE

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 15. COVID-19 Autism, pervasive developmental disorder and disability Telehealth Services

93032

Psychology health service provided by telelth attendance to a child aged under 13 years by an
eligible psychologist if:

(a) the child was referred to the eligible psychologist by an eligible practitioner:
(i) to assist with the diagnosis of the child by the practitioner; or

(i) tocontribute to the childds PDD or disahb
practitioner; and

(b) the eligible practitioner is:

(i) for a child with PDD, a consultant physician specialising in the practice of his or her field
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M18. COVID-19 ALLIED HEALTH TELEHEALTH DEVELOPMENTAL DISORDER AND DISABILITY
SERVICES TELEHEALTH SERVICES

15. COVID-19 AUTISM, PERVASIVE

psychiatry or paediatrics; or

(ii) for a child with disability, a specialist or consultant physician practising in his or her spec
or a general practitioner; and

(c) the eligible psychologist attending the child is registered with the Dep#rtheluman Services ag
meeting the credentialing requirements for the provision of that service; and

(d) the service is provided to the child individually; and
(e) the service is at least 50 minutes duration;

to a maximum of 4 services (including servitesvhich this item, items 93033, 93040 and 93041 or|
items 82000, 82005, 82010 and 82030 in the Health Insurance (Allied Health Services) Determi
2014 apply)

Up to 4 services may be provided to the same child on the same day

Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

93033

Speech pathology, occupational therapy, audiology, optometry, orthoptic or physiotherapy healt
provided by telehealth attendance to a child aged under 13 years by an eligiblepspleelcyist,
occupational therapist, audiologist, orthoptist or physiotherapist if:

(a) the child was referred to the eligible speech pathologist, occupational therapist, audiologist, ¢
or physiotherapist by an eligible practitioner:

() toassist with the diagnosis of the child by the practitioner; or

(i) to contribute to the childbés PDD or dis
practitioner; and

(b) the eligible practitioner is:

(i)  for a child withPDD, a consultant physician specialising in the practice of his or her fie
psychiatry or paediatrics; or

(i)  for a child with disability, a specialist or consultant physician practising in his or her
specialty, or a general practitionand

(c) the eligible speech pathologist, occupational therapist, audiologist, orthoptist or physiotherap
attending the child is registered with the Department of Human Services as meeting the credent
requirements for the provision of that seryiaad

(d) the service is provided to the child individually; and

(e) the service is at least 50 minutes duration;
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M18. COVID-19 ALLIED HEALTH TELEHEALTH DEVELOPMENTAL DISORDER AND DISABILITY
SERVICES TELEHEALTH SERVICES

15. COVID-19 AUTISM, PERVASIVE

to a maximum of 4 services (including services to which this item, items 93032, 93040 or 93041
items 82000, 82005, 82010 and 82030 inHiealth Insurance (Allied Health Services) Determinatio
2014 apply)

Up to 4 services may be provided to the same child on the same day

Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

93035

Psychology health service pided by telehealth attendance to a child aged under 15 years for tre
of a pervasive developmental disorder (PDD) or eligible disability by an eligible psychologist, if:

(a) the child has been diagnosed with a PDD or an eligible disability; and

(b) the child, while aged under 13 years, received a PDD or disability treatment and managemer
prepared by the eligible practitioner; and

(c) the child was referred by an eligible g
disability reatment and management plan; and

(d) the eligible practitioner is:

(i) for a child with PDD, a consultant physician specialising in the practice of his or her field of
psychiatry or paediatrics;

(ii) for a child with disability, a specialist @onsultant physician practising in his or her field of
specialty, or a general practitioner; and

(e) the eligible psychologist attending the child is registered with the Department of Human Sery|
meeting the credentialing requirements for the prowisif those services; and

(f) on the completion of the course of treatment, the eligible psychologist gives a written report tg
referring eligible practitioner on assessments carried out, treatment provided and recommendati
future managementofite chi |l dés conditi on; and

(g) the eligible practitioner is:
(i) for a child with PDD, a consultant physician specialising in the practice of his or her field of
psychiatry or paediatrics;

(ii) for a child with disability, a specialist or consuitgphysician practising in his or her specialty,
a general practitioner; and

(h) the service is provided to the child individually; and

(i) the service is at least 30 minutes duration;

to a maximum of 20 services (including services to which this,iitems 93036, 93043 and 93044,
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M18. COVID-19 ALLIED HEALTH TELEHEALTH DEVELOPMENTAL DISORDER AND DISABILITY
SERVICES TELEHEALTH SERVICES

15. COVID-19 AUTISM, PERVASIVE

items 82015, 82020, 82025 and 82035 in the Health Insurance (Allied Health Services) Determi
2014 apply)

Up to 4 services may be provided to the same child on the same day

Fee:$102.85 Benefit: 85% = $8745
Extended Medicare Safety Net Cap$308.55

93036

Speech pathology, occupational therapy, audiology, optometry, orthoptic or physiotherapy healt
provided by telehealth attendance to a child aged under 15 years for treatment of a pervasive

develgpmental disorder (PDD) or eligible disability by an eligible speech pathologist, occupationg
therapist, audiologist, orthoptist or physiotherapist if:

(a) the child has been diagnosed with a PDD or an eligible disability; and

(b) the child, while aged umd 13 years, received a PDD or disability treatment and management
prepared by the eligible practitioner; and

(c) the child was referred by an eligible g
disability treatment and managemefdn; and

(d) the eligible practitioner is:

(i) for a child with PDD, a consultant physician specialising in the practice of his or her field of
psychiatry or paediatrics;

(i) for a child with disability, a specialist or consultant physiciaactising in his or her specialty, ¢
a general practitioner; and

(e) the eligible speech pathologist, occupational therapist, audiologist, orthoptist or physiotherap
attending the child is registered with the Department of Human Services as meetiregithialing
requirements for the provision of those services; and

(f) on the completion of the course of treatment, the eligible speech pathologist gives a written re
the referring eligible practitioner on assessments carried out, treatmentgoravid recommendations
on future management of the childds conditd.i

(g) the service is provided to the child individually; and
(h) the service is at least 30 minutes duration;

to a maximum of 20 services (including services to which this item, 885 93043 and 93044, or
items 82015, 82020 82025 and 82035 in the Health Insurance (Allied Health Services) Determin
2014 apply)
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M18. COVID-19 ALLIED HEALTH TELEHEALTH DEVELOPMENTAL DISORDER AND DISABILITY

15. COVID-19 AUTISM, PERVASIVE

SERVICES TELEHEALTH SERVICES
Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

M18. COVID-19 ALLIED HEALTH TELEHE ALTH DEVELOPMENTAL DISORDER AND DISABILITY
SERVICES PHONE SERVICES

16. COVID-19 AUTISM, PERVASIVE

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 16. COVID-19 Autism, pervasive developmental disorder and disability Phone Services

93040

Psychology health service provided by phone attendance to a child aged under 13 years by an ¢
psychologist if:

(a) the child was referred to the eligible psychologist by an eligible practitioner:
(i) to assist with the diagnosis of thelldiby the practitioner; or

(ii) to contribute to the childdés PDD or
practitioner; and

(b) the eligible practitioner is:

(i) for a child with PDD, a consultant physician specialisindhimpractice of his or her field of
psychiatry or paediatrics; or

(ii) for a child with disability, a specialist or consultant physician practising in his or her specia
a general practitioner; and

(c) the eligible psychologist attending the chi registered with the Department of Human Services
meeting the credentialing requirements for the provision of that service; and

(d) the service is provided to the child individually; and
(e) the service is at least 50 minutes duration;

to a maximunof 4 services (including services to which this item, items 93032, 93033 and 93041
items 82005, 82010 and 82030 in the Health Insurance (Allied Health Services) Determination 2

apply)

Up to 4 services may be provided to the same child on the same da
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M18. COVID-19 ALLIED HEALTH TELEHE ALTH DEVELOPMENTAL DISORDER AND DISABILITY
SERVICES PHONE SERVICES

16. COVID-19 AUTISM, PERVASIVE

Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

Speech pathology, occupational therapy, audiology, optometry, orthoptic or physiotherapy healt
provided by phone attendance to a child aged under 18 lggam eligible speech pathologist,
occupational therapist, audiologist, orthoptist or physiotherapist if:

(a) the child was referred to the eligible speech pathologist, occupational therapist, audiologist, ¢
or physiotherapist by an eligible ptéioner:

(i) to assist with the diagnosis of the child by the practitioner; or

(ii) to contribute to the childdés PDD or
practitioner; and

(b) the eligible practitioner is:

(i) for a child with PDD, a consultant physician specialising in the practice of his or her field of
psychiatry or paediatrics; or

(ii) for a child with disability, a specialist or consultant physician practising in his or her specia
a general practiviner; and

(c) the eligible speech pathologist, occupational therapist, audiologist, orthoptist or physiotherap
attending the child is registered with the Department of Human Services as meeting the credent
requirements for the provision of thargee; and

(d) the service is provided to the child individually; and

(e) the service is at least 50 minutes duration;

to a maximum of 4 services (including services to which this item, items 93932, 93033 and 9304
items 82005, 82010 and 82030 in thealie Insurance (Allied Health Services) Determination 2014

apply)

Up to 4 services may be provided to the same child on the same day

Fee:$90.70 Benefit: 85% = $77.10
93041 Extended Medicare Safety Net Cap$272.10
Psychology health service piided by phone attendance to a child aged under 15 years for treatm
a pervasive developmental disorder (PDD) or eligible disability by an eligible psychologist, if:
93043
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M18. COVID-19 ALLIED HEALTH TELEHE ALTH DEVELOPMENTAL DISORDER AND DISABILITY
SERVICES PHONE SERVICES

16. COVID-19 AUTISM, PERVASIVE

(a) the child has been diagnosed with a PDD or an eligible disability; and

(b) the chid, while aged under 13 years, received a PDD or disability treatment and managemen
prepared by the eligible practitioner; and

(c) the child was referred by an eligible g
disability treatnent and management plan; and

(d) the eligible practitioner is:

(i) for a child with PDD, a consultant physician specialising in the practice of his or her field of
psychiatry or paediatrics;

(ii) for a child with disability, a specialist or corigant physician practising in his or her field of
specialty, or a general practitioner; and

(e) the eligible psychologist attending the child is registered with the Department of Human Serv
meeting the credentialing requirements for the provisichadge services; and

() on the completion of the course of treatment, the eligible psychologist gives a written report t¢
referring eligible practitioner on assessments carried out, treatment provided and recommendati
future management of theich d s condi ti on; and

(g) the eligible practitioner is:

(i) for a child with PDD, a consultant physician specialising in the practice of his or her field of
psychiatry or paediatrics;

(ii) for a child with disability, a specialist or consultantygltian practising in his or her specialty,
a general practitioner; and

(h) the service is provided to the child individually; and
(i) the service is at least 30 minutes duration;

to a maximum of 20 services (including services to which this item, #3944, 93036, 93035 and
93932 or items 82020, 82025 and 82035 in the Health Insurance (Allied Health Services) Deterr
2014 apply)

Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

93044

Speech pathology, occupatial therapy, audiology, optometry, orthoptic or physiotherapy health s
provided by phone attendance to a child aged under 15 years for treatment of a pervasive devel
disorder (PDD) or eligible disability by an eligible speech pathologistymational therapist,
audiologist, orthoptist or physiotherapist if:
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M18. COVID-19 ALLIED HEALTH TELEHE ALTH DEVELOPMENTAL DISORDER AND DISABILITY
SERVICES PHONE SERVICES

16. COVID-19 AUTISM, PERVASIVE

(a) the child has been diagnosed with a PDD or an eligible disability; and

(b) the child, while aged under 13 years, received a PDD or disability treatment and managemer
preparedy the eligible practitioner; and

(c) the child was referred by an eligible g
disability treatment and management plan; and

(d) the eligible practitioner is:

(i) for a child with PDD, a condtant physician specialising in the practice of his or her field of
psychiatry or paediatrics;

(ii) for a child with disability, a specialist or consultant physician practising in his or her specia
a general practitioner; and

(e) the eligible peech pathologist, occupational therapist, audiologist, orthoptist or physiotherapis
attending the child is registered with the Department of Human Services as meeting the credent
requirements for the provision of those services; and

() on the comfetion of the course of treatment, the eligible speech pathologist gives a written rey
the referring eligible practitioner on assessments carried out, treatment provided and recommen
on future management of the childés conditi

(g) the =rvice is provided to the child individually; and
(h) the service is at least 30 minutes duration;

to a maximum of 20 services (including services to which this item, items 93935, 93036 and 93(Q
items 82015, 82025 and 82035 in the Health Insurancee{@Health Services) Determination 2014

apply)

Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10

M18. COVID-19 ALLIED HEALTH TELEHEALTH CONSULTANT PHYSICIAN AUTISM SERVICE -
SERVICES TELEHEALTH SERVICE

17. COVID-19 GP, SPECIALIST AND

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 17. COVID-19 GP, Specialist and Consultant Physician Autism Service - Telehealth Service

93048

Telehealth attendance provided to a person who is of Aboriginal or TetregsIslander descent by at
eligible allied health practitioner if:
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M18. COVID-19 ALLIED HEALTH TELEHEALTH CONSULTANT PHYSICIAN AUTISM SERVICE -
SERVICES TELEHEALTH SERVICE

17. COVID-19 GP, SPECIALIST AND

(a) either:

(i) a medical practitioner has undertaken a health assessment and identified a need fapfollow
allied health services; or

(it he personds sithies the mbeddoafollevuppllied nealth seevices; and
(b) the person is referred to the eligible allied health practitioner by a medical practitioner using ¢
referral form issued by the Department or a referral form that contains all the comporikat®ain
issued by the Department; and
(c) the service is provided to the person individually; and

(d) the service is of at least 20 minutes duration; and

(e) after the service, the eligible allied health practitioner gives a written report to thengefeedical
practitioner mentioned in paragraph (b):

(i) if the service is the only service under the reféral relation to that service; or
(ii) if the service is the first or the last service under the referirakelation 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 informédrofelation to those matters;

to a maximum of 5 services (including any serviceshatvthis item or 93061 or any item in Part 6
Schedule 2 to the Health Insurance (Allied Health Services) Determination 2014 applies) in a ca
year

Fee:$64.20 Benefit: 75% = $48.15 85% = $54.60
Extended Medicare Safety Net Cap$192.®

M18. COVID-19 ALLIED HEALTH TELEHEALTH CONSULTANT PHYSICIAN AUTISM SERVICE -
SERVICES PHONE SERVICE

18. COVID-19 GP, SPECIALIST AND

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 18. COVID-19 GP, Specialist and Consultant Physician Autism Service - Phone Service

93061

Phone attendance provided to a person who is of Aboriginal or Torres Strait Islander descent by
eligible allied health practitioner if:

(a) either:
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M18. COVID-19 ALLIED HEALTH TELEHEALTH CONSULTANT PHYSICIAN AUTISM SERVICE -
SERVICES PHONE SERVICE

18. COVID-19 GP, SPECIALIST AND

(i) a medical practitioner has undertaken a health asss# and identified a need for folleyp
allied health services; or

(ii) the personds shar ed epalliedhealthservicesdamd t i
(b) the person is referred to the eligible allied health practitioner by a medictitipner using a
referral form issued by the Department or a referral form that contains all the components of the
issued by the Department; and
(c) the service is provided to the person individually; and

(d) the service is of at least 20 minutesation; and

(e) after the service, the eligible allied health practitioner gives a written report to the referring m
practitioner mentioned in paragraph (b):

(i) if the service is the only service under the reférrial relation to that serviceyo
(ii) if the service is the first or the last service under the referiratelation to that service; or

(iii) if neither subparagraph (i) nor (ii) applies but the service involves matters that the referring
medical practitioner would reasonablypect to be informed 6f in relation to those matters;

to a maximum of 5 services (including any services to which this item or item 93060 or any item

6 of Schedule 2 to the Health Insurance (Allied Health Services) Determination 2014applies) in ¢
calendar year

Fee:$64.20 Benefit: 85% = $54.60

Extended Medicare Safety Net Cap$192.60

M18. COVID-19 ALLIED HEALTH TELEHEALTH SERVICE, AT LEAST 20 MINUTES TELEHEALTH
SERVICES SERVICES

19. COVID-19 DIETETICS, EATING DISORDERS

Group M18. COVI D-19 Allied Health Telehealth Services

Subgroup 19. COVID-19 Dietetics, eating disorders service, at least 20 minutes Telehealth Services

93074

Dietetics health service provided by telehealth attendance to an eligible patient by an eligible:die
(a) the service is recommended in the pati €
(b) the service is provided to the patient individually; and

(c) the service is of at least 20 minutes in duration.
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M18. COVID-19 ALLIED HEALTH TELEHEALTH SERVICE, AT LEAST 20 MINUTES TELEHEALTH

19. COVID-19 DIETETICS, EATING DISORDERS

SERVICES SERVICES
Fee:$64.20 Benefit: 85% =$54.60
Extended Medicare Safety Net Cap$192.60

M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL TREATMENT SERVICES
SERVICES TELEHEALTH SERVICES

20. COVID-19 EATING DISORDER

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 20. COVID-19 Eating disorder psychological treatment services Telehealth Services

93076

Eating disorder psychological treatment service provided by telehealth attendance to an eligible
by an eligible clinical psychologist if:

(@) the serviceisrecmmended in the patientdés eating di
(b) the service is provided to the patient individually; and

(c) the service is at least 30 minutes but less than 50 minutes in duration.

Fee:$102.85 Benefit: 85% = $87.5
Extended Medicare Safety Net Cap$308.55

93079

Eating disorder psychological treatment service provided by telehealth attendance to an eligible
by an eligible clinical psychologist if:

(a) the service is r ec o miuaereaiment and managaneent plantande
(b) the service is provided to the patient individually; and

(c) the service is at least 50 minutes in duration.
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M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL TREATMENT SERVICES
SERVICES TELEHEALTH SERVICES

20. COVID-19 EATING DISORDER

Fee:$151.05 Benefit: 85% = $128.40
Extended Medicare Safety Net Cap$453.15

Eating disrder psychological treatment service provided by telehealth attendance to an eligible
by an eligible psychologist if:

(a) the service is recommended in the pati €
(b) the service is provided the patient individually; and

(c) the service is at least 20 minutes but less than 50 minutes in duration.

Fee:$72.90 Benefit: 85% = $62.00
93084 Extended Medicare Safety Net Cap$218.70
Eating disorder psychological treatment service provide@lepeéalth attendance to an eligible patie|
by an eligible psychologist if:
(a) the service is recommended in the pati €
(b) the service is provided to the patient individually; and
(c) the service istdeast 50 minutes in duration.
Fee:$102.85 Benefit: 85% = $87.45
93087 Extended Medicare Safety Net Cap$308.55
Eating disorder psychological treatment service provided by telehealth attendance to an eligible
by an eligible occupationahérapist if:
(a) the service is recommended in the patie
(b) the service is provided to the patient individually person; and
(c) the service is at least 20 minutes but less than 50 minutes in duration.
Fee:$64.20 Benefit: 85% = $54.60
93092 Extended Medicare Safety Net Cap$192.60
Eating disorder psychological treatment service provided by telehealth attendance to an eligible
by an eligible occupational therapist if:
(a) the serviceisrecomended i n the patientébés eating di
93095
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M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL TREATMENT SERVICES
SERVICES TELEHEALTH SERVICES

20. COVID-19 EATING DISORDER

(b) the service is provided to the patient individually; and

(c) the service is at least 50 minutes in duration.

Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cp: $272.10

Eating disorder psychological treatment service provided by telehealth attendance to an eligible
by an eligible social worker if:

(a) the service is recommended in the pati €
(b) the service is provided to the patient individually; and

(c) the service is at least 20 minutes but less than 50 minutes in duration.

Fee:$64.20 Benefit: 85% = $54.60
93100 Extended Medicare Safety Net Cap$192.60
Eating disorder psychologicakgtment service provided by telehealth attendance to an eligible pg
by an eligible social worker if:
(a) the service is recommended in the patie
(b) the service is provided to the patient inditlyr and
(c) the service is at least 50 minutes in duration.
Fee:$90.70 Benefit: 85% = $77.10
93103 Extended Medicare Safety Net Cap$272.10
21. COVID-19 DIETETICS, EATING DISORDERS
M18. COVID-19 ALLIED HEALTH TELEHEALTH SERVICE, AT LEAST 20 MINUTES PHONE
SERVICES SERVICES
Group M18. COVID -19 Allied Health Telehealth Services
Subgroup 21. COVID-19 Dietetics, eating disorders service, at least 20 minutes Phone Services
Dietetics health service provided by phone attendance to an eligiig@fby an eligible dietitian:
(a) the service is recommended in the patie€
(b) the service is provided to the patient individually; and
93108

214



M18. COVID-19 ALLIED HEALTH TELEHEALTH SERVICE, AT LEAST 20 MINUTES PHONE
SERVICES SERVICES

21. COVID-19 DIETETICS, EATING DISORDERS

(c) the service is of at least 20 minutes in duration.

Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL TREATMENT SERVICES
SERVICES PHONE SERVICES

22. COVID-19 EATING DISORDER

Group M18. COVID -19 Allied Health Telehealth Service s

Subgroup 22. COVID-19 Eating disorder psychological treatment services Phone Services

Eating disorder psychological treatment service provided by phone attendance to an eligible pat|
an eligible clinical psychologist if:

(@theserde i s recommended in the patientobs eat
(b) the service is provided to the patient individually; and

(c) the service is at least 30 minutes but less than 50 minutes in duration.

Fee:$102.85 Benefit: 85% =$87.45

93110 Extended Medicare Safety Net Cap$308.55
Eating disorder psychological treatment service provided by phone attendance to an eligible pat;
an eligible clinical psychologist if:
(a) the service is r ec o miaereairent and managénent plantandg
(b) the service is provided to the patient individually; and
(c) the service is at least 50 minutes in duration.
Fee:$151.05 Benefit: 85% = $128.40

93113 Extended Medicare Safety Net Cap$453.15
Eating disordepsychological treatment service provided by phone attendance to an eligible patie
an eligible psychologist if:
(a) the service is recommended in the patie€
(b) the service is provided to the mati individually; and

93118
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M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL TREATMENT SERVICES
SERVICES PHONE SERVICES

22. COVID-19 EATING DISORDER

(c) the service is at least 20 minutes but less than 50 minutes in duration.

Fee:$72.90 Benefit: 85% = $62.00
Extended Medicare Safety Net Cap$218.70

93121

Eating disorder psychological treatment service provided by phomelattee to an eligible patient by
an eligible psychologist if:

(a) the service is recommended in the pati €
(b) the service is provided to the patient individually; and

(c) the service is at least 50 mtas in duration.

Fee:$102.85 Benefit: 85% = $87.45
Extended Medicare Safety Net Cap$308.55

93126

Eating disorder psychological treatment service provided by phone attendance to an eligible pat;
an eligible occupational therapist if:

(@theservice is recommended in the patientods
(b) the service is provided to the patient individually person; and

(c) the service is at least 20 minutes but less than 50 minutes in duration.

Fee:$64.20 Bendit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60

93129

Eating disorder psychological treatment service provided by phone attendance to an eligible pat;
an eligible occupational therapist if:

(a) the service i s patingdisomer medtmeht andmmanagemenpplan; ane
(b) the service is provided to the patient individually; and

(c) the service is at least 50 minutes in duration.

Fee:$90.70 Benefit: 85% = $77.10
Extended Medicare Safety Net Cap$272.10
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22. COVID-19 EATING DISORDER
M18. COVID-19 ALLIED HEALTH TELEHEALTH PSYCHOLOGICAL TREATMENT SERVICES
SERVICES PHONE SERVICES

Eating disorder psychological treatment service provided by phone attendance to an eligible pat
an eligible social worker if:

(a) the service is recommended in the pati €
(b) the service is providet the patient individually; and

(c) the service is at least 20 minutes but less than 50 minutes in duration.

Fee:$64.20 Benefit: 85% = $54.60
93134 Extended Medicare Safety Net Cap$192.60

Eating disorder psychological treatment service providephmyne attendance to an eligible patient b
an eligible social worker if:

(a) the service is recommended in the pati €
(b) the service is provided to the patient individually; and

(c) the service is deast 50 minutes in duration.

Fee:$90.70 Benefit: 85% = $77.10
93137 Extended Medicare Safety Net Cap$272.10

23. COVID-19 FOLLOW UP SERVICE PROVIDED
BY A PRACTICE NURSE OR ABORIGINAL AND
M18. COVID-19 ALLIED HEALTH TELEHEALTH TORRES STRAIT ISLANDER HEALTH
SERVICES PRACTITIONER T TELEHEALTH SERVICES

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 23. COVID-19 Follow up service provided by a practice nurse or Aboriginal and Torres Strait
Islander health practitioner i Telehealth Services

Follow-up telehealth attendance provided by a practice nurse or an Aboriginal and Torres Strait
health practitioner, on behalf of a medical practitioner, for an Indigenous person who has receive
health check if:

(a) the srvice is provided on behalf of and under the supervision of a medical practitioner; and
(b) the service is consistent with the needs identified through the health assessment.

Fee:$29.10 Benefit: 85% = $24.75
93200 Extended Medicare Safety Net Cap$87.30

Telehealth attendance provided by a practice nurse or an Aboriginal and Torres Strait Islander h
practitioner to a person with a chronic disease if:
9321
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23. COVID-19 FOLLOW UP SERVICE PROVIDED
BY A PRACTICE NURSE OR ABORIGINAL AND
M18. COVID-19 ALLIED HEALTH TELEHEALTH TORRES STRAIT ISLANDER HEALTH
SERVICES PRACTITIONER T TELEHEALTH SERVICES

(a) the service is provided on behalf of and under the supervision of a medical practitioner; and

(b) the person has a GP management plan, team care arrangements or multidisciplinary care pl
place and the service is consistent with the plan or arrangements.

Fee:$14.55 Benefit: 85% = $12.40
Extended Medicare Safety Net Cap$43.65

24. COVID-19 FOLLOW UP SERVICE PROVIDED

BY A PRACTICE NURSE OR ABORIGINAL AND
M18. COVID-19 ALLIED HEALTH TELEHEALTH TORRES STRAIT ISLANDER HEALTH
SERVICES PRACTITIONER T PHONE SERVICES

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 24. COVID-19 Follow up service provided by a practice nurse or Aboriginal and Torres Strait
Islander health practitioner i Phone Services

Follow-up phone attendance provided by a practice nurse or an Aboriginal and Torres Strait Isla
health practitioner, ohehalf of a medical practitioner, for an Indigenous person who has received
health check if:

(a) the service is provided on behalf of and under the supervision of a medical practitioner; and
(b) the service is consistent with the needs identified thrtheyhealth assessment.

Fee:$29.10 Benefit: 85% = $24.75
93202 Extended Medicare Safety Net Cap$87.30

Phone attendance provided by a practice nurse or an Aboriginal and Torres Strait Islander healt
practitioner to a person with a chronic disease if:

(a) the service is provided on behalf of and under the supervision of a medical practitioner; and

(b) the person has a GP management plan, team care arrangements or multidisciplinary care pl
place and the service is consistent with the plan or arrasmgem

Fee:$14.55 Benefit: 85% = $12.40
93203 Extended Medicare Safety Net Cap$43.65
M18. COVID-19 ALLIED HEALTH TELEHEALTH 25. COVID-19 ALLIED HEALTH, GROUP
SERVICES DIETETICS TELEHEALTH SERVICES

Group M18. COVID -19 Allied Health Telehealth Services

Subgroup 25. COVID-19 Allied health, group dietetics telehealth services

Telehealth attendance by an eligible dietitian to provide a dietetics health service to a person for,
assessing the personds sui t ab iofltypet2ydiabetest inclyding U
taking a comprehensive patient history, identifying an appropriate group services program base
patientbés needs and preparing the person fd

(@) the person has type 2 diabetes; and

93284
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M18. COVID-19 ALLIED HEALTH TELEHEALTH 25. COVID-19 ALLIED HEALTH, GROUP
SERVICES DIETETICS TELEHEALTH SERVICES

(b) theperson is being managed by a medical practitioner (including a general practitioner, but
specialist or consultant physician) under a shared care plan or a GP management plan or, if the
a resident of an aged acpeactigonef mscortributegitoat he p €
multidisciplinary care plan; and

(c) the person is referred to an eligible dietitian by the medical practitioner using a referral form
has been issued by the Department, or a referral form that contains alirtherents of the form issu
by the Department; and

(d) the service is provided to the person individually; and
(e) the service is of at least 45 minutes duration; and

(f) after the service, the eligible dietitian gives a written report to tleerief) medical practitioner
mentioned in paragraph (c);

payable once in a calendar year for this or any other assessment for group services item (includ
services to which this item, item 92386, or items 81100, 81110 and 81120 of the Allied Health
Detemination apply)

Fee:$82.35 Benefit: 85% = $70.00
Extended Medicare Safety Net Cap$247.05

Telehealth attendance by an eligible dietitian to provide a dietetics health service, as a group se
the management of type 2 diabetes if:

(a) theperson has been assessed as suitable for a type 2 diabetes group service under assess
81100, 81110 or 81120 of the Allied Health Determination or items 93284 or 93286; and

(b) the service is provided to a person who is part of a group oEket® and 12 patients; and
(c) the service is of at least 60 minutes duration; and

(d) after the last service in the group services program provided to the person under this item ¢
81105, 81115 or 81125 of the Allied Health Determinationgthggble dietitian prepares, or contribut
to, a written report to be provided to the referring medical practitioner; and

(e) an attendance record for the group is maintained by the eligible dietitian;

to a maximum of 8 group services in a calendar {iealuding services to which this item or items
81105, 81115 and 81125 of the Allied Health Determination apply)

Fee:$20.50 Benefit: 85% = $17.45
93285 Extended Medicare Safety Net Cap$61.50
M18. COVID-19 ALLIED HEALTH TELEHEALTH 26. COVID-19 ALL IED HEALTH, GROUP
SERVICES DIETETICS PHONE
Group M18. COVID -19 Allied Health Telehealth Services
Subgroup 26. COVID-19 Allied health, group dietetics phone
Phone attendance by an eligible dietitian to provide a dietetics health service to dqreaseassing
the personés suitability for group services
93286 comprehensive patient history, identifying
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M18. COVID-19 ALLIED HEALTH TELEHEALTH 26. COVID-19 ALL IED HEALTH, GROUP
SERVICES DIETETICS PHONE

needs and preparing the person far group services if:
(@) the person has type 2 diabetes; and

(b) the person is being managed by a medical practitioner (including a general practitioner, but
specialist or consultant physician) under a shared care plan or a GP managenanifgla person ig
a resident of an aged care facility, the pg¢€
multidisciplinary care plan; and

(c) the person is referred to an eligible dietitian by the medical practitioner using a referral form
has been issued by the Department, or a referral form that contains all the components of the fo
by the Department; and

(d) the service is provided to the person individually; and
(e) the service is of at least 45 minutes duration; and

(f) after the service, the eligible dietitian gives a written report to the referring medical practitior
mentioned in paragraph (c);

payable once in a calendar year for this or any other assessment for group services item (includ
services to which thigem, item 92384, or in items 81100, 81110 and 81120 of the Allied Health
Determination apply)

Fee:$82.35 Benefit: 85% = $70.00
Extended Medicare Safety Net Cap$247.05

M19. COVID-19 MIDWIFE TELEHEALTH
SERVICES 1. MIDWIFE TELEHEALTH ATTENDANCES

Grou p M19. COVID-19 Midwife Telehealth Services

Subgroup 1. Midwife telehealth attendances

91211

Short antenatal telehealth attendance by a participating midwife, lasting up to 40 minutes.

Fee:$33.30 Benefit: 85% = $28.35
Extended Medicare Safety NeCap: $99.90

91212

Long antenatal telehealth attendance by a participating midwife, lasting at least 40 minutes.

Fee:$55.05 Benefit: 85% = $46.80
Extended Medicare Safety Net Cap$165.15

91214

Short postnatal telehealth attendance by a participatidgife, lasting up to 40 minutes.

Fee:$55.05 Benefit: 85% = $46.80
Extended Medicare Safety Net Cap$165.15

91215

Long postnatal telehealth attendance by a participating midwife, lasting at least 40 minutes.
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M19. COVID-19 MIDWIFE TELEHEALTH
SERVICES 1. MIDWIFE TELEHEALTH ATTENDANCES

Fee:$80.95 Benefit: 75% = $60.75 85% $68.85
Extended Medicare Safety Net Cap$242.85

M19. COVID-19 MIDWIFE TELEHEALTH
SERVICES 2. MIDWIFE TELEPHONE ATTENDANCES

Group M19. COVID -19 Midwife Telehealth Services

Subgroup 2. Midwife telephone attendances

91218

Short antenatal pherattendance by a participating midwife, lasting up to 40 minutes.

Fee:$33.30 Benefit: 85% = $28.35
Extended Medicare Safety Net Cap$99.90

91219

Long antenatal phone attendance by a participating midwife, lasting at least 40 minutes.

Fee:$55.05 Benefit: 75% = $41.30 85% = $46.80
Extended Medicare Safety Net Cap$165.15

91221

Short postnatal phone attendance by a participating midwife, lasting up to 40 minutes.

Fee:$55.05 Benefit: 85% = $46.80
Extended Medicare Safety Net Cap$165.15

91222

Long postnatal phone attendance by a participating midwife, lasting at least 40 minutes.

Fee:$80.95 Benefit: 85% = $68.85
Extended Medicare Safety Net Cap$242.85

M25. COVID-19 ADDITIONAL PSYCHOLOGICAL
THERAPY SERVICES

Group M25. COVID -19 Addit ional psychological therapy services

93312

Psychological therapy health service provided to a person (but not as an admitted patient of a h
by an eligible clinical psychologist if:

(a) the person is a care recipient in a residential aged cdity;fand

(b) the person is referred by a medical practitioner working in general practice, a psychiatrist or
paediatrician who makes a written record of the need for additional mental health treatment sery

(c) the service is provided to thengon individually and in person; and

(d) at the completion of a course of treatment, the referring medical practitioner reviews the nee
further course of treatment; and
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M25. COVID-19 ADDITIONAL PSYCHOLOGICAL
THERAPY SERVICES

(e) on the completion of the course of treatment, the eligible clinical pogibbgives a written report
to the referring medical practitioner on assessments carried out, treatment provided and
recommendations on future management of thgeg

(f) the service is at least 30 minutes but less than 50 minutegdurat

Fee:$102.85 Benefit: 85% = $87.45

93313

Psychological therapy health service provided to a person (but not as an admitted patient of a h
by an eligible clinical psychologist if:

(a) the person is a care recipient in a residential agedawligyf and

(b) the person is referred by a medical practitioner working in general practice, a psychiatrist or
paediatrician who makes a written record of the need for additional mental health treatment sery

(c) the service is provided to tperson individually and in person; and

(d) at the completion of a course of treatment, the referring medical practitioner reviews the nee
further course of treatment; and

(e) on the completion of the course of treatment, the eligible clinical pkgikt gives a written report
to the referring medical practitioner on assessments carried out, treatment provided and
recommendations on future management of t hgeg

(f) the service is at least 50 minutes duration

Fee:$151.05 Bendit: 85% = $128.40

93330

Psychological therapy health service provided to a person in consulting rooms (but not as an ad
patient of a hospital), by an eligible clinical psychologist if:

(b) the person is referred by a medical practitioner workingeineral practice, a psychiatrist or a
paediatrician who makes a written record of the need for additional mental health treatment sery

(c) the service is provided to the person individually and in person; and

(d) at the completion of a coursetofatment, the referring medical practitioner reviews the need fg
further course of treatment; and

(e) on the completion of the course of treatment, the eligible clinical psychologist gives a written
to the referring medical practitioner on essments carried out, treatment provided and
recommendations on future management of t he

() the service is at least 30 minutes but less than 50 minutes duration

Fee:$102.85 Benefit: 85% = $87.45

93331

Psychological therapy healsiervice provided by telehealth attendance by an eligible clinical
psychologist if:

(b) the person is referred by a medical practitioner working in general practice, a psychiatrist or
paediatrician who makes a written record of the need for additicewtiairhealth treatment services;
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