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FOREWORD

This book provides information on the arrangements for the payment of Medicare benefits for professional services rendered
by registered medical practitioners and approved dental practitioners (oral surgeons). These arrangements operate under
the Health Insurance Act 1973 (as amended). However, 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 payment of Medicare benefits.

The book is divided into the following sections :-

. General Explanatory Notes
(includes an outline of the Medicare benefit arrangements and general notes for guidance for all services)

. General Medical Services comprising
- Professional Attendances (Category 1) - (buff edging)
- Diagnostic Services (Category 2) - (blue edging)
- Therapeutic Procedures (Category 3) - (red edging)
(includes specific explanatory notes preceding each Category)

Index to General Medical Services (green edging)

. Approved Dental Practitioner Services (Category 4) - (grey edging)
(includes an outline of these arrangements, specific explanatory notes and an index)

Diagnostic Imaging Services (Category 5) - (purple edging)
(includes an outline of these arrangements, specific explanatory notes and an index)

. Pathology Services (Category 6) - (yellow edging)
(includes an outline of these arrangements, specific explanatory notes and an index)

Schedules of Services

Each professional service contained in the book has been allocated a unique item number, which may be found by reference
to the alphabetical listing of services in the relevant index. (For services not listed in the Schedule or services which do not
attract Medicare benefits see paragraphs 10 and 12 of the General Explanatory Notes)

Located 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. In the case of services which have an associated
anaesthetic, the appropriate anaesthetic item number and the number of "basic" and "time" units (indicated by "B" and "T"),
are also shown, e.g. (Anaes. 17709 = 3B + 6T).

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

Higher rates of benefits are also provided for consultations by a recognised consultant physician where the patient has been
referred by another medical practitioner or an approved dental practitioner (oral surgeons). For conditions of referral see
paragraph 5. of the General Explanatory Notes.

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

Structure of Schedule of Services

The book has been structured to group professional services according to their general nature, while some have been further
organised into sub-groups according to the particular nature of the services concerned. For example, Group T8 covering
surgical operations has been divided into fifteen sub-groups corresponding generally to the usual classification of surgical
procedures. Certain sub-groups are further classified to allow for suitable grouping of specific services, eg. varicose veins,
operations on the prostate (see list of contents at the beginning of each Category).

Explanatory Notes

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

Schedule Interpretations

The day-to-day administration and payment of benefits under the Medicare arrangements is the resporsibility of the Health
Insurance Commission (HIC). Inquiries concerning matters of interpretation of Schedule items should be directed to the
Commission and not to the Department of Human Services and Health. The following telephone numbers have been
reserved by the HIC exclusively for inquiries relating to the Schedule:

NSW - 02 5612212 WA - 09 2638126 or 2638127

VIC - 03 92843661 TAS - 002 321400

QLD - 07 33607215 ACT - 06 2036362

SA - 08 2018629 NT - use New South Wales inquiry number
Changes to Provider Details

It is also important that the HIC be notified promptly of changes to mailing addresses to ensure receipt of the Medicare
Benefits Schedule book and up-dates. Failure to notify changes could result in non-receipt of the book. Addresses of the
Commission are listed on page 1 of this book.

(See also paragraph 1.2 of General Explanatory Notes)

Distribution of the Medicare Benefits Schedule Book
Enquiries concerning the distribution of the Medicare Benefits Schedule book should be directed to the Department of
Human Services and Health. Addresses of the Department are listed below.

NEW SOUTH WALES VICTORIA QUEENSLAND
333 Kent Street 2 Lonsdale Street 5th Floor Samuel Griffith Building
SYDNEY NSW 2000 MELBOURNE VIC 3000 340 Adelaide Street
Tel (02)225 3555 Tel (03)9285 8888 BRISBANE QLD 4000
Tel (07)3360 2555
SOUTH AUSTRALIA WESTERN AUSTRALIA TASMANIA
Commonwealth Centre 152-158 St George’s Terrace Montpelier Building
55 Currie Street PERTH WA 6000 21 Kirksway Place
ADELAIDE SA 5000 Tel (09)346 5276 BATTERY POINT TAS 7004

Tel (08)237 6111 Tel (002)21 1411

AUSTRALIAN CAPITAL TERRITORY NORTHERN TERRITORY

Alexander Building Cascom Centre

Furzer Street 13 Scaturchio Street
PHILLIP ACT 2606 CASUARINA NT 0800
Tel (06)289 1555 Tel (089)46 3444

Future Editions of the Medicare Benefits Schedule Book

The Department welcomes any suggestions for improvements on the layout of the Medicare Benefits Schedule book from
individual practitioners. Any suggestions should be forwarded to:- The Director, Schedules Section, Medicare Benefits
Branch, GPO Box 9848, Canberra ACT 2601.

SUMMARY OF CHANGES INCLUDED IN THIS EDITION

General Fee Increase
Schedule fees have been increased by 1.8% for all items of service, other than attendance items in Groups Al, A2, A3, A8
and A9 of Category 1 and pathology services in Category 6, effective from 1 November 1995.

The Schedule fees for items in Groups Al (general practitioner attendances), A3 (emergency attendances) and A8 (group
therapy) increase by 0.9% from 1 November 1995, with no increase in fees for Group A2 (other unreferred attendances) and
A9 (Acupuncture).

In the Pathology Services Table, the 1 November fee increases have not been applied to all items. In accordance with advice
from the pathology profession, specific items have been targeted in the light of their increasing costs. The increase in their
fees are equivalent to an overall increase in Pathology Schedule fees of 1.8%. The new fees were developed in consultation
with the Royal College of Pathologists of Australasia and the Australian Association of Pathology Practices. Items with new
fees have been identified with the symbol "+".
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Increase in Maximum Gap Payment
As from 1 November 1995, the maximum patient gap between the Medicare Benefits Schedule fee and the benefits payable
for out-of-hospital services increases to $29.30.

Review of Schedule Services
A number of reviews of services in the Schedule have been undertaken in consultation with the relevant professional groups.
The main changes relate to the following:-

epicutaneous patch testing for allergic dermatitis
dermatological laser therapy

cardio-thoracic surgery

skull-based neurosurgery

anaesthetics

obstetrics

Changes to Obstetric Services

The Minister has approved of a major restructure of obstetric services in the Medicare Benefits Schedule (MBS) which aims
to ensure that the Schedule reflects current obstetric practice and in particular the increasing trend towards the sharing of
antenatal and postnatal care by different medical practitioners.

The revised items arose from a review undertaken under the Medicare Benefits Consultative Committee (MBCC) process
involving representatives of the Royal Australian College of Obstetricians and Gynaecologists, the National Association of
Specialist Obstetricians and Gynaecologists, the Royal Australian College of General Practitioners, the Rural Doctors
Association of Australia, the Australian Medical Association, the Department and the Health Insurance Commission.

In summary the revised structure provides for the:-

(a) removal of antenatal attendances from the global confinement (and postnatal care) item;
(c) antenatal attendance fee to be aligned with the fee for a GP Level B Surgery Attendance;
(b) number of routine antenatal attendances to be limited to those which are clinically relevant (the medical

profession has indicated that it will be developing protocols in this regard);

d) maintenance of the existing structure of antenatal complication attendance items (with the exception of
the change to Item 16502 to lift the restriction of 2 visits in 7 days);

(e) alignment of the fees for antenatal complication attendance items to the fee level of a GP Level B Surgery
Attendance item;

) maintenance of the routine postnatal attendance items component in the global item but where the patient
is transferred at arm’s length to another medical practitioner (other than the medical practitioner who
managed the labour and delivery) postnatal care visits can be claimed on an attendance basis;

® maintenance of the existing structure (plus the introduction of a new item) for attendance items covering
postnatal complications but removal of the restriction as to the treating practitioner, and increase fees; and,
(h) description change for management of second trimester labour to reflect appropriate medical practice.
Changes to Bone Densitometry

Changes to the structure of bone densitometry services have been made following a review carried out by the Medicare
Benefits Advisory Committee (MBAC).

Key feature of the revised structure are:

separate items have been created to cover testing on dual energy X-ray absorptiometry (DEXA) and quantitative
computerised tomography (QCT);

the creation of a new item to allow benefits to be paid in certain defined circumstances for tests carried out in
less than the current 24 month restriction;

the creation of a new item to allow benefits to be paid, on application to MBAC, for conditions not covered in
the other items;

a number of changes to definitions relating to item descriptions.
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Lists of Changes
The changes outlined above are summarised in the following paragraphs and are identified in the Schedule by one or more
of the following symbols appearing above the item number where appropriate:-

(a) New service

(b) Description of services amended

(c) Fee amended (in addition to general increase)
(e) Item number changed

(f) Anaesthetic units amended

® *++ -+

New Items :
The following is a list of new items introduced into the Schedule:-

12012 12015 12018 12021 12306 12309 12312 12315 12318 12321 12324 14100 14103 14106 14109 14112
14115 14118 16571 16636 18022 18030 18031 18032 30104 30187 30190 35658 38475 38477 38478 38480
38481 38485 38490 38496 38505 38507 38508 38577 38588 38637 38670 38673 38677 38680 39653 41576
41905 45025 45026 45652 45669 45714 46494 66421

Deleted Items »
The following items have been deleted:-

12006 12009 12300 12303 14056 14059 14062 14065 14068 14071 14074 14077 14080 14083 14086 14089
14092 14095 16503 16507 16558 16561 35619 38494 39644 39648 39652

Amended Descriptions
The descriptions of the following items have been amended:-

12000 12003 12533 16500 16511 16512 16515 16518 16519 16520 16525 16564 16567 16570 16573 16633
30003 30006 30009 30010 30013 30014 30017 30020 30023 30052 30055 30058 30064 30106 30107 30186
30195 30196 30197 30213 30476 37011 38483 38488 38489 38497 38500 38503 38506 39642 39646 39650
39654 39656 39658 39660 45530 45551 45668 46507 51312 52312 66201 66241 66329 66417 69241 69255
73529

Fees Amended ,
The following fees have been amended (in addition to the general fee increase):-

16500 16502 16504 16505 16508 16509 16519 16564 16567 16570 17971 18021 30000 39640 39642 39646
39650 39654 39656 39658 39660 39662 40332 40335 55056 55057 60700 61501 61502

Items re-numbered

Old New Old New Old New Old - New
16529 16502 16536 16511 16517 16519 38492 38489
16523 16504 16539 16512 16546 16525 38659 38643
16526 16505 16555 16514 13006 18026 38662 38647
16532 16508 16510 16515 13009 18027

16542 16509 16513 16518 38486 38483

Amended Anaesthetics

30067 30068 30345 30346 30454 30475 30487 30488 30490 32000 32003 32005 32006 32009 32012 32024
32025 32029 32030 32033 32039 32042 32099 32102 32105 32108 32132 32135 32156 32159 36546 38259
38436 38640 38643 38647 41626 41632 41819 52048

Special Arrangements - Transitional Period

Where an item refers to a service in which treatment continues over a period of time in excess of one day and the treatment
commenced before 1 November 1995 and continues beyond that date, the general rule is that the 1 November 1994 level of
fees and benefits would apply.
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GENERAL EXPLANATORY NOTES



MEDICARE BENEFIT ARRANGEMENTS
1. OUTLINE OF SCHEME

11  Medicare

111 The Australian Medicare Program provides access to medical and hospital services for all Australian residents and
certain categories of visitors to Australia. Legislation covering the major elements of the Program is contained in the Health
Insurance Act 1973 (as amended).

1.12 With regard to medical expenses, the basic aim of the Medicare program is to provide:-

. automatic entitlement to benefits in respect of professional services (other than professional services to which the
following dot point applies) equal to 85% of the Medicare Benefits Schedule fee, with a maximum payment of
$29.30 (indexed annually) by the patient for any one service where the Schedule fee is charged.
for professional services rendered while hospital treatment (i.e., accommodation and nursing care) is provided
to a patient who has been admitted to a hospital or day hospital facility (other than Medicare hospital patients),
a flat rate of benefit of 75% of the Schedule fee, that is, there is no limit to the maximum amount of gap between
the benefit and the Schedule fee; and
access without direct charge to public hospital accommodation and to treatment by doctors appointed by the
hospital.

Patients may insure with private health insurance organisations for the gap between the 75% Medicare benefit and the
Schedule fee. For out-of-hospital services the maximum amount of ‘gap’ (i.e. the difference between the Medicare rebate
and the Schedule fee) payable by a family group or an individual in any one calendar year is $258.10 (indexed annually from
1 January). A family group includes a spouse and dependent children under 16 years of age or dependent students under
the age of 25.

113 The Health Insurance Comm1ssxon is responsible for the operation of Medicare and Medicare benefits based on the
services and fees contained in this book will be paid only by the Commission (commonly known as Medicare). For details
of locations of Medicare offices, see paragraph 1.3 below.

114 Where an eligible person incurs medical expenses in respect of a profess:onal service Medicare will pay benefits for
that service as outlined in these notes. The definition of professional service as contained in the Health Insurance Act
provides that such a service must be "clinically relevant". A clinically relevant service means a service rendered by a medical
or dental practitioner or an optometrist that is generally accepted in the medical, dental or optometrical profession (as the
case may be) as being necessary for the appropriate treatment of the patient to whom it is rendered.

115 It is recognised that medical practitioners will sometimes be called upon to provide services which cannot be
considered as being medically necessary. Accounts for these services should not be itemised as attracting Medicare benefits.
The fee charged for such services is a private matter between the practitioner and the patient.

12  Provider Numbers

121 When a medical practitioner commences private practice, and wishes to assist patients to claim Medicare benefits,
or is not in private practice but refers patients to specialists or requests pathology or diagnostic imaging services, a provider
number is issued for the required practice location by the Health Insurance Commission following a written request from
the practitioner. Provider numbers for different or additional practice locations can be similarly obtained.

1.2.2 Provider numbers are allocated to practitioners to enable claims for Medicare benefits to be processed and cheques
to be correctly drawn in favour of the practitioner where applicable. The number may be up to eight characters in length.
The second last character identifies the particular practice location, the last character being a check character. :
123 Registration status information is held against the provider number to ensure correct assessment of Medicare benefits.
124 If a practitioner wishes Medicare benefit cheques, which would normally be drawn in favour of the practitioner, to
be made payable to another payee and/or another address, written authority can be given to the Health Insurance
Commission to do this. There can only be one pay group link for an individual practice location but multiple practitioners
and practice locations can be linked to one pay group. Where the pay group involves a third party, signatures of all parties
will be required by the Commission before it can be activated. The pay group arrangement can be terminated by a written
request from the practitioner, however, the Commission will routinely inform any third party of such a termination. Further
information on pay group links may be obtained from the Commission at the addresses below.

1.25 Itis important that the Health Insurance Commission be notified promptly about any change to practice/s. Failure
to notify changes can lead to misdirection of Medicare benefit cheques. Requests for changes to provider particulars should
be made in writing to the Manager, Medicare Benefits, at any of the Commission addresses shown below.

13 Addresses of the Health Insurance Commission
Postal: Medicare, GPO Box 9822, in the Capital City in each State

Telephone: 132150, All States (local charge call)



NEW SOUTH WALES VICTORIA QUEENSLAND

Fairfield Processing Centre Medibank House State Headquarters
Fairfield Chase 460 Bourke Street 444 Queen Street :
Cnr Spencer and Smart Streets MELBOURNE VIC 3000 BRISBANE QLD 4000
FAIRFIELD NSW 2165
SOUTH AUSTRALIA WESTERN AUSTRALIA TASMANIA
State Headquarters State Headquarters 242 Liverpool Street
209 Greenhill Road Bank West Tower HOBART TAS 7000
EASTWOOD SA 5063 108 St. George’s Terrace

PERTH WA 6000

AUSTRALIAN CAPITAL TERRITORY NORTHERN TERRITORY

134 Reed Street As per New South Wales
TUGGERANONG ACT 2901

2. PATIENT ELIGIBILITY FOR MEDICARE

2.1  Eligible Persons

211 An "eligible person” means a person who resides legally in Australia and whose stay in Australia is not subject to
any limitation as to time, but does not include a foreign diplomat or family (except where eligibility is expressly granted
to such persons by the terms of a reciprocal health care agreement). A person covered by a reciprocal health care agreement
is eligible for Medicare for services of immediate medical necessity.

212 The Health Insurance Act gives the Minister discretionary powers to either include or exclude certain persons or
categories of persons for eligibility purposes under the Medicare arrangements.

2.13 Eligible persons must enrol with Medicare before benefits can be paid.

22  Medicare Cards

221 Aneligible person who applies to enrol for Medicare benefits (using a Medicare Enrolment/ Amendment Application)
will be issued with a uniquely numbered Medicare Card which shows the Medicare Card number, the patient identifier
number (reference number), the applicant’s first given name, initial of second given name, surname, and an effective "valid
to" date. These cards may be issued on an individual or family basis. Up to five persons may be listed on the one Medicare
card, and up to nine persons may be listed under the one Medicare card number.

2.22 Medicare cards issued with the word "VISITOR" and a date means that at the time the card was issued, Medicare
eligibility was restricted. These cards are issued to persons including visitors who have been determined to be eligible and
eligible persons awaiting permanent resident status.

223 Special Medicare cards are issued to persons accessing Medicare under a Reciprocal Health Care Agreement. These
cards differ in colour to the usual Medicare card, are endorsed "Reciprocal Health Care" and include a "Valid to" date.

2.3  Health Care Expenses Incurred Overseas

23.1 Medicare does NOT cover medical or hospital expenses or the cost of medical evacuation incurred outside Australia.
It is recommended that Australian residents travelling overseas take out private traveller’s or health insurance which offers
adequate coverage for the countries to be visited. (See also Reciprocal Health Care Agreements).

24  Visitors to Australia and Temporary Residents

24.1 Medicare benefits are generally not payable to visitors to Australia or temporary residents, although the Minister has
power to extend eligibility to such persons in exceptional circumstances. People visiting Australia specifically for medical
or hospital treatment are not eligible for Medicare benefits. (See also Reciprocal Health Care Agreements).

242 Alleligible visitors must enrol with Medicare to receive benefits. A practitioner can determine the eligibility period
for visitors by checking the "valid to" date at the bottom right hand corner of the card.

25  Reciprocal Health Care Agreements

251 Visitors from countries with which Australia has Reciprocal Health Care Agreements are eligible for benefits for
immediately necessary medical care under the Medicare Program. Likewise, Australians visiting these countries are entitled
to health care under their public health schemes. Agreements are currently in place with New Zealand, the United
Kingdom, the Netherlands, Sweden, Finland, Italy and Malta. Visitors are eligible for benefits for the duration of their stay,
except in the case of Italy and Malta, where benefits are for six months only. With the exception of New Zealand, the
Agreements provide diplomats and their families with full Medicare cover for the term of their stay, which is not restricted
to immediately necessary treatment.



252 The Agreements provide for immediately necessary medical treatment only, that is, treatment for any episode of
ill-health which requires prompt medical attention. Persons who require hospital treatment, and who seek cover under a
reciprocal agreement, shall be entitled to admission to public hospitals as public patients only. The agreements do not
include pre-arranged or elective treatment, or treatment as a private patient in a public or private hospital.

26  Compensable Patients, i.e. Workers’ Compensation, Third Party Insurance, Damages, etc.

26.1 Where the medical expenses for a professional service are wholly covered by way of compensation or damages under
a State or Commonwealth or Territorial law, Medicare benefit is not payable in respect of that service.

262 Where a claim is made for Medicare benefits and it appears to the Minister (or delegate) that the service may be
subject to a claim for compensation or damages, the Minister (or delegate) may direct that no benefit be paid but that there
be a provisional payment made of an amount equal to whatever part of the benefit is considered appropriate. If the claimant
subsequently receives a compensation or damages payment in respect of the medical expenses, he/she will be required to
refund all or part of the provisional payment made, and an undertaking must be given to this effect.

263 A suitably endorsed patient account must be issued in respect of such services.

264 Services included on patients accounts which do not attract Medicare benefits because they are covered under other
legislation, e.g., Workers’ compensation, Department of Veterans’ Affairs, etc, should be clearly identified to ensure the
correct payment of Medicare benefits for eligible services included on the same account.

3. GENERAL PRACTICE

31  General Practice Items
3.1.1 Some of the items in the Medicare Benefits Schedule are only available to General Practitioners. For the purposes
of the Medicare Benefits Schedule a General Practitioner is a medical practitioner who is:
. Vocationally Registered under section 3F of the Health Insurance Act (see 3.3 below);
a holder of the Fellowship of the Royal Australian College of General Practitioners (FRACGP) who participates
in, and meets the requirements for, quality assurance and continuing medical education as defined in the RACGP
Quality Assurance and Continuing Education Programme; or
undertaking an approved placement in general practice as part of a training program for general practice leading
to the award of the FRACGP, or undertaking an approved placement in general practice as part of some other
training program recognised by the RACGP as being of an equivalent standard.

32  Fellows of the RACGP and Trainees in General Practice

321 A medical practitioner who is seeking recognition as a general practitioner, as a Fellow of the RACGP or as a general
practice trainee should apply to the Manager, Medicare Benefits, Health Insurance Commission, at any of the Commission
addresses listed in paragraph 1.3.

33  Vocational Registration of General Practitioners

Recognition Method
331 The criteria for registration as a vocationally registered general practitioner are certification from either the Royal
Australian College of General Practitioners (RACGP), or a Vocational Registration Eligibility Committee (VREC) or the
Vocational Registration Appeal Committee (VRAC), that the practitioner’s medical practice is predominantly general practice,
and that the practitioner has appropriate training and experience in general practice.
3.3.2 The VRAC will hear appeals from medical practitioners who are refused certification by either the RACGP ora VREC.
3.3.3 The regulations establishing the VRECs and the VRAC require these committees to have regard to the eligibility
criteria published by the RACGP and to consider each case on its merits. )
334 From 1 January 1995 the only training and experience which the RACGP will regard as appropriate for eligibility will
be the attainment of Fellowship of the RACGP, or other posigraduate qualifications and training, approved by the RACGP,
of a standard equivalent to that accepted for the award of the FRACGP.
335 In assessing whether a practitioner’s medical practice is predominately general practice, the RACGP and
VRECs/VRAC will consider only services eligible for Medicare benefits. To qualify, 50% of this clinical time and services
claimed against Medicare must be in general practice as defined. The RACGP and VRECs/VRAC will have regard to
whether the practitioner provides a comprehensive primary medical service, including treating a wide range of patients and
conditions using a variety of accepted medical skills and 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.
336 Allenquiries concerning eligibility for registration should be directed to the RACGP at 39 Terry Street, Rozelle, NSW,
2039, or to the VREC, Health Insurance Commission, PO Box 1001, Tuggeranong, ACT 2901.

How to Apply for Registration
33.7 To be listed on the register, application on the approved form must be made to the RACGP or a VREC for
certification of eligibility. The RACGP or the VREC will notify the Health Insurance Commission of the eligibility status
of the practitioner and request that eligible practitioners who indicated their wish to be entered on the VR register be placed
on the register.



3.38 The RACGP and State VRECs addresses for the purpose of submission of applications for reglstratlon as a
vocationally registered general practitioner are:

The Secretary-General Secretary

The Royal Australian College of General Practitioners Vocational Registration Eligibility Committee
P O Box 906 Health Insurance Commission

ROZELLE NSW 2039 PO Box 1001

TUGGERANONG ACT 2901

3.39 Continued vocational registration is dependent upon involvement in appropriate Continuing Medical Education
(CME) and Quality Assurance (QA) programs approved by the RACGP, and the practitioner continuing to be predominantly
in general practice.

3.2.10 All enquiries regarding the QA and CME requirements should be directed to the RACGP at 39 Terry Street, Rozelle,
NSW, 2039.

Removal from Vocational Register
3.3.11 A medical practitioner may at any time request the Managing Director of the Health Insurance Commission to remove
his /her name from the Vocational Register of General Practitioners.
3.3.12 Provision also exists for removal of a medical practitioner from the Vocational Register where the RACGP is no longer
satisfied that the practitioner should remain on the Register. Examples of reasons for which a practitioner might be removed
are:
the practitioner’s medical practice is no longer predominantly general practice;
the RACGP’s minimum requirements for involvement in continuing Medical Education and Quality Assurance
programs have not been met by the practitioner;
where the RACGP is no longer satisfied that the practitioner has appropriate training and experience in general
practice (e.g. if certification was made on the basis of false information).
3.3.13 Appeals against removal may be made to the VRAC.

Vocational Registration Appeal Committee
Health Insurance Commission

PO Box 1001

TUGGERANONG ACT 2901

4. RECOGNITION AS A SPECIALIST OR CONSULTANT PHYSICIAN

41  Recognition Method
411 A medical practitioner who, having made formal application and paid the prescribed fee, and who -

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

holds a fellowship of a specified specialist College; or

is considered eligible for recognition as a specialist or consultant physician by a Specialist Recognition Advisory

Committee;
may be recognised by the Minister as a specialist or consultant physician for the purposes of the Health Insurance Act.
412 There is provision for appeal to a Specialist Recognition Appeal Committee by medical practitioners who have not
been recommended for recognition as specialists or consultant physicians by an Advisory Committee.
4.1.3 Where a medical practitioner has been recognised as a specialist or consultant physician for the purposes of the
Health Insurance Act, Medicare benefits are payable at the appropriate higher rate in respect of certain services rendered
by the practitioner in the practice of the recognised specialty, provided (other than in the case of examination by specialist
anaesthetists in preparation for anaesthesia - see paragraph 5.3.1) the patient has been referred in accordance with paragraph
5.
4.14 All enquiries concerning the recognition of specialists and consultant physicians should be directed to the Provider
Liaison Section, Health Insurance Commission, PO Box 9822 in your State capital city. ACT and NT enquiries should be
directed to NSW. Telephone enquiries can be directed to 132150 for the cost of a local call.

42  Emergency Medicine
4.2.1 For these purposes the following will determine when a practitioner is acting within the speciality of emergency
medicine:-
Where the patient is treated by the medical practitioner within 30 minutes of 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 iliness or injury where the viability or function of a body part or organ is acutely threatened;
or
(d) suffenng from a drug overdose, toxic substance or toxin effect; or
(e) experiencing severe psychiatric disturbance whereby the health of the patient or other people is at immediate nsk,
or



(f) suffering acute severe pain where the viability or function of a body part or organ is suspected to be acutely
threatened; or ’
(g) suffering acute significant haemorrhage requiring urgent assessment and treatment; and
(h) treated in, or via, a bona fide emergency department in a hospital.
422 Benefits are not payable where such services are rendered in the accident and emergency departments or the
outpatient departments of public hospitals. _

5. REFERRAL OF PATIENTS TO SPECIALISTS OR CONSULTANT PHYSICIANS

51  Purpose

5.1.1 For certain services provided by specialists and consultant physicians the Medicare benefit payable is dependent on
acceptable evidence that the service has been provided following referral from another practitioner.

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

imaging services.

52  What is a Referral

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

522 Subject to the exceptions in paragraph 5.2.3 below, for a valid "referral” to take place:

(i) the referring practitioner must have turned his or her mind to the patient’s need for referral and communicate
relevant information about the patient to the specialist or consultant physician (but this does not necessarily mean
an attendance on the occasion of the referral);

(ii) the instrument of referral must be in writing by way of 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 referred must have received the instrument of referral
on or prior to the occasion of the professional service to which the referral relates.

523 The exceptions to the requirements in paragraph 5.2.2 are that:
(a) sub-paragraphs (i), (ii) and (iii) do not apply to:
. an examination of a patient by a specialist anaesthetist in preparation for the administration of an
anaesthetic (Item 17603);
(b) sub-paragraphs (ii) and (iii) do not apply to:
a referral generated within a hospital, in respect of a privately admitted patient for a service within that
hospital, where the hospital records provide evidence of a referral (including the referring practitioner’s
signature); or to
an emergency situation where the referring practitioner or the specialist or the consultant physician was
of the opinion that the service be rendered as quickly as possible; and
(c) sub-paragraph (iii) does not apply to:
. instances where a written referral was completed by a referring practitioner but was lost, stolen or

destroyed.
NOTE:  "For these purposes an emergency is a situation where the patient is treated by the medical practitioner within thirty minutes
of presentatu‘m, and that patient is:

(@) 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 drug overdose, toxic substance or toxin effect; or

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

() suffering acute severe pain where the viability or function of a body part or organ is suspected to be acutely threatened; or
(3) suffering acute significant haemorrhage requiring urgent assessment and treatment."

53  Examination by Specialist Anaesthetists

53.1 A referral letter or note is not required in the case of Item 17603 - Examination of a patient in preparation for the
administration of an anaesthetic. However, for benefits to be payable at the specialist rate for consultations by specialist
anaesthetists (other than for a pre-operative examination) a referral is required.

54  Who can Refer
54.1 Referrals are to be made as follows:
(a) to a recognised consultant physician -
(i) by another medical practitioner; or
(ii) by an approved dental practitioner (oral surgeon), where the referral arises out of a dental service;
(b) to a recognised specialist - ,
i) by another medical practitioner; or
(i) by a registered dental practitioner, where the referral arises out of a dental service; or
(iii) by a registered optometrist where the specialist is an ophthalmologist.



542 The general practitioner is regarded as the primary source of referrals. Cross referrals between specialists and/or
consultant physicians should usually occur in consultation with the patient’s general practitioner:

55 Billing

Routine Referrals
55.1 Inaddition to the usual information required to be shown on accounts, receipts or assignment forms (see paragraph
6 of these notes), specialists and consultant physicians must show the following details (unless there are special
circumstances as indicated in paragraph 5.5.2):
. name and either practice address or provider number of the referring practitioner;
date of referral; and
period of referral (where other than for 12 months) expressed in months, e.g. "3, "6" or "18" months, or "indefinitely"
should be shown.

Special Circumstances
55.2 (i) Lost, stolen or destroyed referrals.
If a referral has been made but the letter or note of referral has been lost, stolen or destroyed, benefits will be payable at
the referred rate if the account, receipt or the assignment form shows the name of the referring medical practitioner, the
practice address or provider number of the referring practitioner (if either of these are known to the consultant physician
or specialist) and the words ‘Lost referral’. This provision only applies to the initial attendance. For subsequent attendances
to attract Medicare benefits at the referred rate a duplicate or replacement letter of referral must be obtained by the specialist
or the consultant physician.

(ii) Emergency situations - (see note at paragraph 5.2.3 for definition of an emergency situation).
If the referral occurred in an emergency situation, benefit will be payable at the referred rate if the account, receipt or
assignment form is endorsed 'Emergency referral’. This provision only applies to the initial attendance. For subsequent
attendances to attract Medicare benefits at the referred rate the specialist/consultant physician must obtain a letter of referral.

(iif) Hospital referrals.

* Private Patients - Where a referral is generated within a hospital in respect of a privately admitted patient for a service
within that hospital, benefits will be payable at the referred rate if the account, receipt or assignment form is endorsed
‘Referral within (name of hospital)’ 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 (eg to a specialist or a 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.

* Medicare Hospital Patients - Under the Commonwealth/State Medicare Agreements, hospitals are obliged to provide
aftercare services to Medicare hospital patients wherever possible. Where a patient admitted as a public patient is treated
by a specialist or consultant physician and on discharge is referred to that same specialist or consultant physician for
follow-up or aftercare in private practice because the hospital is unable to meet its responsibilities under the Medicare
Agreements, a referral letter or note from a medical practitioner at the hospital is required. In such circumstances, the
relevant subsequent attendance item should be claimed.

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

56  Period for which Referral is Valid

5.6.1 If a referring practitioner wishes that a referral be for a period less than or more than 12 months (eg. 3, 6 or 18
months or valid indefinitely), he/she should indicate this to the specialist or the consultant physician.

5.6.2 The referral is valid for the period specified (or 12 months where not otherwise indicated) from the date of the
specialist’s or the consultant physician’s first service.

5.63 The purpose in permitting a referral for longer than 12 months is to obviate the necessity for a chronically ill patient,
who is under the continuing care and management of a specialist or a consultant physician for a specific condition(s), to
obtain a new referral at the end of each 12 months.

5.7  Definition of a Single Course of Treatment

5.7.1 A single course of treatment involves an initial attendance by a specialist or consultant physician and the continuing
management/treatment up to the stage where the patient is referred back to the care of the referring practitioner. It also
includes any subsequent review of the patient’s condition by the specialist or the consultant physician that may be necessary;
such a review may be initiated by either the referring practitioner or the specialist/consultant physician.

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



5.73 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 commencement of a new course of treatment involving the
itemisation of an initial consultation. In the continuing management/treatment situation the new referral is to facilitate the
payment of benefits at the specialist or the consultant physician referred rates rather than the unreferred rates.
574 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 outside the currency 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 Medicare benefit would be payable
at the initial consultation rates.

58  Retention of Referral Letters

58.1 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. ‘

582 A specialist or 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 referral) for 18 months from the date when the service was
rendered.

58.3 A specialist or a consultant physician is required, if requested by the Managing Director of the Health Insurance
Commission, to produce to a Medical Adviser, who is an officer of the Commission, the instrument of referral within seven
days after the request is received. Where the referral 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.

59  Attendance for Issuing of a Referral

59.1 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 note. However, 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.

510 Locum-tenens Arrangements

15.10.1 It should be noted that where a non-specialist medical practitioner acts as a locum-tenens for a specialist or consultant
physician, or where a specialist acts as a locum-tenens for a consultant physician, Medicare benefit is only payable at the
level appropriate for the particular locum-tenens, eg, general practitioner level for a general practitioner locum-tenens and
specialist level for a referred service rendered by a specialist locum tenens.
5.10.2 Fresh referrals are not required for locum-tenens acting according to accepted medical practice for the principal of
a practice i.e. 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 locum-tenens if the principal has already performed an initial attendance in respect of the
particular instrument of referral.

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

512 Referrals by Dentists or Optometrists
5.12.1 For Medicare benefit purposes, a referral may be made to -
(i) a recognised specialist:
(a) by a registered dental practitioner, where the referral arises out of a dental service; or
(b) by a registered optometrist where the specialist is an ophthalmologist; or
(ii)a consultant physician, by an approved dental practitioner (oral surgeon), where the referral arises out of a dental
service.
5.12.2 Inany other circumstances (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 ophthalmologist), it is not a valid
referral. Any resulting consultant physician or specialist attendances will attract Medicare benefits at unreferred rates.
5.12.3 Registered dentists and registered optometrists may refer themselves to specialists in accordance with the criteria
above, and Medicare benefits are payable at the levels which apply to their referred patients,

6. BILLING PROCEDURES

6.1  Itemised Accounts
6.1.1 Where the doctor bills the patnent for medical services rendered, the patient needs a properly itemised account/receipt
to enable a claim to be made for Medicare benefits.
6.1.2 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 particulars:-

i) patient’s name;

(ii) the date on which the professional service was rendered;
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