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SUMMARY OF CHANGES FROM 1/04/2015

The 1/@4/2015 changes to the MBS are summarised below and are identified in the Schedule pages by one or more of the following words
appearing above the item number

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

New Items
18353 18365 18369 18374
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G.1.1. THE MEDICARE BENEFITS SCHEDULE - INTRODUCTION

Schedules of Serices

Each professional service contained in $odedulehas been allocated a unique item number. 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).

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

In some cases two levels of fees are applied to the same service in General Medivas Seithi 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 tederbedn 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 arapproved dental practitioner (oral surgeons).

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

Explanatory Notes

Explanatorynotes relating to the Medicare benefit arrangements and notes that have general application to services are
located at the beginning of the schedule, while notes relating to specific items are located at the beginning of each Categor
While there may be geference 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.

G.1.2. MEDICARE - AN OUTLINE

The Medicare Program (6Medi c arital éeyvicgs forall Australian residents and cettam me
categories of visitors to Australiihe Department of Human Servicesadministers Medicare and the payment of Medicare
benefits. The major elements of Medicare are contained id¢h#h Insurance Acl973 as amended, and include the

following:
(a). Free treatment for public patients in public hospitals.
(). The payment of Obenefitséo, or rebates, for professione

general, the Medicare benefit is 85ffithe Schedule fee, otherwise the benefits are
i. 100% of the Schedule fee for services provided by a general practitionertefened, noradmitted patients;

ii. 100% of the Schedule fee for services provided on behalf of a general practitioner byca prast 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 professibservices rendered as part of a privately insured episode of hespital
substitute treatment.

Medi care benefits are claimable only for o6clinically rel
6clinically r el eviagenelly aceeptediby the rdlesant@rofessionm hs 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 anc
the patient.

Sevwices listed 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 |
them in strit accordance with the provisions of thieerapeutic Goods Act 1989.

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

G.1.3. MEDICARE BENEFITS AND BILLING P RACTICES
Key information on Medicare benefits and billing practices



TheHealth Insurance Act 197&ipulates that Medicare benefits are payable for professional services. A professional service
is a clinically relevant service which is listed in the MBS medical service 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 service. However,theamoyme ci f i ed i n t
account must be the amount charged for the service specified. The fee may not include a cost of goods or services which ar
not part of the MBS service specified on the account.

Billing practices contrary to the Act
A nonclinically relevant servicenust not be included in the charge for a Medicare item. Thelm@nally relevant service
must be separately listed on the account and not billed to Medicare.

Goods supplied for the pati eantahks, contnenee pads)anust motbe ihcluded in theh e e |
consultation charge. Medicare benefits are limited to services which the medical practitioner provides at the time of the
consultatiori any other services must be separately listed on the accountumtchot be billed to Medicare.

Charging part of all of an episode of hospital treatment or a hospital substitute treatment-tmleitt@d consultation is
prohibited. This would constitute a false or misleading statement on behalf of the mediitidpea@and no Medicare
benefits would be payable.

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

Potential consequence of immperly issuing an account
The potential consequences for improperly issuing an account are

€) No Medicare benefits will be paid for the service;

(b) The medical practitioner who issued the account, or authorised its issue, may face charges under28&tions
128B of theHealth Insurance Act 1973

(c) Medicare benefits paid as a result of a false or misleading statement will be recoverable from the doctor under

section 129AC of thélealth Insurance Act 1973

Providers should be aware that the Depantneé 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
Medicare. If Medicare benefits have been paid inappaiglyi or incorrectly, the Department of Human Services will take
recovery action.

The Department of Human Services (DHS) has developtshith Pradtioner Guidelinefor responding to a request to
substantiate that a patient attended a servitere is also BHealth Practitioner Guiline for substantiating that a specific
treatment was performe@hese guidelines are located on the DHS website.

G.2.1. PROVIDER ELIGIBILITY FOR MEDICARE

To be eligible to provide medical service which will attract Medicare benefits, or to preeigices for or on behalf of

another practitioner, practitioners must meet one of the following criteria:

(a) be arecognised specialist, consultant physician or general practitioner; or

(b) be in an approved placement under section 3GA odfigradth Insurance &t 1973 or

(c) be atemporary resident doctor with an exemption under section 19ABlaédn Insurance Act 1972and working in
accord with that exemption.

Any practitioner who does not satisfy the requirements outlined above may still practice miedli¢hesr services will not
be eligible for Medicare benefits.

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

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

Non-medical practitioners
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To be eligible to provide services which willrattt Medicare benefits under MBS items 1098®77 and MBS items

8000088000 and 821082140 and 822082215, allied health professionals, dentists, and dental specialists, participating

midwives and participating nurse practitioners must be

(a) registered aarding 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.

G.2.2. PROVIDER NUMBERS

Praditioners 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, may apjigg to the
Department of Hman Servives for a Medicare provider number for the locations where these services/referrals/requests will
be provided. The form may be downloaded fitie Department of Human Services website.

For Medicarepur poses, an account/receipt i ssued by aeithgrthact it
provider number for the location where the service was provdéte address where the services were provided.

Medicare provider number informatids released in accord with the secr@egvisions of theHealth Insurance Act 1973
(section 130) to authorized external organizations incl
the Department of Health.

When a practitioneceases to practice at a given location they must inform Medicare promptly. Failure to do so can lead to
the misdirection of Medicare cheques and Medicare information.

Practitioners at practices participating in the Practice Incentives Program (PUiR) ske 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 considerec
for PIP payments.

G.2.3. LOCUM TENENS

Where a locum tenens will be in a practice farenthan two weeksr in a practice for less than two weeks but on a regular
basis, the locum should apply for a provider number for the relevant location. If the locum will be in a practicefanless t
two weeks and will not be returning there, thepudd contact the Department of Human Services (provider lidisbd2

150) to discuss their options (for exampl e, use one of 1

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

(a) they are an approved genkepactice 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 3GAdeftttelnsurance Act 1978r

(c) they have access to Medicare benefits as altre$ the issue of an exemption under section 19AB of Hiealth
Insurance Act 1978.e. they have access to Medicare benefits at specific practice locations); or

(d) they will be at a practice which is participating in the Practice 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.

G.2.4. OVERSEAS TRAINED DOCTOR

Ten year moratorium

Section BAB of the Health Insurance Act 1978tates that services provided by overseas trained doctors (including New
Zealand trained doctors) and former overseas medical students trained in Australia, will not attract Medicare benefits for 1(
years fromeither

(a) their date of registration as a medical practitioner for the purposes detith Insurance Act 1973yr

(b) their date of permanent residency (the reference date will vary from case to case).

Exclusions- Practitioners whdefore 1 January 199had

(a) registere with a State or Territory medical boaadd retained a continuing right to remain in Austraba;

(b) lodged a valid application with the Australian Medical Council (AMC) to undertake examinations whose successful
completion would normally entitle the caddte to become a medical practitioner.

The Minister of Health and Ageing may grant an overseas trained doctor (OTD) or occupational trainee (OT) an exemption tc
the requirements of the ten year moratorium, with or without conditions. When applyiniyléati@are provider number, the
OTD or OT must
(a) demonstrate that they need a provider number and that their employer supports their request; and
(b) provide the following documentation:
i. Australian medical registration papers; and
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ii. a copy of their personal detaifstheir passport and all Australian visas and entry stamps; and

iii. a letter from the employer stating why the person requires a Medicare provider number and/or prescriber number
is required; and

iv. a copy of the employment contract.

G.2.5. CONTACT DETAILS FOR THE DEPARTMENT OF HUMAN SERVICES

Changes to Provider Contact Details

It is important that you contact the Department of Human Services promptly of any changes to your preferred contact details.
Your preferred mailing address is used to contact pawtMedicare provider matters. We require requests for changes to

your preferred contact details to be made by the provider in writing to the Department of Human Services at:

Medicare

GPO Box 9822

in your capital city
or

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

You may also be able to update some provider details through HROSByww.medicareaustralia.gov.au/hfindex.jsp

MBS Interpretations

The dayto-day administration and payment of benefits under the Medicare arrangements is the responsibility of the
Department of Human Services. Inquiries concerning matters of interpretation of MBS items should luktditeete
Department of Human Services at Emakkmbs@humanservices.gov.au

or by phone on 132 150

G.3.1. PATIENT ELIGIBILITY F OR MEDICARE

An "eligible person" is a person who resides permanentyusiralia. This includes New Zealand citizens and holders of
permanent residence visas. Applicants for permanent residence may also be eligible persons, depending on circumstances.
Eligible persons must enrol with Medicare before they can receive Medieaefits.

Medicare covers services provided only in Australia. It does not refund treatment or evacuation expenses overseas.

G.3.2. MEDICARE CARDS
ThegreenMedicare card is for people permanently in Australia. Cards may be issued for individizatslies.

TheblueMedi care card bearing the words #fAl NTERI' M CARDO is f

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

G.3.3. VISITORS TO AUSTRALIA AND TEMPORA RY RESIDENTS

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

G.3.4. RECIPROCAL HEALTH CARE AGREEMENTS

Australia has Reciprocal Health Care Agreements with New Zealand, Ireland, the United Kingdom, the Netherlands, Sweden
Finland, Norway, Italy, MaltaBelgiumand Slovenia

Visitors from these countries are entitled to medically necessary treatment whitgaheyAustralia, comprising public

hospital care (as public patients), Medicare benefits and drugs under the Pharmaceutical Benefits Scheme (PBS). Visitors
must enroll withthe Department of Human Servidesreceive benefits. A passport is sufficiémt public hospital care and

PBS drugs.

Exceptions:
1 Visitors from Ireland and New Zealand are entitle public hospital care and PBS drugs, and should present their
passports before treatment as they are not issued with Medicare cards.
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1 Visitors from Itdy 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 hospital. People visiting Austealia for th
purpose of receiving treatment are not covered.

G.4.1. GENERAL PRACTICE

SomeMBS itemsmayonly be used by eneralpractitioners. FOMBS purposes generalpractitioner isa medical
practitioner who is
(a) vocationallyregistered under section 3F of tHealth Insurance Act973(seeGeneral Explanatory Note
below); or
(b) a Fellowof the Royal Australian College of General Practitioners (FRAC®R) participates in, and meets
the requirements fahe RACGPQuality Assurance and @éhtinuingMedicalEducation Program; or
(c) aFellowof the Australian College of Rural and Remote Mew (FACRRM) who participates in, and meets
the requirements fahe ACRRMQuality Assurance and @éhtinuingMedicalEducation Program; or
(d) isundertaking an approved general pracfitecement ira training program foeither the award oFRACGP
or a trahing program recognised by the RACGP being of an equivalent standard; or
(e) isundertaking an approved general practice placementraining progranfor eitherthe award of
FACRRM or atraining program recognised by ACRRM as being of an equivalent standard

A medical practitioner seekingcognition as an FRACG$hould apply tdhe Department of Human Services, having
completed an application form avail ab.lAegereralwacticatrdinee Depar t |
should apply to Gener8ractice Education and Training Limited (GPET) fayemeral practitioner trainggacement. GPET

will advisethe Department of Human Servioghen a placement is approveder@&ral practitioner trainee&ed to apply for

a provider number using the appriate provider number application form availablettoe Department of Human Serviées

website.

Vocational recognition ofgeneral pgractitioners
The only qualifications leading to vocational recognition are FRACGP and FACRIRIg! criteria for recognitio as a GP
are:
(@) certification by the RACGP thalhe practitioner

1 is a Fellow of the RACGP; and

1 practice is, or will be within 28ays predominantly in general practice; and

1 has metheminimum requirements of the RACGP for taking part in continuing medibatation and

quality assurance programs.

(b) certification by the General Practice Recognition Eligibility Committee (GPREC)Hbagdractitioner
1 is a Fellow of the RACGP; and
1 practice is, or will be within 28, predominantly in general practice; and
1 has méminimum requirements of the RACGP for taking part in continuing medical education and quality
assurance programs.

(c) certificationby ACRRM that the practitioner
1 is a Fellow of ACRRM; and
1 has metheminimum requirements of the ACRRM for taking part in ttioming medical education and
quality assurance programs.

I n assessing whether a practitionerds medical praasti ce |
50% of clinical time and services claimed against Medidaegardwill also be given ato 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 théiqmacs surgery on request, for example,

home visits and making appropriate provision for the practitioner's patients to have access to after hours medical care.

Further information on eligibility for re@mition should be directed to:

Program Relation®fficer, RACGP
Tel: (03) 86990494 Email at:gacpd@racgp.org.au

Secretary, General Practice Regitign Eligibility Committee:
Email atgprec@health.gov.au

Executive Assistant, ACRRM:
Tel: (07) 3105 8200 Email atacrrm@acrrm.org.au
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How to apply for vocational recognition

Medical practitioners seeking vocational recognition should apphet®epartment of Human Servioesing the approved
Application Form available on thiae Department of Human Serviogebsite:www.humanservices.gov.al\pplicants
should forward their applications, as appropritde,

The Secretariat

The General Practice Recaton Eligibility Committee

National Registration and Accreditation Scheme Policy Section
MDP 152

Department of Health

GPO Box 9848

CANBERRA ACT 2601

email address: gpe@health.gov.au

The Secretariat

The General Practice Recognition Appeal Committee

National Registration and Accreditation Scheme Policy Section
MDP 152

Department of Health

GPO Box 9848

CANBERRA ACT 2601

email addresgprac@health.gov.au

The relevant body will forward the application together with it$ifogation of eligibility to the Department of Human
ServicesCEO for praessing.

Continued vocational recognition is dependent upon:
@ the practitionerds practice continuing to be pred
Register only); and
(b) the practitionecontinuing to meet minimum requirements for participation in continuing professional
development programs approved by the RACGP or the ACRRM.

Further information on continuing medical education and quality assurance requirements should be dired&dG Eher
the ACRRM depending on the tede througtwhich the practitioner is pursuing, or is intending to pursoatinuing
medical education.

Medical practitioners refused certification by the RACGP, the ACRRM or GPREC may appeal in writing to Etaragécr
General Practice Recognition Appeal Committee (GPRAC), National Registration and Accreditation Scheme Policy Section,
MDP 152,Department of HealthGPO Box 9848, Canberra, ACT, 2601.

Removalof vocational recognition status
A medical practitioer may at any time requebie Department of Human Servidesremovetheir name from the Vocational
Register of General Practitioners

Vocational recognition statusn also beevoked if the RACGP, the ACRRM or GPREC certifiesite Department of
HumanServiceghat it is no longer satisfied that the practitioner should remain vocationally recogAiseeals of the
decision to revoke vocational recognition may be made in writifRBAC, at the above address

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

G.5.1. RECOGNITION AS A SPECIALIST OR CONSULTANT PHYSICIAN

A medical practitioner who

1 isregistereds a specialist under State or Territory law; or

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

and has formally appliednd paid the prescribed fee, mbg recognised by the Minister as a specialist or consultant

physician for the purposes of thiealth Insurance Act 1973

A relevant specialist Coll ege may al so gi veratwitlen nbtieep ar t |
stating that a medical practitioner meets the criteria for recognition.
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A medical practitioner who is training for a fellowship of a specified specialist College and is undertaking training
placements in a private hospital or in gengractice, may provide services which attract Medicare rebates. Specialist
trainees should consult the information available aDeartmenb f Hu man Servi cesé Medicar e

Once the practitioner is recognised aspacialist or consultant physician for the purposes oHtedth Insurance Act 1973
Medicare benefits will b@ayable at the appropriate highate for services renderedtime relevant specialityprovided the
patient has beeappropriatelyreferredto them

Further information about applying for recognition is available abtieep ar t ment of Human Servi ce:

The Department of Human Services (DHS) has developedeafth Practitioner Gdeline to substantiate that a valid
referral existed (specialist or consultant physiciahich is located on the DHS website.

G.5.2. EMERGENCY MEDICINE

A practitioner will be acting as an emergency medicine specialist when treating a patien8vithimi nut es of t h
presentation, 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 onjury where the viability or function of a body part or organ is acutely threatened; or
(d) suffering from a drug overdose, toxic substance or toxin effect; or

(e) experiencing severe psychiatric disturbance whereby the health of the patient or otheispatophmediate risk; or
® suffering acute severe pain where the viability or function of a body part or organ is suspected to be acutely
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 rendered in the accident and emergency departments or outpatient
departments of public hospitals.

G.6.1. REFERRAL OF PATIENTS TO SPECIALISTS OR CONSULTANT PHYSICIANS

For certain services provided by specialists and consultant physitiensviedicare 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 requests made for pathology services or diagnostic imaging
services.

What is a Referral?
A "referral" is a request to a specialist or a consultant physician for investigation, opinion, treatdienmanagement of a
condition or problem of a patient or for the performance of a specific examination(s) or test(s).

Subject to the exceptions the paragraph below, foraalid "referral” to take place

0] the referring practitioner must hawmdertiken a professional attendance with the patienttamed his or her
mind to the patient's need for referral almave communicatd relevant information about the patient to the
specialist or consultant physiciahié need notnean an attendance tite ocasion of the referral);

(i) the instrument of refertanust be in writing as ketter 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 whthe 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.

The exceptions to the requirements in paragedqive are that
(a) subparagraphs (i)ii) and (iii) do not apply to
- a preanaesthesia consultation by a specialist anaesthetist (items-16625)
(b) subparagraphsii) and (iii) do not apply to
- areferral generated during an episodeasfital treatment, foa service provided or arranged ttwat hospital,
where the hospital records provide evidence of a referral (including the referring practitioner's signature); or
- an emergencwhere the referring practitioner or the specialist or the consultant physician was of the opinion
that thesenice be rendered as quickly as possible; and
(c) subparagraph (iii) does not apply instances where a written referral was completed by a referring practitioner but was
lost, stolen or destroyed.

Examination by Specialist Anaesthetists
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A referral is norequired in the case of pamaesthesia consultation items 1787®25. However, for benefits to be payable
at the specialist rate for consultations, othentb@eanaesthesia consultatiolmg specialist anaesthetists (items 17640
17655) a referral isequired.

Who can Refer?
The general practitioner is regarded as the gmynsource of referrals. Crossferrals between specialists and/or consultant
physicians should usually occurdnnsultation with the patient's general practitioner.

Referrals by Dentists or Optometrists or Participating Midwives or Participating Nurse Practitioners
For Medicare benefit purposes, a referral may be made to
0] a recognised specialist;
(a) by a registered dental practitioner, where the referral arises from a sienviak; 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 needs dictate. A
referral given by a participating midwife valid until 12 months after the first service given in accordance with
the referral and for | pregnancy only or
(d) by a participating nurse practitioner to specialists and consultant physicians. A referral given by a participating
nurse practitioner igalid until 12 months after the first service given in accordance with the referral.

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

In any other circumstances (i.e. dereal 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 ophthalmologisty, at valid referral.
Any resulting consultant physiciamr specialist attendances will attract Medicare benefits at unreferred rates.

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

Billing

Routine Referrals

In addition toprovidingthe usual information required to be shown on accounts, receipts or assignment forms, specialists and
consultant physicians must provitlee following details (unless ¢he are special circumstances as indicated in paragraph
below):-

i - name and either practice address or provider number of the referring practitioner;
1 - date of referral; and
i - period of referral (wherother than for 12 months) expressed in months, eg "&",or "18" months, or

"indefinitely" should be shown.

Special Circumstances

(i) Lost, stolen or destroyed referrals.

If a referral has been made but the letter or note of referral has been lost, stolen or destroyed, benefits will be¢ thayable a
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 physicianist) special
andthe words 'Lost referral’. This provision only applies to the initial attendance. For subsequent attendances to attrac
Medicare benefits at the referred rate a duplicate or replacement letter of referral must be obtained by the speeialist or th
consulant physician.

(i) Emergencies

If the referral ocurred in an emergengchenefit 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 attendancsubBequent attendances to attract
Medicare benefits at the referred rate the specialist/consultant physician must obtain a letter of referral.

(iii) Hospital referrals.

Private Patients Where a referral is generated during an episodespital treément fora service provided or arranged by

that hospital, benefits will be payable at the referred rate if the account, receipt or assignment form is endorsed 'Referre
within (name of hospital)’ and the patient's hospital records show evidence of d¢nelréincluding the referring
practitioner's signature). However, in other instances where a medical practitioner within a hospital is involved i aeferrin
patient (eg. to a specialist or a consultant physician in private rooms) the normal refesradj@ments apply, including the
requirement for a referral letter or note and its retention by the specialist or the consultant physician billing facéhe ser

Public Hospital Patients
State and Territory Governments are responsible for the prowasioublic hospital services to eligible persons in accordance
with the National Healthcare Agreement.
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Bulk Billing
Bulk billing assignment forms should show the same information as detailed above. However, faster processing of the clain
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 specified in the referral which is taken to commence on the date of theispetidd s o
consultant physicianbés first service covered by that ref

Specialist Referrals

Where a referral originates from a specialist or a consultant physician, the referral is valid for 3 months, except where the
referred patient is an admitted gst. For 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 patientdés gener al practitio
special st or a consultant physician must i nclude the name
patient is unable or unwilling to nominate a general practitioner or practice this must be stated in the referral.

Referrals by other Pradtioners

Where the referral originates from a practitioner other than those lisgukirialist Referralghe referral is valid for a period

of 12 months, unless the referring practitioner indicates that the referral is for a period more or lessrtbatnd Zeg. 3, 6

or 18 months or wvalid indefinitely). Referrals for Il on
condition requires continuing care and management of a specialist or a consultant physician for a specific ocondition
specific conditions.

Definition of a Single Course of Treatment

A single course of treatment involves an initial attendance by a specialist or consultant physician and the continuing
management/treatment up to the stage where the patient is refecketblthe 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 necessa
Such a review may be initiated by either the referring practitioner @pihealist/consultant physician.

The presentation of an unrelated illness, requiring the referral of the patient to the specialist's or the consultantsphysici
care would initiate a new course of treatment in which case a new referral would bedrequire

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 c
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.

However, where the referringgxtitioner:

€)) 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
(©) the patient was last seen by the specialist ocdimsultant 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 a
the initial consultation rates.

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

A specialist or a consultant physician is required to retain the instrument of referral (and a hospital is tegeisda the
patient's hospital records which show evidence of a referral) for 18 months from the date the service was rendered.

A specialist or a consultant physician is required, if requestatiebpepartment of Human Services GE® produce to a

medcal practitionerwho is anemployeeof the Department of Human Servicélse instrument of referral within seven days

after the request is receivehere the referral originates in an emergency situation or in a hospital, the specialist or
consultant phsician 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 tharateis solely for the purpose of issuing a
referral letter or note. However, if a medical practitioner issues a referral without an attendance on the patientt iso benef
payable for any charge raised for issuing the referral.



Locum-tenens Arrangemerts

It should be noted that where a rgecialist medical practitioner acts as a logemens for a specialist or consultant
physician, or where a specialist acts as a letamens for a consultant physician, Medicare benefit is only payable at the
level gpropriate for the particular locutenens, eg, general practitioner level for a general practitioner ltenens and
specialist level for a referred service rendered by a specialist locum tenens.

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

Fresh referrals are not required for loctenens acting according to accepteedinal 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 attendanaa rate f
attendance by a locutenens if the principal has already performed an Inattendance in respect of the particular
instrument of referral.

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

G.7.1. BILLING PROCEDURES

The Depatment of Human Services website contains information on Medicare billing and claiming options. Please visit the
Department of Human Servicegbsite for further information.

Bulk billing

Under theHealth Insurance Act 1972 bulk billing facility for professional services is available to all persons in Australia
who are eligible for a benefit under the Medicare program. If a practitioner bulk bills for a service the practitiotiakesder

to accepthie relevant Medicare benefit as full payment for the service. Additional charges for that service cannot be raised.
This includes but is not limited to:

any consumables that would be reasonably necessary to perform the service, including bandagkeesauigsr
record keeping fees;

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

an annual administraticor registratiorfee.

=A =4 =4 =4

Where the patient is bulk billed, an additional chargeardy be raised against the patient by the practitioner where the
paient is provided with a vaccine or vaccines from the practitioner's own supply held on the practitioner's premises. This
exemption only applies to general practitioners and othespenialist practitioners in association with attendance items 3 to
96 and 5000 to 5267 (inclusive) and only relates to vaccines that are not available to the patient free of charge through
Commonwealth or State funding arrangements or available through the Pharmaceutical Benefits Scheme. The additional
charge must only be wover the supply of the vaccine.

Where a practitioner provides a number of services on the one occasion and claims multiple Medicare items, the practitioner
can choose to bulk bill some or all of those services. Where some but not all of the seevingk killed a fee may be

privately charged for the other service (or services) in excess of the Medicare rebate provided that that fee is taly in rela

to that service (or services).

It should be noted that, where a service is not bulk billedacetiponer may privately raise an additional charge against a
patient, such as for a consumable. An additional charge can also be raised where a practitioner does not bulk Hillia patient
instead charges a fee that is equal to the rebate for the &ediervice. For example, where a practitioner provides a
professional service to which item 23 relates the practitioner could, in place of bulk billing the patient, charge tfeg rebate
the service and then also raise an additional charge (such asoitslanable).

G.8.1. PROVISION FOR REVIEW OF INDIVIDUAL HEALTH PROFESSIONALS

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

Section 82 of thédealth Insurance Act 197@efines inappropriate practice as conduct that is such that a PSR Committee
could reasonably conclude that it would macceptable to the general body of the members of the profession in which the
practitioner was practicing when they rendered or initiated the services under review. It is also an offence unde® Section 8
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for a person or officer of a body corporate to kivayly, recklessly or negligently cause or permit a practitioner employed by
the person to engage in such conduct.

The Department of Human Serviceo ni t or s heal t h pract i tthe®@epartmendof ldumani mi ng r
Servicedetects an anomaly,t may r equest the Director of PSR to revie\u
the request, the Director must decide whether to a conduct a review and in which manner the review will be conducted. The
Director is authorized to requireat documents and information be provided.

Following a review, the Director must:

decide to take no further action; or

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

refer thematter to a PSR Committee.

A PSR Committee normally comprises three medically qualified members, two of whom must be members of the same
profession as the practitioner under review. However, up to two additional Committee members may be appointdd to pro
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 i the revie
reqguest or by a Directorés report following the review;
hold hearings and require the person under review to attend and give evidence;

require the production of documents (including clinical notes).

The methods available to a PSR Committee to investigate and quantify inappropriate practice are spegifikdiamnie

(a) Patterns of Services TheHealth Insurance (Professional Services Review) Regulationssi#e¥y that when a

general practitioner or other medical practitioner reaches or exceeds 80 or more attendances on each of 20 or more days in :
12-month 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,
Al7, A18, A19, A20, A21, A22 or A23 of Part 3 of the General MedicaliSes Table.

If the practitioner can satisfy the PSR Committee that their pattern of service was as a result of exceptional circuhestances,
guantum of inappropriate practice is reduce accordingly. Exceptional circumstances include, but are chéd lithdse set
out in theRegulations These include:

an unusual occurrence;
the absence of other medical services for the practiti o
the characteristics of the patients.

(b) Sampling - A PSR Committee may use statistically valid methods to sample the clinical or practice records.
(©) Generic findings- If a PSR Committee cannot use patterns of service or sampling (for example, there are
insufficient medical rfinding of idappropriate praciceen make a 6égenericéb

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 oppgrtoniéspond. In reaching their decision, a PSR

Committee is required to consider whether or not the practitioner has kept adequate and contemporaneous patient records
(See general explanatory note G15.1 for more information on adequate and contemggqratieoturecords).

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

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

0] a reprimand;

(i) 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 PSR websitevw.psr.gov.au
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G.8.2. MEDICARE PARTICIPATION REVIEW COMMITTEE

The Medicare Participation Review Committee determines what administrative action should bgaatstragractitioner
who:
(&) has been successfully prosecuted for relevant criminal offences;
(b) has breached an Approved Pathology Practitioner undertaking;
(c) has engaged in prohibited diagnostic imaging practices; or
(d) has been found to have engaged in inappat@practice under the Professional Services Review scheme and has
received Final Determinations on two (or more) occasions.

The Committee can take no further action, counsel or reprimand the practitioner, or determine that the practitioner be
disqualified from Medicare for a particular 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 disqualifigd, or partl
disqualified in relation teelevant services under thiealth Insurance Act 197&ection 19B applies).

G.8.3. REFERRAL OF PROFESSIONAL ISSUES TO REGULA TORY AND OTHER BODIES
TheHealth Insurance Act 1973ovides for the following referral, to an appropriate regulatory body:

i. as gnificant threat to a personébés | ife or health, whe
conduct of the practitioner under review; or
ii. a statement of concernsofrom mpl i ance by a practitioner with o6prof

G.8.4. COMPREHENSIVE MANAGEMENT FRAMEWORK FOR THE MBS

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

MBS management and governance into the future. As part of this framework, the Medical SetvisesyACommittee

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

G.8.5. MEDICAL SERVICES ADVISORY COMMITTEE

The Medical Services Advisory Comiae (MSAC) advises the Minister on the strength of evidence relating to the safety,
effectiveness and cost effectiveness of new and emerging medical services and technologies and under what circumstances
public funding, including listing on the MBS, shoudd supported.

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

For more informatin on the MSAC refer to their websitevww.msac.gov.aor email onrmsac.secretariat@health.govau
by phoning the MSAC secretariat on (02) 6289 6811.

G.8.6. PATHOLOGY SERVICES TABLE COMMITTEE

This Pathology Services Table Committee comprises six representatives from the interested professions and six from the
Australian Government. Its primary role is to advise the Minister on the need for changegrtectbeesand content of the
Pathology Services Table (except new medical services and technologies) including the level of fees.

G.8.7. MEDICARE CLAIMS REVIEW PANEL

There are MBS items which make the paymathed ®fc IMerii calr en e
requiring prior approval are those covered by items 11222, 11225, 12207, 12215, 12217, 21965, 21997, 30214, 35534,
32501, 42783, 42786, 42789, 42792, 45019, 45020, 45528, 45557, 45558, 45559, 45585, 45586, 45588, 45639.

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

Practitioners may also apply to the Department of Human Services for prospective approwgideegisurgery.

Applications for approval should be addressed to:
The MCRP Officer
PO Box 9822
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G.9.1. PENALTIES AND LIABILITIES

Penalties of up to $10,000 or imprisonment for up to five years, or both, may be imposed on any persmakegha
statement (oral or witién) 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 benefits. In addition, any practitioner who is found guilty of such dffeaces

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

A penalty of up to $D00 or imprisement for up to three months, or both, may be imposed on any person who obtains a
patient's signature on a dirdatling form without theobligatorydetails having been entered on the form bethesperson
signs, omwho fails to cause a patient to be@jiva copy of the completed form.

G.10.1. SCHEDULE FEES AND MEDICARE BENEFITS

Medicare benefits are based on fees determined for each medical serVioe.fee is referred to in these notes as the
"Schedule fee". The fee for any item listed in tHdBS is that which is regarded as being reasonable on average for that
service having regard to usual and reasonable variations in the time involved in performing the service on differerst occasion
and to reasonable ranges of complexity antrieal difficulty encountered.

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

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

The Schedule fee and Medicare benefit levels for the medical services containedviBShare locéed with the item
descriptions. Where appropriate, the calculated benefit has been rounded teahesnhigher 5 cents. However, in no
circumstances will th&edicarebenefit payablexceedhe fee actually charged.

There are presentliteelevels of Malicare benefit payable

(@) 75% of the Schedule fee:

i. for professional services rendered to a patestpart of an episode of hospital treatment (other than public
patients) Medical practitioners must indicate on their accounts if a medical service is rendered in these
circumstances by placing an asteri skradesdiptiahiofrteect | y
professional service, preceded by the word o6patien

ii. for professional services rendered as part of an episode of hespgisditute treatment, and the patient who
receives the treatment chooses to receive a benefit from a praate msure Medical practitioners must
indicate on their accounitsa me di c al service is rendered in t-hese
substitute treatmentd directly after an iltservice, numb
preceded by tbsebwoi dsatéhospiat anent 6.

(b) 100% of the Schedule fedor nonreferred attendances by general practitioners teaswnitted patients and services
provided by a practice nursar Aboriginal and Torres Strait Islander lbapractitioneron behalf of a general
practitioner.

(c) 85% of the Schedule feegr the Schedule fee lesg&40(indexed annuallyn Novembe), whichever is the greater, for
all other professional services.

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

A medical service rendered to a patient on the day of admission to, or day of discharge from haspitial; to admission

or subsequent to dischargwill attract benefits at the 85%r 100%level, not 75%. This also applies to a pathology service
rendered to a patient prior to admission. Attendances on patients at a hospital (other than patients covered by paragraph
above) attract benefits at the 85% level.

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

Pathology tests performed after discharge from hospital on bodily specimens taken during hospitalisation also attract the 75¢
level of benefits.
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It should be noted that private health insurers can cover the "patienttiyap$, (the difference between the Medicare rebate
and the Schedule fee) for services attracting benefits at the 75% et i ent 6 s may i nsure with
the gap between the 75% Medicare benefits and the Schedule fee or for amaxussis of the Schedule fee where the
doctor has an arrangement with their health insurer.

G.10.2. MEDICARE SAFETY NETS

The Medicare Safety Nets provide families and singles with an additional rebate-&drtmspital Medicare services, once
annual hresholds 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 Medicare benefit feoBhbspital services is increasto 100% of the Schedule
Fee (up from 85%) once an annual threshold in gap costs is reached. Gap costs refer to the difference between th
Medicare benefit (85%) and the Schedule Fee. The threshold from 1 January 2015 is $440.80. This threshold
applies toall Medicareeligible singles and families.

Extended Medicare Safety Net:

Under the extended Medicare safety net (EMSN), once an annual thresholafrpouket costs for owbf-hospital
Medicare services is reached, Medicare will pay for 80% ofatuye outof-pocket costs for oef-hospital
Medicare services for the remainder of the calendar year. However, where the item has an EMSN benefit cap,
there is a maximum limit on the EMSN benefit that will be paid for that item. Further explanatistrEABSN
benefit caps is provided below. Goftpocket costs refer to the difference between the Medicare benefit and the
fee charged by the practitioner.

In 2015, the threshold for singles and families that hold Commonwealth concession card, farmilezeited Family Tax
Benefit Part (A) (FTB(A)) and families that qualify for notional FTB( A) is $638.40. The threshold for all other
singles and families in 2015 is $2,000.

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

Individuals are automatically registered with the Department of Human Services for the safety nets; however couples and
families are required to register in order to be recognised as a family for the purposes on the safety nets. In most
cases, registedefamilies 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 http://wwwwlanservices.gov.au/customer/services/medicare/medicare
safetynet.

EMSN Benefit Caps:

The EMSN benefit cap is the maximum EMSN benefit payable for that item and is paid in addition to the standard Medicare
rebate. Where there is an EMSN benefit caplate 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 with the safety nets, the EMSN betngdip only applies to otdf-hospital services.

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

For example: Item A has a Schedule fee of $100, the®Bhbspital benefit is $85 (85% of the Schedule fee). The EMSN
benefit cap is $30Assuming 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, witbfgpooket cost of $40.
The EMSN benefit is calculated as $40 x 80% = $32. However, &MIS&N 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, witbfgpooket cost of $25.
The EMSN benefit is calculated is calcualted as $25 x 80% = $20. As this thdesthe EMSN benefit cap, the
full $20 is paid.
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G.11.1. SERVICES NOT LISTED IN THE MBS

Benefits are not generally payable for services not listed in the MBS. However, there are some procedural services which ar
not specifically listed because thage regarded as forming part of a consultation or else attract benefits on an attendance
basis. For example, intramuscular injections, aspiration needle biopsy, treatment of sebhorreic keratoses and less than 10
solar keratoses by ablative techniques @nded reduction of thive (other than the great toe).

Enquiries about services not listed or on matters of interpretation should be dirgdbe®apartment of Human Serviaas
132 150.

G.11.2. MINISTERIAL DETERMINATIONS

Section 3C of thélealthInsurance Actl973empowers 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 legislation. This provision may be
used to facilitate payment of befits for new developed procedures or techniques where close monitoring is desirable.
Services which have received section 3C approval are located in their relevant Groups in the MBS with the notation
"(Ministerial Determination) ".

G.12.1. PROFESSIONAL SERVICES

Professional services which attract Medicare benefits include medical services renderetbbybehalf o0 a medi ¢
practitioner. The latter include services where a part of the service is performed by a technician employed by or, in
accordane with accepted medical practice, acting under the supervision of the medical practitioner

The Health InsuranceRegulations1975 specify that the following medical services will attract benefits only if they have
been personally performed by a medicedqtitioner on not more than one patient on the one occasion (i.e. two or more
patients cannot be attended simultanequathough patients may be seen consecutivelyless agroup sessiois involved

(i.e. Items 176172). The requirement of "persormrformance” is met whether not assistance is provideatcording to
accepted medical standards:

€)) All Category 1 (Professional Attendances) items (exceptll/Zx) 342346);

(b) Each of the following items in Group D1 (Miscellaneous Diagnostit}012, 11015, 11018, 11021, 11212,
11304 11500, 1160011627, 11701, 11712, 11724, 11921, 12000, 12003;

(c) All Group T1 (Miscellaneous Therapeutic) items (except 13020, 13025, 4132WH, 132123221, 13703,
13706, 13709, 137503760, 1391513948, 1405014053, 1421814221and 1422%;

(d) Item 15600 in Group T2 (Radiation Oncology);

(e) All Group T3 (Theraputic Nuclear Medicine) items;

® All Group T4 (Obstetrics) items (excep8400 andl6514);

(9) All Group T6 (Anaesthetics) items;

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

0] All Group T8 (Operations) items;

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

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

For the group psychotherapy and family group therapy services covweteehis 170, 171, 172, 342, 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)(apove when thaervice is
rendered by a medical practitioner employed by the proprietor of a hogpitabeing a private hospijalexcept wherghe
practitioner is exercisintheir right of private practiceor is performing a medical service outside the hospitat. ekample,
benefits are nopaid when a hospital intern or registrar performs a service at the request of a staff specialist or visiting
medical officer.

Medicare benefits are onpayable for items 1230612323when the service is performed by a spesiar consultant
physician in the practice of his or her specialty where the patient is referred by another medical practitioner.

G.12.2. SERVICES RENDERED ON BEHALF OF MEDICAL PR ACTITIONERS

Medical services in Categories 2 and 3 not include6.ii?1 and Category 5 (Diagnostic Imaging) services continue to

attract Medicare benefits if the service is rendered by:

(a) the medical practitioner in whose name the service is being claimed;

(b) a person, other than a medical practitioner, who is employed by @ahedactitioner or, in accordance with accepted
medical practice, acts under the supervision of a medical practitioner.
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See Category 6 Notes for Guidance for arrangements relating to Pathology services.

So that a service rendered by an employee or uhéesupervision 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. themepartm

of Human Services must be satisfied with the employnaed supervision arrangements. While the supervising medical
practitioner need not be present for the entire service, they must have a direct involvement in at least part of the service
Although the supervision requirements will vary according tostheice in question, they will, as a general rule, be satisfied
where the medical 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 gyable for these services when a medical practitioner refers patients -empéifyed medical or
paramedical personnel, such as radiographers and audiologists, who either bill the patient or the practitioner requesting tf
service.

G.12.3. MASS IMMUNISATION

Medicare benefits are payable for a professional attendance that includes an immunisation, provided that the actuz
administration of the vaccine is not specifically funded through any other Commonwealth or State Government program, not
through an iternational or private organisation.

The location of the service, or advertising of it, or the number of patients presenting together for it, normally doatetandi
mass immunisation.

G.13.1. SERVICES WHICH DO NOT ATTRACT MEDICARE BENEFITS
Servicesnot attracting benefits

(a) telephone consultations;

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

(c) group attendances (unless otherwise specified in the item, such as items 170, 171, 172, 342, 344 and 346);

(d) nontherapetic cosmetic surgery;

(e) euthanasia and any service directly related to the procedure. However, services rendered for counselling/assessmel
about euthanasia will attract benefits.

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

(a) are paid/payable to a public hospital;

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

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

(d) are incurred in mass immunisation (see General Explanatory N&ét 2urther explanation).

Unless the Minister otherwise directs
Medicare benefits are not payable where:

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

(b) the medical expenses are incurred by the employer of the person to whom the servicead;rende

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

(d) the service is a health screening service.

(e) the service is a premployment screening service

Current regulations preclude the payment of Medicare benefitor professional services rendered in relation to or in
association with:

(a) chelation therapy (that is, the intravenous administration of ethylenediaminadeti@acidr any of its salts) other
than for the treatment of heawyetal poisoning;

(b) the injection of human chorionic gonadotrophin in the management of obesity;

(c) the use of hyperbaric oxygen therapy in the treatment of multiple sclerosis;
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(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 that kind; or the
transplantation of a kidney in conjunction with the transplantation of a thoracic or other abdominal organ, or part of
an organ of thakind,;

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

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

Pain pumps for postoperative pain management

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

The filling or refilling of drug reservoirs of ambulatory pain pumps for pogerative pain management canbetbilled
under any MBS items.

Non Medicare Services

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

Anitem 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
as, or in connection with, arof the services specified below:

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

(b) gamma knife surgery;

(c) intradiscal electro thermal arthroplasty;

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

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

(H low intensity ultrasound treatment, for the acceleration of bone fracture healing, using a bone growth stimulator;

(9) lung volume reduction surgery, for advanced emphysema,;

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

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

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

(k) specific mass measurement of bone alkaline phosphatase;

() transmyocardialdser revascularisation;

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

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

(o) vertebroplasty

Health Screening Services

Unless the Minister otherwise ditesdMedicare benefits are not payable for health screening services. A health screening
service is defined as a medical examination or test that is not reasonably required for the management of the medical
condition of the patient. Services covered by firioscription include such items as:

(&) 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) compulsoy examinations 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 and patholags associated with
clinical ecology.

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

(a) a medical examination or test on a symptomless patient by that patient's own medical practitieneounse of
normal medical practice, to ensure the patient receives any medical advice or treatment necessary to maintain their
state of health. Benefits would be payable for the attendance and tests which are considered reasonably necessary
according tgatients individual circumstances (such as age, physical condition, past personal and family history).
For example, a Papanicolaou test in a personGseeral Explanatory note 124@& more information), blood lipid
estimation where a person has aifgrhistory of lipid disorder. However, such routine chegkshould not
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necessarily be accompanied by an extensive battery of diagnostic investigations;

(b) a pathology service requested by the National Heart Foundation of Australia, Risk Evaluation Service;

(c) age or health related medical examinations to obtain or renew a licence to drive a private motor vehicle;

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

(e) a medical examination for a person as a prerequiktteabperson becoming eligible to foster a child or children;

(H a medical examination being a requisite for Social Security benefits or allowances;

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

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

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

(b) cessation of cervical smears at 70 years for a person who has had two normal results withinubeyéastfiA
person over 70 who has never been examined, or who request a cervical smear, should be examined.

Note 1. As separate items exist for routine examination of cervical smears, treating practitioners are asked to clearly identify
on the request fon to the pathologist, if the smear has been taken as a routine examination or for the management of a
previously detected abnormality (see paragraph PP.11 of Pathology Services Explanatory Notes in Category 6).

Note 2: See items 2501 to 2509, and 260@&4.6 in Group A18 and A19 of Categdly Professional Attendances and the
associated explanatory notes for these items in CatdgdPyofessional Attendances.

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

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

A 'dependant’ person is a spouse or a child. The following provides definitions of these dependast per

(a) a spouse, in relation to a dependant person means:
a. a person who is legally married to, and is not living, on a permanent basis, separately and apart from, that
person; and
b. a de facto spouse of that person.
(b) a child, in relation to a dependant persogans:
a. achild under the age of 16 years who is in the custody, care and control of the person or the spouse of the
person; and
b. a person who:
() has attained the age of 16 years who is in the custody, care and control of the person of the spouse
of the persn; or
(ii) is receiving full time education at a school, college or university; and
(iii) is not being paid a disability support pension under the Social Security Act 1991; and
(iv) is wholly or substantially dependent on the person or on the spouse of the person.

G.14.1. PRINCIPLES OF INTERPRETATION OF THE MBS

Each professional service listed in i8S is a complete medical servic&Vhere a listed service is also a component of a
more comprehensive service covered by another item, the benefit for the latter sérgioeewthe former

Where a service is rendered partly by anedical 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 finalisdtdry a

G.14.2. SERVICES ATTRACTING B ENEFITS ON AN ATTEND ANCE BASIS

Some services are not listed in the MBS because they are regarded as forming part of a consultation or they attrant benefits
an attendance basis.
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G.14.3. CONSULTATION AND PROC EDURES RENDERED AT THE ONE ATTENDANCE

Where, during a single attendance, a consultation (under Category 1 of the MBS) and another medical service (under any
other Category of the Schedule) occur, benefits are payable subject to certain exceptions, fercoottuttation and the

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

Where the level of benefit for an attendance depepds 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 octhasijs, it is not expected that consultation fee will be
charged on every occasion a procedure is performed.

G.14.4. 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 or factor to the fee and benefit for the service with whieh they ar
rendered.

When these particular procedures are rendered in conjunction, the legislation provides for the proceduresdedasegar
one service and for a single patient gap to apply. The Schedule fee for the service will be ascertained in accordnce with t
particular rules shown in the relevant items.

G.14.5. RESIDENTIAL AGED CARE FACILITY

A residential aged care facilitg defined in theAged Care Act 199%he definition includes facilities formerly known as
nursing homes and hostels.

G.15.1. PRACTITIONERS SHOULD MAINTAIN ADEQUATE AN D CONTEMPORANEOUS RECORDS

All practitioners who provide, or initiate, a servif@ which a Medicare benefit is payable, should ensure they maintain
adequateandcontemporaneougecords.

Note: 'Practitioner’ is defined in Section 81 of tHealth Insurance Act 1978nd includesmedical practitionersjentists,
optometristschiropractorsphysiotherapistgodiatristsand osteopaths.

Sincel November 1999 PSR Committedstermining issues of inappropriate practice have been obliged to consider if the
practitioner kept adequate and contemporaneous reckingdl be up to the peer judgeent of the PSR Committee to decide
if a practitionero6s records meet the prescribed standar

The standards whicldetermine if a record is adequate and contemporaneous are prescribedHeattie Insurance
(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 we
rendered or initiated; and
- each entryneeds to provide clinical information adequate to explain the type of service rendered or initiated; and
- each entry needs to be sufficiently comprehensible that another practitioner, relying on the record, can effectively
undertake thecapati entds ongoing

To becontemporaneousthe patient or clinical record should be completed at the time that the servicenslased or
initiated or as soon as practicable afterwards. Records for hospital patients are usually kept by the hospital and the
practitiorer could rely on these records to documesgatient care.

The Department of Human Services (DHS) has developddeafth Practitioner Gdeline to substantiate that a specific
treatment was performethich is located on the DHS website.



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

PROFESSIONAL ATTENDANCES
CATEGORY 1
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SUMMARY OF CHANGES FROM 1/04/2015

The 1/@4/2015 changes to the MBS are summarised below and are identifiedSohbdule pages by one or more of the following words
appearing above the item number

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

There are no changes to this &mtry for 1 April 2015.



A.l.. PERSONAL ATTENDANCE BY PRACTITIONER

The personal attendance of the medical practitioner upon the patient is necessary, before a "consultation" may be regarded
as a professional attendance. In itemising a consultation covered by an item which refers to a period of time, only that time
during which a patient is receiving active attention should be counted. Periods such as when a patient is resting between
blood pressure readings, waiting for pupils to dilate after the instillation of a mydriatic, or receiving short wave therapy

etc., shald not be included in the time of the consultation. Similarly, the time taken by a doctor to travel to a patient's

home should not be taken into consideration in the determination of the length of the consultation. While the doctor is free
to charge a fe®or "travel time" when patients are seen away from the surgery, benefits are payable only in respect of the
time a patient is receiving active attention.

A.2.. PROFESSIONAL ATTENDANCES

Professional attendances by medical practitioners cover cormstauring which the practitioner; evaluates the patient's
healthrelated issue or issues, using certain health screening services if applicable; formulates a management plan in
relation to one or more healtblated issues for the patient; provides aelt@the patient and/or relatives (if authorised by
the patient); provides appropriate preventive health care; and records the clinical detail of the service(s) provided to the
patient. (See the General Explanatory Notes for more information on heakhisgreervices.)

A.3.. SERVICES NOT ATTRACTING MEDICARE BENEFITS

Telephone consultations, letters of advice by medical practitioners, the issue of repeat prescriptions when the gatient is no
in attendance, post mortem examinations, the issue of dedificates, cremation certificates, counselling of relatives

(Note- items 348, 350 and 352 are not counselling services), group attendances (other than group attendances covered by
items 170, 171, 172, 342, 344 and 346) such as group counselling, ddadaition, weight reduction or fithess classes do

not qualify for benefit.

Although Medicare benefits are not payable for the issue of a death certificate, an attendance on a patient at which it is
determined that life is extinct can be claimed underagbpropriate attendance item. The outcome of the attendance may be
that a death certificate is issued, however, Medicare benefits are only payable for the attendance component of the service.

A.4.. MULTIPLE ATTENDANCES ON THE SAME DAY

Payment of berfid may be made for each of several attendances on a patient on the same day by the same medical
practitioner provided the subsequent attendances are not a continuation of the initial or earlier attendances.

However, there should be a reasonable lapsienefbetween such attendances before they can be regarded as separate
attendances.

Where two or more attendances are made on the one day by the same medical practitioner the time of each attendance
should be stated on the account (eg 10.30 am and 3.1 pnaer to assist in the assessment of benefits.

In some circumstances a subsequent attendance on the same day does in fact constitute a continuation of an earlier
attendance. For example, a preliminary eye examination may be concluded with théanstifla mydriatic and then an

hour or so later eye refraction is undertaken. These sessions are regarded as being one attendance for benefit purposes.
Further examples are the case of skin sensitivity testing, and the situation where a patientaspisss@gption for a

vaccine and subsequently returns to the surgery for the injection.

A.5.. ATTENDANCES BY GENERAL PRACTITIONERS (ITEMS 3 TO 51, 193, 195, 197, 199, 597, 599, 2497-2559 AND
5000-5067)

Iltems 3 to 51 and 193, 195, 197, 199, 597, 58972559 and 500B067 relate specifically to attendances rendered by
medical practitioners who are either:

- listed on the Vocational Register of General Practitioners maintaingeiyepartment of Human Services

- holders of the Fellowship of the Rdyaustralian College of General Practitioners (FRACGP) who participate in,
and meet the requirements of the RACGP for continuing medical education and quality assurance as defined in the
RACGP Quality Assurance and Continuing Medical Education program; or

- holders of the Fellowship of the Australian College of Rural and Remote Medicine (FACRRM) who participate

in, and meet the requirements of the Australian College of Rural and Remote Medicine (ACRRM) for continuing medical
education and quality assurarees def i ned i n ACRRMé6s Professional Devel op
- undertaking an approved placement in general practice as part of a training program for general practice leading
to the award of the FRACGP or training recognised by the RACGP as being of anegstehdard; or

- undertaking an approved placement in general practice as part of a training program for general practice leading
to the award of the FACRRM or training recognised by ACRRM as being of an equivalent standard.
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Only general practitionergaeligible to itemise th&roup Al, items 597and 599 of Group A1l and Group &2ent
based items. (See the General Explanatory Notes for further details of eligibility and registration.)

To assist general practitioners in selecting the appropriatenitenber for Medicare benefit purposes the following notes
in respect of the various levels are given.

LEVEL A

A Level A item wild/l be used for obvious and straightfor
records. In this contexthe practitioner should undertake the necessary examination of the affected part if required, and
note the action taken.

LEVEL B

A Level B item will be used for a consultation lasting less than 20 minutes for cases that are not obvious or straightforward
in relation to one or more health related issues. The medical practitioner may undertake all or some of the tasks set out in
the item descriptor as clinically relevant, and this should be reflected in the practitioner's record. In the itemrdescripto
singular also means plural and vice versa.

LEVEL C

A Level C item will be used for a consultation lasting at least 20 minutes for cases in relation to one or more headlth relate
issues. The medical practitioner may undertake all or some of the tasksiadheutem descriptor as clinically relevant,

and this should be reflected in the practitioner's record. In the item descriptor singular also means plural and vice versa.

LEVEL D

A Level D item will be used for a consultation lasting at least 40 m@iar cases in relation to one or more health related
issues. The medical practitioner may undertake all or some of the tasks set out in the item descriptor as clinically relevan
and this should be reflected in the practitioner's record. In the iteonip®r singular also means plural and vice versa.

Creating and Updating a Personally Controlled Electronic Health Record (PCEHR)
The time spent by a medical practitioner on the following activities may be counted towards the total consultation time:
1T Red ewing a patientds clinical history, in the patier
Health Summary where it involves the exercise of clinical judgement about what aspects of the clinical history are
relevant to informongoingmaa ge ment of the patientds care by other
I Preparing an Event Summary for the episode of care.
Preparing or updating a Shared Health Summary and preparing an Event Summary are clinically relevant activities. When
either of these activities @undertaken with any form of patient history taking and/or the other clinically relevant activities
that can form part of a consultation, the item that can be billed is the one with the time period that matches the total
consultation time.

MBS rebates & not available for creating or updating a Shared Health Summary as a stand alone service.

Counselling or Advice to Patients or Relatives
For items 23 to 51 and 5020 to 5067 ‘implementation of a management plan' includes counselling services.

Items 3 to51 and 5000 to 5067 include advice to patients and/or relatives during the course of an attendance. The advising
of relatives at a later time does not extend the time of attendance.

Recording Clinical Notes

In relation to the time taken in recording apmiate details of the service, only clinical details recorded at the time of the
attendance count towards the time of consultation. It does not include information added at a later time, such as reports of
investigations.

Other Services at the Time of &indance

Where, during the course of a single attendance by a general practitioner, both a consultation and another medical service
are rendezd, Medicare benefits are generally payable for both the consultation and the other service. Exceptions are in
regect of medical services which form part of the normal consultative process, or services which include a component for
the associated consultation (see the General Explanatory Notes for further information on the interpretation of the
Schedule).

The Depament of Human Services (DHS) has developedi@alth Practitioner Guideline for responding to a request to
substantiate that a patient attended gisewhich is located on the DHS website.
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A.6.. PROFESSIONAL ATTENDANCES AT AN INSTITUTION (ITEMS 4, 24, 37, 47, 58, 59, 60, 65, 5003, 5023, 5043,
5063, 5220, 5223, 5227 AND 5228)

For the purposes of these items an "institution" means a place {ngtableospital or residential aged care facility) at
which residential accommodation or day care or both such accommodation and such care is made available to:

@ disadvantaged children;

(b) juvenile offenders;

(c) aged persons;

(d) chronically ill psydiatric patients;

(e) homeless persons;

()] unemployed persons;

(9) persons suffering from alcoholism;

(h) persons addicted to drugs; or

(i physically or intellectually disabled persons.

A.7.. ATTENDANCES AT A HOSPITAL (ITEMS 4, 24, 37, 47, 58, 59, 60, 65)

These items refer to attendances on patients admitted to a hospital. Where medical practitioners have made arrangemen
with a local hospital to routinely use epétient facilities to see their private patients, items for services provided in
consulting rooms would apply.

A.8.. RESIDENTIAL AGED CARE FACILITY ATTENDANCES (ITEMS 20, 35, 43, 51, 92, 93, 95, 96, 5010, 5028, 5049,
5067, 5260, 5263, 5265, 5267)

These items refer to attendances on patients in residential aged care facilities.

Where a medical practitioner attends a patient in acm@ttained unit, within a residential aged care facility complex, the
attendance attracts benefits under the appropriate home visit item.

Where a patient living in a setbntained unit attends a medigalactitioner at consulting rooms situated within the
precincts of the residential aged care facility, or at free standing consulting rooms within the residential aged tyare facili
complex, the appropriate surgery consultation item applies.

If a patientwho is accommodated in the residential aged care facility visits a medical practitioner at consulting rooms
situated within the residential aged care facility complex, whether free standing or situated within the residentia¢ aged car
facility precincts, enefits would be attracted under the appropriate residential aged care facility attendance item.

A.9.. ATTENDANCES AT HOSPITALS, RESIDENTIAL AGED CARE FACILITY AND INSTITUTIONS AND HOME VISITS

To facilitate assessment of the correct Medicare rebatspect of a number of patients attended on the one occasion at
one of the above locations, it is important that the total number of patients seen be recorded on each individual account,
receipt or assignment form. For example, where ten patients wéeg \(fer a brief consultation) in the one residential

aged care facility on the one occasion, each account, receipt or assignment form would show-"ltexhI@Dpatients"”

for a General Practitioner.

The number of patients seen should not included#tieces which do not attract a Medicare rebate (eg pukpiatients,
attendances for normal afteare), or where a Medicare rebate is payable under an item other than these derived fee items
(eg health assessments, care planning, emergencihaftes dtendance first patient).

A.10.. AFTER-HOURS ATTENDANCES (ITEMS 597, 598, 599, 600, 5000, 5003, 5010, 5020, 5023, 5028, 5040,
5043, 5049, 5060, 5063, 5067, 5220, 5223, 5228, 5260, 5263 AND 5265)

After-Hours Attendances (items 597, 598, 599, 600, 508003, 5010, 5020, 5023, 5028, 5040, 5043, 5049, 5060, 5063,
5067, 5220, 5223, 5228, 5260, 5263 and 5265)

Guidelines for théfter Hours Other Medical Practitiore(AHOMPS) Programmar e avai |l abl e on the Depart

Guidelineg\fter hours attendance items may be claimed as follows:

Items 597, 598, 599, 600 apply only to a professional attendance that is provided:

on a public holiday;

on a Sundy;

before 8am, or after 12 noon on a Saturday;

before 8am, or after 6pm on any day other than a Saturday, Sunday or public holiday.

Items 5000, 5020, 5040, 5060, 5200, 5203, 5207 and 5208 apply only to a professional attendance that is provided:
on a pultic holiday;
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on a Sunday;
before 8am, or after 1 pm on a Saturday;
before 8am, or after 8pm on any day other than a Saturday, Sunday or public holiday.

Items 5003, 5010, 5023, 5028, 5043, 5049, 5063, 5067, 5220, 5223, 5227, 5228, 5260, 5263, 5265zqply326Y
professional attendance that is provided:

on a public holiday;

on a Sunday;

before 8am, or after 12 noon on a Saturday;

before 8am, or after 6pm on any day other than a Saturday, Sunday or public holiday.

Urgent After Hours Attendances (Ite&7- 600)
Items 597, 598, 599 and 600 can be used for urgent services provided in consulting rooms, or at a place other than
consulting rooms, in an after hours period.

Urgent After Hours Attendances (Items 597 and 28w for urgent attendances et than an attendance between
11pm and 7am) in an after hours period.

Urgent After Hours Attendances during Unsociable Hours (Items 599 and®®)or urgent attendances between
11pm and 7am in an after hours period.

The attendance for all thedems must be requested by the patient or a responsible person in, or not more than 2 hours
before the start of the same unbroken urgent after hours period. The patient's condition must require urgent medical
treatment and if the attendance is undertaktezonsulting rooms, it is necessary for the practitioner to return to, and
specially open the consulting rooms for the attendance.

If more than one patient is seen on the one occasion, the standattbafteattendance items should be used in regpect
the second and subsequent patients attended on the same occasion.

Medical practitioners who routinely provide services to patients in thetadtes periods at consulting rooms, or who
provide the services (as a contractor, employee, member or adbgfai a general practice or clinic that routinely

provides services to patients in aftevurs periods at consulting rooms will not be able to bill urgent after hours items 597,
598, 599 and 600.

A routine service means a regular or habitual provisf@eovices to patients. This does not include ad hoc services
provided aftethours in consulting rooms by a medical practitioner (excluding consultant physicians and specialists)
working in a general practice or a clinic while participating in acalhroster

Non-Urgent After Hours Attendances (5006063 and 5220 5267)

Non-Urgent After Hours Attendances in Consulting Rooms (Items 5000, 5020, 5040, 5060, 5200, 5203, 5207 and 5208)
are to be used for neurgent consultations at consulting rooms in@éaeither on a public holiday, on a Sunday, or before
8am and after 1pm on a Saturday, or before 8am and after 8pm on any other day.

Non-Urgent After Hours Attendances at a Place Other than Consulting Rooms (Other than a Hospital or Residential Aged
Cae Facility) (items 5003, 5023, 5043, 5063, 5220, 5223, 5227 and &2aBon-Urgent After Hours Attendances in a
Residential Aged Care Facility (Items 5010, 5028, 5049, 5067, 5260, 5263, 5265 andre264)e used for neurgent
attendances on 1 or mepatients on 1 occasion on a public holiday, on a Sunday, or before 8am and after 12 noon on a
Saturday, or before 8am and after 6pm on any other day.

Attendance Applicable Time Items
Period Monday to Saturday* Sunday and/or
Friday* public holiday
Urgent after Between Between Between 597, 598
hours 7am- 8am and 7am-8amand | 7am-11lpm
attendance 6pm- 11pm 12 noon 11pm
Urgent after Between Between Between 599, 600
hours in 11pm- 7am 11pm- 7am 11pm- 7am
unsociable hours
Non-urgent Before Before 24 hours 5000, 5020 5040, 5060
After hours 8am or after 8pm | 8am or after 1pm 5200, 5203, 5207, 5204
In consulting
rooms




Non-urgent Before Before 24 hours 5003, 5010, 5023, 502¢
After hours at a | 8am or after 6pm | 8am or after 12 5043, 5049, 5063, 506]
place other than noon 5220- 5267

consulting rooms

with the exception of public holidays which fall on a Saturday

A.11.. MINOR ATTENDANCE BY A CONSULTANT PHYSICIAN (ITEMS 119, 131)

The Health Insurance Regulations provide that a minoswtation is regarded as being a consultation in which the

assessment of the patient does not require the physical examination of the patient and does not involve a substantia

alteration to the patient's treatment. Examples of consultations which ecovddjérded as being 'minor consultations' are

listed below (this is by no means an exhaustive list) :

- hospital visits where a physical examination does not result, or where only a limited examination is performed;

- hospital visits where a significaalteration to the therapy or overall management plan does not ensue;

- brief consultations or hospital visits not involving subsequent discussions regarding patient's progress with a
specialist colleague or the referring practitioner.

A.12.. REFERRED PATIENT CONSULTANT PHYSICIAN TREATMENT AND MANAGEMENT PLAN (ITEMS 132 AND 133)

Patients with at least two morbidities which can include complex congenital, development and behavioural disorders are
eligible for these services when referred by theirrrafg practitioner.

Item 132 should include the development of options for discussion with the patient, and family members, if present,
including the exploration of treatment modalities and the development of a comprelwmmsiultant physician treatment
and management plawith discussion of recommendations for services by other health providers as appropriate.

Iltem 133 is available in instances where a review ofcthresultant physician treatment and management flavided
under item 132 is requiredip to a maximum of two claims for this item in a 12 month period. Should further reviews of
theconsultant physician treatment and managementh@aequired, the appropriate item for such service/s is 116.

Where a patient with a GP health assessn@®®, manage ment pl an (GPMP) or Team
referred to a consultant physician for further assessment, it is intended thedndhdtant physician treatment and
managementplanhoul d augment the GPMP or TCAOG6s for that patiel

Prepartion of the consultant physician treatment and management gtaold be in consultation with the patient. If
appropriate, a written copy of tleensultant physician treatment and managementgtianld be provided to the patient.

A written copy of thecorsultant physician treatment and management ghauld be provided to the referring medical
practitioner, usually within two weeks of the consultant physician consultation. In more serious cases, more prompt
provision of the plan and verbal communicatioithvthe referring medical practitioner may be appropriate. A guide to the
content of such consultant physician treatment and management plans which are to be provided under this item is included
within this Schedule.

(Note: This information is provided @sguide only and each case should be addressed according to a patient's individual
needs.)

REFERRED PATIENT CONSULTANT PHYSICIAN TREATMENT AND MANAGEMENT PLAN
- The following content outline is indicative of what would normally be sent back to themgfpractitioner.

- Theconsultant physician treatment and managementghlanld address the specific questions and issues raised by the
referring practitioner.

History
The consultant physician treatment and management plan should encompass a conppeteng history which
addresses all aspects of the patientdés health, includin

relevant pathology results if performed and a review of medication and interactions. There showldibelarfocus on

the presenting symptoms and current difficulties, including precipitating and ongoing conditions. The results of relevant
assessments by other health professionals, including GPs and/or specialists, including relevant care plans or healt
assessments performed by GPs under the Enhanced Primary Care and Chronic Disease Management should also be note

Examination
A comprehensive medical examination means a full rsykiitem or detailed single organ system assessment. The
clinically relevant findings of the examination should be recorded in the management plan.

Diagnosis

44



This should be based on information obtained from the history and medical examination of the patient. The list of
diagnoses and/or problems should form the basis o&etigns to be taken as a result of the comprehensive assessment. In
some cases, the diagnosis may differ from that stated by the referring practitioner, and an explanation of why the diagnosis
differs should be included. The report should also providgkaassessment, management options and decisions.

Management plan

Treatment options/Treatment plan

Theconsultant physician treatment and managementgblanld include a planned follewup of issues and/or conditions,
including an outline of the recommaed intervention activities and treatment options. Consideration should also be given
to recommendations for allied health professional services, where appropriate.

Medication recommendations
Provide recommendations for immediate management, includirajtéraatives or options. This should include doses,
expected response times, adverse effects and interactions, and a warning of arigdioateal therapies.

Social measures
Identify issues which may have triggered or are contributing to the probléra family, workplace or other social
environment which need to be addressed, including suggestions for addressing them.

Other non medication measures
This may include other options such as life style changes including exercise and diet, any refrabédathmendations
and discussion of any relevant referrals to other health providers.

Indications for review

It is anticipated that the majority of patients will be able to be managed effectively by the referring practitioneeusing th
consultant physiein treatment and management pléithere are particular concerns about the indications or possible
need for further review, these should be noted in the consultant physician treatment and management plan.

Longer term management

Provide a longer termorsultant physician treatment and management, filting alternative measures that might be

taken in the future if the clinical situation changes. This might be articulated as anticipated response times, adgerse effec
and interactions with theonsultanphysician treatment and management plations recommended under t@nsultant
physician treatment and management plan

The Department of Human Servid@®HS) has developed atealth Practitioner Guideline to substantiate that a valid
referral existed (specialist or consultant physiciahich is located on the DHS website.

A.13.. REFERRED PATIENT ASSE SSMENT, DIAGNOSIS AND TREATM ENT AND MANAGEMENT PLAN FOR AU TISM OR ANY
OTHER PERVASIVE DEVELOPMENTAL DISORDER (ITEMS 135 AND 289)

These items are for consultant paediatricians (item 135) or psychiatrists (item 289), on referral from a medical practitioner
to provide early diagnosis and treatrhef autism or any other pervasive development disorder (PDD) for children aged
under 13 years. The items are for assessment, diagnosis and the creation of a treatment and management plan, and are
claimable only once per patient per lifetime.

When iteml135 or item 289 is in place, a consultant paediatrician or psychiatrist can refer a child with autism or other PDD
to eligible allied health professionals for treatment services.

A child can access either the allied health services for autism/othefu&D1g item 135 or 289) or for disability (using
item 137 or 139), but not both.

If a child sees a consultant paediatrician or psychiatrist other than the one who put the treatment and management plan in
place, the consultant paediatrician or psychiatvied is seen subsequently can refer the child for any remaining allied
health treatment services that are available to the child.

Children with an existing treatment and management plan created under item 135 or 289 can be reviewed under attendanc
itemsfor consultant psychiatrists and paediatricians.

Where the patient presents with another morbidity in addition to autism or other PDD, item 132 can also be used for

development of a treatment and management plan. However, the use of this item wil/itg access to Medicare
rebateable allied health services for treatment of autism or any other PDD.
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Items 135 or 289 also provide a referral pathway for access to services provided through Childhood Autism Advisors by
the Department of Families, Housir@ommunity Services and Indigenous Affairs (FaHCSIA). For further information

on assistance available through FaHCSIA, phone 1800 778 581 orASiabupport@fahcsia.gov.ad TY users

phone 1800 555 67hen ask for the 1800 teffee number you wish to contact.

Referral requirements
Items 135 (paediatrician) or 289 ( psychiatrist) are for diagnosis and treatment of autism or any other PDD where clinically
appropriate, including referral to allied heaitbatment services.

A course of treatment for the allied health treatment services consists of the number of allied health services stated on the
childés referral, up to a maximum of 10 s epoifromthsalied Thi s
health professional(s) about the services provided to the child, and the need for further treatment.

Within the maximum service allocation of twenty treatment services, the allied health professional(s) can provide one or
more coursg of treatment. 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.

In addition to referrals to allied health treatment services, sutiamt paediatrician or psychiatrist can refer a child to an
eligible allied health provider to assistwdhi agnosi s of the child or for the pur
developmental disorder (PDDReferrals for these allied heallssessment services can be made by a consultant
paediatrician or psychiatrist as an outcome of the service provided under one of iteb3d Kt®96370 inclusive.

Referrals are only valid when prerequisite MBS services have been provided. I|Eth@gefervice has not yet been
claimed, the Department of Human Services (DHS) will no
cannot be paid. Providers can call DHS on 132 150 to confirm whether a relevant MBS service has beeand&imed

the number of allied health services already claimed by the child.

Referring medical practitioners are not required to use a specific form to refer patients for the allied health sermiees that
available through thelelping Children with Aumprogram. The referral may be a letter or note to an eligible allied
health professional signed and dated by the referring practitioner.

Allied health assistance with diagnosis/assessment and treatment

Helping Children with Autism Programi Allied Health Iltems

MBS items for allied health
assessment and treatment of Allied health provider
autism/PDD
Assistance with diagnosis / contribution to a treatment plan*
82000 Psychologist
82005 Speech pathologist
82010 Occupationatherapist
82030 Audiologist, optometrist,
orthoptist, physiotherapist

Treatment services**

82015 Psychologist

82020 Speech pathologist
82025 Occupational therapist
82035 Audiologist, optometrist,

orthoptist, physiotherapist

*  Prerequisite MBS ites 110131 (paediatrician) or items 2&70 (psychiatrist).
** Prerequisite MBS items: 135 (paediatrician) or 289 (psychiatrist).

Assessment services
Assessment services are available for an allied health provider to assist the referring practitictiagmasis or for
contributing to a childbés treatment and management pl an

Medicare rebates are available for up to four allied health services in total per eligible child.
An allied heath professional can provide these services when:
1 the child has previously been provided with any MBS service covering iters3lllidiclusive by a consultant
paediatrician; or
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9 the child has previously been provided with any MBS service covering itera3729@&xcluding item 359)
inclusive by a consultant psychiatrist.

The four allied health assessment services may consist of any combination of items 82000, 82005, 82010 and 82030.

It is the responsibility of the referring practitioner to allocatetheses i ces i n keeping with the
needs and to refer the child to appropriate allied health professional(s) accordingly.

Treatment services
Treatment services can be accessed when a child with autism or other PDD is aged uratsrairilyeas had a treatment
and management plan put in place for them before th&ibitthday.

Medicare rebates are available for up to twenty allied health treatment services in total per eligible child.
An eligible allied health professional caropide these services when:

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

The twenty treatmdrservices may consist of any combination of items 82015, 82020, 82025 or 82035.

It is the responsibility of the referring practinemoner
needs and to refer the child to appropralted health professional(s) accordingly.

Existing patients or patients with an existing diagnosis

Where a specific plan has not been created previously for the treatment and management of autism or any other PDD, a
new plan can be developed by the tirgapractitioner under item 135 or 289 where it is clinically appropriate to treat the
patient under such a plan.

Children with an existing treatment and management plan created under item 135 or 289 can be reviewed under attendanc
items for consultarpsychiatrists and paediatricians.

A.14.. PATIENT ASSESSMENT, DIAGNOSIS AND TREATMENT AND MANAGEMENT PLAN FOR A CHILD WITH DISABILITY
(ITEMs 137 AND 139)

Iltems 137 and 139 are for specialists and consultant physicians (137) or for general practit&Bjeto provide early
diagnosis and treatment of children with any of the following conditions:

@) sight impairment that results in vision of less than or equal to 6/18 vision or equivalent field loss in the better eye,
with
correction.
(b) hearing impaiment that results in:
® a hearing loss of 40 decibels or greater in the better ear, across 4 frequencies; or
(i) permanent conductive hearing loss and auditory neuropathy.
(© deafblindness
(d) cerebral palsy
(e) Down syndrome
) Fragile X syndrora
(9) PraderWilli syndrome
(h) Williams syndrome
(@) Angelman syndrome
0] Kabuki syndrome
(k) Smith-Magenis syndrome
0] CHARGE syndrome
(m) Cri du Chat syndrome
(n) Cornelia de Lange syndrome
(0) microcephaly if a child has:
0] a head circumferer less than the third percentile for age and sex; and

(i) afunctional level at 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) Ret tsérder d i

iStandard developmental testodo refers to the Bayley Scal
Scal es; Aistandardi sed test of intelligenced refers to t



Preschoobnd Primary Scale of Intelligence (WPPSI). It is up to the clinical judgement of the diagnosing practitioner if
other tests are appropriate to be used.

Items 137 and 139 are for assessment, diagnosis and the creation of a treatment and managemerarplalaimable
only once per patient per lifetime.

A.15.. GERIATRICIAN REFERRED PATIENT ASSESSMENT AND MANAGEMENT PLAN (ITEMS 141-147)

Iltems 141-147 apply only to services provided by a consultant physician or specialist in the specialty of Geriatric
Medicine who has completed the additional requirements of the Royal Australasian College of Physicians for recognition
in the subspecialty of geriatric medicine.

Referral for Iltems 14147 should be through the general practitioner for the comprehexssigesment and management

of frail older patients, older than 65, with complex, often interacting medical, physical and psychosocial problems who are
at significant risk of poor health outcomes. In the event that a specialist of another disciplingavisfezsa patient for

this item, the referral should take place through the GP.

A comprehensive assessment of an older person should as a minimum cover:

current active medical problems

past medical history;

medication review;

immunisation status;

advancecare planning arrangements;

current and previous physical function including personal, domestic and community activities of daily living;
psychological function icluding cognition and mood; and

social function including living arrangements, financialaagements, community services, social support and
carer issues.
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Note: Guidance on all aspects of conducting a comprehensive assessment on an older person is available on the Australiar
and New Zealand Society for Geriatric Medicine websitsvaiv.anzsgm.org

Some of the information collection component of the assessment may be rendered by a nurse or other assistant in
accordance with accepted medical practice, acting under the supervision of the geriatrician. ifinggreoraponents of
the assessment and development of the management plan must include a atteswizaice by the geriatrician.

A prioritised list of diagnoses/problems should be developed based on information provided by the history and
examination, ath any additional information provided by other means, including an interview of a person other than the
patient.

The management plan should be explained and if necessary provided in written form to the patient or where appropriate,
their family or carer(s

A written report of the assessment including the management plan should be provided to the general practitioner within a
maximum of 2 weeks of the assessment. More prompt verbal communication may be appropriate.

Iltems 143 and 147 are available intareces where the GP initiates a review of the management plan provided under items
141 and 145, usually where the current plan is not achieving the anticipated outcome. It is expected that when a
management plan is reviewed, any modification necessalrpavihade.

Items 143 and 147 can be claimed once in a 12 month period. However, if there has been a significant change in the
patientdés clinical condition or care circumstances nece
claimed.It hese circumstances, the patientds invoice or Medi
reason why the additional review was required (e.g. annotated as clinically indicated, exceptional circumstances,

significant change etc).

A.16.. PROLONGED ATTENDANCE IN TREATMENT OF A CRITICAL CONDITION (ITEMS 160 164)
The conditions to be met before services covered by itemd @é@ttract benefits are:

0] the patient must be in imminent danger of death;

(ii) if the personal attendance istrontinuous, the occasion on which the service is provided is taken te twah
time of the attendance; and

(iii) if personal attendance on a single patient is provided by 1 or more medical practitioners concurrently, each

practitioner may claim antandance fee.
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A.17.. FAMILY GROUP THERAPY (ITEMS 170, 171, 172)

These items refer to family group therapy supervised by medical practitioners other than consultant psychiatrists. To be
used, these items require that a formal intervention with a gp#@fapeutic outcome, such as improved family function

and/or communication, is undertaken. Other types of group attendances do not attract benefits. It should be noted that only
one fee applies in respect of each group of patients.

A.18.. ACUPUNCTURE (ITEM 173, 193, 195, 197 AND 199)

The service of "acupuncture" must be performed by a medical practitioner and itemised under item 173, 193, 195, 197 or
199 to attract benefits. These items cover not only the performance of the acupuncture but igatodsidtation on the
same occasion and any other attendance on the same day for the condition for which acupuncture was given.

Il tems 193, 195, 197 and 199 may only be performed by a
Ar r an g e medefinisod) if the@Medicare Australia CEO has received a written notice from the Royal Australian
College of General Practitioners (RACGP) stating that the person meets the skills requirements for providing services to
which the items apply.

Other itams in Category 1 of the Schedule should not be itemised for professional attendances when the service
"acupuncture" is provided.

For the purpose of payment of Medicare benefits "acupuncture” is interpreted as including treatment by means other than
the ue of acupuncture needles where the same effect is achieved without puncture, eg by application of ultrasound, laser
beams, pressure or moxibustion, etc.

For more information on the contebaised item structure used in this Group, see A.5 in the explgnaites

A.19.. CONSULTANT PSYCHIATRIST - INITIAL CONSULTATIONS FOR NEW PATIENTS (ITEMS 296 TO 299 AND 361)
REFERRED PATIENT ASSESSMENT AND MANAGEMENT PLAN (ITEMS 291, 293 AND 359) AND REFERRAL TO ALLIED
MENTAL HEALTH PROFESSIONALS

Referral for item=291, 293 and 359 should be through the general practitioner or participating nurse practitioner for the
management of patients with mental illness.the event that a specialist of another discipline wishes to refer a patient for
this item the referral shuld take place through the GP or participating nurse practitioner.

In order to facilitate ongoing patient focussed management, an outcome tool will be utilised during the assessment and
review stage of treatment, where clinically appropridtee choie of outcome tools to be used is at the clinical discretion
of the practitioner, however the following outcome tools are recommended:

- Kessler Psychological Distress Scale (K10)

- Short Form Health Survey (SF12)

- Health of the Nation Outcome Scales (HONOS)

Preparation of the management plan should be in consultation with the patient. If appropriate, a written copy of the
management plan should be provided to the patient. A written copy of the management plan should be provided to the
general practitioner with a maximum of two weeks of the assessment. It should be noted that two weeks is the outer limit
and in more serious cases more prompt provision of the plan and verbal communication with the GP or participating nurse
practitioner may be appropriate. A deito the content of the report which should be provided to the GP or patrticipating
nurse practitioner under this item is included within this Schedule.

It is expected that iterB91 will be a single attendance. However, there may be particular circurestarhere a patient

has been referred by a GP or participating nurse practitioner for an assessment and management plan, but it is not possibl
for the consultant psychiatrist to determine in the initial consultation whether the patient is suitableafge ment under

such a plan.In these cases, where clinically appropriate, items 296, 297, 299 or 361 (for a new patientp@8 80
continuing patients) may be used, and i2®1 may be used subsequently, in those circumstances where the consultant
psychiatrist undertakes a consultation (in accordance with the item requirements) prior to the aam$oitptoviding the

referring practitioner with an assessment and management filas.not intended that items 296, 297, 299, 361 or-300

308 will gererally or routinely be used in conjunction with, or prior to, i29d.

Items 293 and 359 are available in instances where the Gittmigzating nurse practitionénitiates a review of the plan
provided under iter291, usually where the current plasmmot achieving the anticipated outcome. It is expected that when
a plan is reviewed, any modifications necessary will be made.

The Royal Australian and New Zealand College of Psychiatrists (RANZCP) Referred Patient Assessment and
Management Plan Guidelhes
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Note: This information is provided as a guide only and each case should be addressed according to a patient's individual
needs. An electronic version of the Guidelines is available on the RANZCP website at www.ranzcp.org

REFERRED PATIENT ASSESSMENT AND MANAGEMENT PLAN
Preliminary
- The following content outline is indicative of what would usually be sent back to GPs or participating nurse
practitioner.
- The Management plan should address the specific questions and issues raised by the GP dmparticipa
nurse practitioner
- In most cases the patient is usually well known by the GP or participating nurse practitioner

History and Examination

This should focus on the presenting symptoms and current difficulties, including precipitating and ongaeg; sres

only briefly mention any relevant aspects of the patient's family history, developmental history, personality features, past
psychiatric history and past medical history.

It should contain a comprehensive relevant Mental Status Examination arelewant pathology results if performed.

It should summarise any psychological tests that were performed as part of the assessment.

Diagnosis

A diagnosis should be made either using ICD 10 or DSM |V classificatimsome cases the diagnosis may diffem

that stated by the GP or participating nurse practitioner, and an explanation of why the diagnosis differs should be
included.

Psychiatric formulation

A brief integrated psychiatric formulation focussing on the biological, psychological and ghfgsitors. Any precipitant

and maintaining factors should be identified including relevant personality factors. Protective factors should also be noted.
Issues of risk to the patient or others should be highlighted.

Management plan

1. Education- Includea list of any handout material available to help people understand the nature of the problem.
This includes recommending the relevant RANZCP consumer and carer clinical practice guidelines.

2. Medication recommendations Give recommendations for immediatamagement including the alternatives or
options. This should include doses, expected response times, adverse effects and interactions, and a warning of
any contraindicated therapies.

3. Psychotherapy Recommendations should be given on the most appropniatie of psychotherapy required,
such as supportive psychotherapy, cognitive and behavioural psychotherapy, family or relationship therapy or
intensive explorative psychotherapy. This should include recommendations on who should provide this therapy.

4. Socil measures Identify issues which may have triggered or are contributing to the maintenance of the problem
in the family, workplace or other social environment which need to be addressed, including suggestions for
addressing them.

5. Other non medication reasures- This may include other options such as life style changes including exercise
and diet, any rehabilitation recommendations, discussion of any complementary medicines, reading
recommendations, relationship with other support services or agerxies et

6. Indications for rereferral - It is anticipated that the majority of patients will be able to be managed effectively
by the GP or participating nurse practitioner using the plathere are particular concerns about the possible
need for further reew, these should be noted.

7. Longer term management Provide a longer term management plan listing alternative measures that might be
taken in the future if the clinical situation changdsis might be articulated as a relapse signature and relapse
drill, and should include drug doses and other indicated interventions, expected response times, adverse effects
and interactions.

Initial Consultation for a NEW PATIENT (item 296 in rooms, item 297 at hospital, item 299 for home visits and 361
for telepsychatry)
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The rationale for items 296299 and 361 is to improve access to psychiatric services by encouraging an increase in the
number of new patients seen by each psychiatrist, while acknowledging that ongoing care of patients with severe mental
illness & integral to the role of the psychiatrist. Referral for items-2289 and 361 may be from a participating nurse
practitioner, medical practitioner practising in general practice, a specialist or another consultant physician.

Itis intended that eithétem 296, 297, 299 or 361 will apply once only for each new patient on the first occasion that the
patient is seen by a consultant psychiatustessthe patient is referred by a medical practitioner practising in general
practice or participating nurggactitioner for an assessment and management plan, in which case the consultant
psychiatrist, if he or she agrees that the patient is suitable for management in a general practice setting, wiQise item
where an assessment and management plan isledowo the referring practitioner.

There may be particular circumstances where a patient has been referred by a GP or participating nurse practitioner to a
consultant psychiatrist for an assessment and management plan, but it is not possible feultamicpaychiatrist to

determine in the initial consultation whether the patient is suitable for management under such a plan. In these cases,
where clinically appropriate, item 296, 297, 299 or 361(for a new patient) eBG®for continuing patientshay be

used and iter291 may be used subsequently, in those circumstances where the consultant psychiatrist undertakes a
consultation (in accordance with the item requirements) and provides the referring practitioner with an assessment and
management plarit is not generally intended that item 296, 297, 299 or 361 will be used in conjunction with, or prior to,
item291

Use of items 296 299 and 361 by one consultant psychiatrist does not preclude them being used by another consultant
psychiatrist fothe same patient.

Items 300 308 are available for consultations in consulting rooms other than those provided under item 296, and items

291, 293 and 359. Similarly time tiered items remain available for hospital, home visits and telepsychiatry.otiése w

cover a new course of treatment for patients who have already been seen by the consultant psychiatrist in the preceding 24
months as well as subsequent consultations for all patients.

Referral to Allied Mental Health Professionals (for new and contiuing patients)

To increase the clinical treatment options available to psychiatrists and paediatricians for which a Medicare benefit is
payable, patients with an assessed mental disorder (dementia, delirium, tobacco use disorder and mental retacdation are
regarded as mental disorders for the purposes of these items) may be referred, to an allied mental health professional for a
total of ten individual allied mental health services in a calendar year. The ten services may consist of: psychological
thergy services (items 80000 to 8001F)rovided by eligible clinical psychologists; and/or focussed psychological

strategies allied mental health services (items 80100 to 80115; 80125 to 80140; 80150 to -8oviBAded by eligible
psychologists, occupatnal therapists and social workers.

Referrals from psychiatrists and paediatricians to an allied mental health professional must be made from eligible
Medicare serviceskor specialist psychiatrists and paediatricians these services include angmddiadist attendance
items 104 through 109-or consultant physician psychiatrists the relevant eligible Medicare services cover any of the
consultant psychiatrist items 293 through 370; while for consultant physician paediatricians the eligibleaervices
consultant physician attendance items 110 through 133.

Within the maximum service allocation of ten services, the allied mental health professional can provide one or more
courses of treatmentor the purposes of these services, a course of teatmill consist of the number of services stated
in the patient's referral (up to a maximum of six in any one referfdl@se services should be provided, as required, for an
initial course of treatment (a maximum of six services but may be less degp@mdihe referral and patient need) to a
maximum of ten services per calendar year.

While such referrals are likely to occur for new patients seen under item299@nd 361, they are also available for
patients at any point in treatment (from ite®®8 to 370), as clinically required, under the same arrangements and
limitations as outlined above. The referral may be in the form of a letter or note to an eligible allied health professional
signed and dated by the referring practitioner.

There is prwision for a further referral for up to an additional six individual services to be provided in exceptional
circumstances (to a maximum total of 16 individual services per patient from 1 March 2012 to 31 December 2012).

Exceptional circumstances appifnere there has been a significant change in the patient's clinical condition or care
circumstances which make it appropriate and necessary to increase the maximum number of lsesvickases, the
patient's referral should be annotated to brieftiidate the reason why the additional allied mental health services were
required in excess of the ten individual services permitted within a calendarmyeareferral may be a letter or note to an
eligible allied health professional signed and datethbyreferring practitioner.
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Note: Patients will be able to receive an additional six individual allied mental health services under exceptional
circumstances from 1 March 2012 to 3lecember2012. From 1 January 2013 the number of individual allied meait
health services for which a person can receive a Medicare rebate will be ten services per calendar year.

Patients will also be eligible to claim up to ten services within a calendar year for group therapy services imidving 6
patients to which ites 80020 (psychological therapyglinical psychologist), 80120 (focussed psychological strategies
psychologist), 80145 (focussed psychological strategiescupational therapist) and 80170 (focussed psychological
strategies social worker) apply.These group services are separate from the individual services and do not count towards
the ten individual services per calendar year maximum associated with those items.

A.20.. PSYCHIATRIC ATTENDANCES (ITEM 319)

Medicare benefits are attracted under I&18 only where patients are diagnosed as suffering from:

- severe personality disorder (predominantly from cluster B groupings), or in persons under 18 years of age a
severe disruption of personality development; or

- anorexia nervosa; or

- bulimia nervos; or

- dysthymic disorder; or

- substanceelated disorder; or

- somatoform disorder; or

- a pervasive developmental disorder (including autism and Asperger's disorder)

according to the relevant criteria set out in the Diagnostic and Statistical ManbialAnerican Psychiatric Associatien

Fourth Edition (DSMIV).

It is not sufficient for the patient's illness to fall within the diagnostic criteria. It must be evident that a sighafieanf
impairment exists which interferes with the patient'aligqu of life. For persons 18 years and over, the level of impairment

must be within the range 1 to 50 of the Global Assessment of Functioning (GAF) Scale contained in thé (&Stkle
patient is displaying at | e a scorpofating the pararseters whicmpaveolad 2o)the T h
score, should be recorded at the time of commencement of the current course of treatment. Once a patient is identified ac
meeting the criteria of item 319, he/she continues to be eligible under that iténe fduration of the current course of
treatment (provided that attendances uritlens 300 to 308 and 3190 not exceed 160 in a calendar year). Where a
patient commences a new course of treat mentoyead dssssddAF s
during the new course of treatment.

In addition to the above diagnostic criteria and level of functional impairment, it is also expected that other appropriate
psychiatric treatment has been used for a suitable period and the patidmmasittle or no response to such treatment.

It is expected that such treatment would include, but not be limited to: shorter term psychotherapy; less frequent but long
term psychotherapy; pharmacological therapy; cognitive behaviour therapy.

It is the esponsibility of the psychiatrist to ensure that the patient meets these ctherlaepartment of Human Services
will be closely monitoring the use of item 319.

When a patient who meets the criteria defined in item 319 attends a psychiatrist ohandt6Q occasions in a calendar
year, such attendances would be covered by items 310 to 318.

The Royal Australian and New Zealand College of Psychiatrists (RANZCP) has undertaken to establish an appropriate
mechanism to enable use of item 319 by suittaliped psychiatrists. In the interim it is expected that psychiatrists whose
usual practice includes long term intensive treatment of patients whose diagnoses meet the criteria defined in the item will
be using item 319.

On the basis of advice from théARZCP it is expected that it would be generally inappropriate in normal clinical practice

for psychiatric treatment performed out of hospital to extend beyond 220 sessions in a calendar year. In thiseregard,
Department of Human Servicesll be monitoi ng provi der sé practice patterns wit
of inappropriate practice to the Director of Professional Services Review.

A.21.. INTERVIEW OF PERSON OTHER THAN A PATIENT BY CONSULTANT PSYCHIATRIST (ITEMS 348, 350, 352)

Items 348 and 350 refer to investigative interviews of a patient's relatives or close associates to determine whether the
particular problem with which the patient presented was focused in the patient or in the interaction between the patient and
the persorbeing interviewed. These items do not cover counselling of family or friends of the patient. The term "in the
course of initial diagnostic evaluation of the patient" should normally be interpreted as extending for up to one month from
the date of the iniéal consultation. There is no strict limit to the number of interviews or persons interviewed in that period.
These items should not be used for interviews concerned with the continuing management of the patient.
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Iltem 352 refers to investigative intervisvaf a patient's relatives or close associates to focus on a particular clinically
relevant problem arising in the continuing management of the patient. This item does not cover counselling of family or
friends of the patient. The payment of Medicare highehder this item is limited to four in any twelve month period.

Benefits are payable for Item 348, 350 or 352 and for a consultation with a patient (item82&)Oon the same day
provided that separate attendances are involved.

For Medicare benefpurposes, charges relating to services covered by items 348, 350 and 352 should be raised against the
patient rather than against the person interviewed.

A.22.. CONSULTANT OCCUPATIONAL PHYSICIAN ATTENDANCES (ITEMS 385 TO 388)

Attendances by consultaatcupational physicians will attract Medicare benefits only where the attendance relates to one
or more of the following:

0] evaluation and assessment of a patientdés rehabilit:
medical condition(sjvhich may be affected by his/her working environment or employability; or

(i) management of accepted medical condition(s) which
or return to employment followingreon-compensablaccident, injury or Ikhealth; or

(iii) evaluation and opinion and/or management of a pat.i

to acute or chronic exposures from scientifically accepted environmental hazards or toxins.

A.23.. CONTACT LENSES (ITEMS 10801-10809)

Benefits are paid for consultations concerned with the prescription and fitting of contact lenses only if patients fall into
specified categories (ie patients with certain conditions). The classes of patients eligible for benefits for contact lens
consutations are desibed in items 10801 to 10809.

Benefits are not payable for item 10809 in circumstances where patients want contact lenses only for:

@) reasons of appearance (because they do not want to wear spectacles);
(b) sporting purposes;

(c) work purposes; or

(d) psychological reasons (because they cannot cope with spectacles).

Benefits are payable for an initial referred consultation rendered in association with the fitting and prescribing of the
lenses. Subsequent follewp attendances attrao¢nefits on a consultation basis.

A.24.. REFITTING OF CONTACT LENSES (ITEM 10816)

This item covers the refitting of contact lenses where this becomes necessary within #sixthidpth time limit where
the patient requires a change in contact leaterial or basic lens parameters, other than simple power change, because of
a structure or functional change in the eye or an allergic response.

A.25.. HEALTH ASSESSMENTS (ITEmMS 701, 703, 705, 707)
There are four timéased health assessment itemssegiing of brief, standard, long and prolonged consultations.

Brief Health Assessment (MBS Item 701)
A brief health assessment is used to undertake simple health assessments. The health assessment should take no more tt
30 minutes to complete.

Standard Health Assessment (MBS Item 703)

A standard health assessment is used for straightforward assessments where the patient does not present with complex
health issues but may require more attention than can be provided in a brief assessment. Thetdasesaorerthan

30 minutes but takes less than 45 minutes.

Long Health Assessment (MBS Item 705)

A long health assessment is used for an extensive assessment, where the patient has a range of health issues that require
more indepth consideration, andrigert er m str at egi es for managing the patiel
assessment lasts at least 45 minutes but less than 60 minutes.

Prolonged Health Assessment (MBS Item 707)

A prolonged health assessment is used for a complex assessmertieritaygén significant, longerm health needs that

need to be managed through a comprehensive preventive health care plan. The assessment takes 60 minutes or more to
complete.



Medical practitioners may select one of the MBS health assessment iterositie @ health assessment service to a

member of any of the target groups listed in the table below. The health assessment item that is selected will depend on
the time taken to complete the health assessment service. This is determined by the gompleixit t he pati ent 6
presentation and the specific requirements that have been established for each target group eligible for health assessments

MBS Items 701, 703, 705 and 707 may be used to undertake a health assessment for the following target groups:

Target Group Frequency of Service

A Healthy Kids Check for children aged at least 3 years and I¢ Once only to an eligible patient
than 5 years of age, who have received or who are receiving
4 year old immunisation

A type 2 diabetes risk evaluatidor people aged 489 years Once every three years to an eligible
(inclusive) with a high risk of developing type 2 diabetes as | patient

determined by the Australian Type 2 Diabetes Risk Assessmg
Tool

A health assessment for people agedl@%years (iolusive) who | Once only to an eligible patient
are at risk of developing chronic disease

A health assessment for people aged 75 years and older Provided annually to an eligible patie

A comprehensive medical assessment for permanent residen| Provided annually to an eligible patie
residenial aged care facilities

A health assessment for people with an intellectual disability | Provided annually to an eligible patie

A health assessment for refugees and other humanitarian ent| Once only to an &ible patient

A health assessment for former serving members of the Once only to an eligible patient
Australian Defence Force

A health assessment means the assessment of a patient's health and physical, psychological and social function and
consideratn of whether preventive health care and education should be offered to the patient, to improve that patient's
health and physical, psychological and social function.

Health assessments are not available to people who-pediémts of a hospital or carecipients in a residential aged care
facility (with the exception of a comprehensive medical assessment provided to a permanent resident of a residential aged
care facility).

Before a health assessment is commenced, the patient (and/or his or hi€s)paaer or representative, as appropriate)

must be given an explanation of the health assessment process and its likely benefits. The patient must be asked whether
he or she consents to the health assessment being performed. In cases wherattlenmteapable of giving consent,

consent must be given by his or her parent(s), carer or representative. Consent to the health assessment must be noted in
the patientdéds records.

A health assessment must include the following elements:

(@) information cdlection, including taking a patient history and undertaking or arranging examinations and
investigations as required;

(b) making an overall assessment of the patient;

(c) recommending appropriate interventions;

(d) providing advice and information to the patient;

(e) keeping a record of the health assessment, and offering the patient a written report about the health assessment,

with recommendations about matters covered by the health assessment; and

)] of fering the patient6s car ernsidersitap@apnate and thelpatierit agtebspa me
copy of the report or extracts of the report relevant to the carer.

A health assessment may only be claimed by a medical practitioner (including a general practitioner but not including a
specialist or condtant physician).

A health assessment should generally be undertaken by
assessment items, Ousual doctord means the medicad, pr ac
which has provided the majority of primary health care to the patient over the previous twelve months and/or will be
providing the majority of care to the patient over the next twelve months.
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A health assessment should not take the form of a headtbrsog service.

MBS health assessment items 701, 703, 705, 707 must be provided by a medical practitioner personally attending upon a
patient. Suitably qualified health professionals, such as practice nursberaginal and Torres Strait Islander health
practitiones, employed and/or otherwise engaged by a general practice or health service, may assist medical practitioners
in performing health assessments. Such assistance must be provided in accordance with accepted medical practice and
under the supeision of the medical practitioner. This may include activities associated with:

- information collection; and
- providing patients with information about recommended interventions at the direction of the medical practitioner.

The medical practitioneshould be satisfied that the assisting health professional has the necessary skills, expertise and
training to collect the information required for the health assessment.

Medical practitioners should not conduct a separate consultation for anothesrakéiti issue in conjunction with a
health assessment unless it is clinically necessary (ie. the patient has an acute problem that needs to be managed separate
from the assessment). The only exceptions are:

(a) a health assessment provided as a Healthg Riteck, where a consultation associated with the four year old
immunisation can be conducted on the same occasion; and
(b) the comprehensive medical assessment, where, if this health assessment is undertaken during the course of a

consultation for another ppose, the health assessment item and the relevant item for the other consultation may
both be claimed.

Iltems 701, 703, 705 and 707 do not apply for services that are provided by any other Commonwealth or State funded
services. However, where an exemptioder subsection 19(2) of thiealth Insurance Act 1973as been granted to an
Aboriginal Community Controlled Health Service or State/Territory Government health clinic, items 701, 703, 705 and
707 can be claimed for services provided by medical pi@utits salaried by or contracted to, the Service or health clinic.
All other requirements of the items must be met.

Item 10990 or 10991 (bulk billing incentives) can be claimed in conjunction with any health assessment, provided the
conditions of item 1990 and 10991 are satisfied.

A.26.. HEALTH ASSESSMENT PROVIDED AS A HEALTHY KIDS CHECK

Iltems 701, 703, 705 and 707 may be used to provide a Healthy Kids Check for children aged at least 3 years and less than
5 years of age, who have received or whoraceiving their 4 year old immunisation.

The Healthy Kids Check is an ass es serganddeveopnsentwidhtthee nt 6 s
purpose of initiating medical interventions as appropriate.

The Healthy Kids Check must inclutiee following basic physical examinations and assessments:
(@) Height and weight (plot and interpret growth curve/calculate BMI)

(b) Eyesight

(c) Hearing

(d) Oral health (teeth and gums)

(e) Toileting

) Allergies

The medi cal practitioner omustarreot @daisf bteleen patfieemBdis t pat
Set 4 Lifé habitsfor healthykid@ on t he Department of Healthdés website,

The medical practitioner is also required to note if the four-pshimmunisation has been given (including evidence
provided if appropriate).

The Healthy Kids Check can also be undertaken on behalf of a medical practitioner by a practice nukberigiaal
and Torres Strait Islander health practitioneder MBSitem 10986.

Item 10988 (immunisation by akboriginal and Torres Strait Islander health practitipran be claimed in conjunction
with the Healthy Kids Check health assessment, provided the conditions of item 10988 are satisfied.



A health assessmendrfa Healthy Kids Check may only be claimed once by an eligible patient and only if the patient has
not already claimed item 10986 (the Healthy Kids Check provided by a practice nurs&bmriginal and Torres Strait
Islander health practitiongr

A.27.. HEALTH ASSESSMENT PROVIDED AS A TYPE 2 DIABETES RISK EVALUA TION FOR PEOPLE AGED 40-49 YEARS
WITH A HIGH RISK OF DEVELOPING TYPE 2 DIABETES AS DETERMIN ED BY THE AUSTRALIAN TYPE 2 DIABETES RISK
ASSESSMENT TOOL

Iltems 701, 703, 705 and 707 may be usadhtiertake a type 2 diabetes risk evaluation for people agé@ g8ars
(inclusive) with a high risk of developing type 2 diabetes, as determined by the Australian Type 2 Diabetes Risk
Assessment Tool.

The aim of this health assessmentisto reviewtheéfoar s under |l ying the éhigh riské s
2 Diabetes Risk Assessment Tool to instigate early interventions, such as lifestyle modification programs, to assist with the
prevention of type 2 diabetes.

The Australian Type 2 Disetes Risk Assessment Tool has been developed to provide a basis for both health professionals
and health consumers to assess the risk of type 2 diabetes. It consists of a short list of questions which, when completed,
provides a gui dnelevel of risk of geaeiopirg type® sliabetesr The item scores and risk rating
calculations in the tool have been developed using demographic, lifestyle, anthropometric and biomedical data from the
2000 Australian Diabetes, Obesity and Lifestyle basddurvey and the AusDiab 2005 follay study.

The Australian Type 2 Diabetes Risk Assessment Tool can be obtaineth&@epartment's prevention of diabetes web
page

Clinical risk facbrs that the medical practitioner must consider when providing this health assessment include:

(a) lifestyle, such as smoking, physical inactivity and poor nutrition;

(b) biomedical risk factors, such as high blood pressure, impaired glucose metabolism and/extess
(© any relevant recent diagnostic test results; and

(d) a family history of chronic disease.

The health assessment must include the following:
@) evaluating a patientés high risk score, as deter min
which has been completed by the patient within a period of 3 months prior to undertaking the health assessment;

(b) updating the patientds history and undertaking phys
with relevant guidelines;

(c) makingam overall assessment of the patientébés risk factc
investigations;
(d) initiating interventions, if appropriate, including referral to a lifestyle modification program and foffow

relating to the managementaniy risk factors identified (further information is available¢het Department's
prevention of diabetes web pageand

(e) providing the patient with advice and information (such as the Lifgsesources produced by the Department of
Health), including strategies to achieve lifestyle and behaviour changes if appr@priagr information is
available athe Department's Lifescript web g

The completion of the Australian Type 2 Diabetes Risk Assessment Tool is mandatory for patient access to this health
assessment. The tool can be completed either by the patient or with the assistance of a health professional orfpractice staf
Patent s with a éhighé score result are eligible for the
modification programs if appropriate (further information is availabte@Department's prevention of diabetes web

pags.

A health assessment for a type 2 diabetes risk evaluatigreople aged 4@9 years with a high risk of developing type 2
diabetes as determined by the Australian Type 2 Diabetes Risk AsseSamlemiayonly be claimed once every three
years by an eligible patient.

A.28.. HEALTH ASSESSMENT PROVIDED FOR PEOPLE AGED 45-49 YEARS WHO ARE AT RIS K OF DEVELOPING CHRONIC
DISEASE

Items 701, 703, 705 and 707 may be used to undertake a health asc&sspeeple aged 489 years (inclusive) who are at risk of
developing chronic disease.
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For the purposes of this health assessment, a pat&tis& of developing a chronic diseasérifthe clinical judgement of the
attending medical practitionea,specific risk factor for chronic disease is identified.

Risk factors that the medical practitioner can consider include, but are not limited to:

€) lifestyle risk factors, such as smoking, physical inactivity, poor nutrition or alcohol use;
(b) biomedical riskactors, such as high cholesterol, high blood pressure, impaired glucose metabolism or excess weight; or
(c) family history of a chronic disease.

A chronic disease or condition is one that has been or is likely to be present for at least six monthg mdludinlimited to asthma,
cancer, cardiovascular iliness, diabetes mellitus, mental health conditions, arthritis and musculoskeletal conditions.

If, after receiving this health assessment, a patient is identifed as having a high risk of type 2 abatettsnined by the Australian
Type 2 Diabetes Risk Assessment Tool,rtieglical practitionemay refer that person to a subsidised lifestyle modification program,
along with other possible strategies to improve the health status of the patient {fifiotimeation is available at
http://www.health.gov.au/preventionoftype2diabgtes

The Australian Type 2 Diabetes Risk Assessment Tool can be obtained from
http://www.health.gov.au/preventionoftype2diabetes

A health assessment for people agedl@years who are at risk of developing chronic disease may only be claimed once
by an eligible patient.

A.29.. HEALTH ASSESSMENT PROVIDED FOR PEOPLE AGED 75 YEARS AND OLDER
Iltems 701, 703, 705 and 707 may be used to undertake a health assésspeaple aged 75 years and older.

A health assessment for people aged 75 vy escalpsycholahicabl der
and social function for the purpose of initiating preventive health care and/or medical interventions as appropriate.

This health assessment must include:

(@ measurement of the patientodés blood pressure, pul se

(b) anassessmet of the patientédés medicati on;

(c0 an assessment of the patientds continence;

(dd an assessment of the patientdés i mmunisation status

() an assessment of the patiento6s phy siyétvnd, anfl whether i o n ,
or not the patient has had a fall in the last 3 months;

4] an assessment of the patientébés psychological funct

(@ an assessment of the pati ent tyandadequacyof paifl and unpaid befp, i n
and whether the patient is responsible for caring for another person.

(h) A health assessment fpeople aged 75 years and older rbayclaimed once every twelve months by an
eligible patient.

o O O

A.30.. HEALTH ASSESSMENT PROVIDED AS A COMPREHENSIVE MEDICAL ASSESSMENT FOR RESIDENTS OF
RESIDENTIAL AGED CAR E FACILITIES

Iltems 701, 703, 705 and 707 may be used to undertake a comprehensive medical assessment of a resident of a residential
aged care facility

Thishealthassesee nt requires assessment of the residentds heal't
include:

(@) making a written summary of the comprehensive medical assessment;

(b) developing a list of diagnoses and medical problems based on the medicaldristeramination;
(c) providing a copy of the summary to the residential aged care facility; and

(d) offering the resident a copy of the summary.

A residential aged care facility a facility in which residential care services, as defined izl Care Act 198 are
provided. This includes facilities that were formerly known as nursing homes and hostels. A person is a resident of a
residential aged care facility if the person has been admitted as a permanent resident of that facility.

This health assessmésatavailable tanew residentsn admission into a residential aged care facility. It is recommended
that new residents should receive the health assessment as soon as possible after admission, preferably within six weeks
following admission into a resideat aged care facility.

A health assessment for the purposa ocbmprehensive medical assessment of a resident of a residential aged care facility
maybe claimed by an eligible patient:
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(@) on admission to a residential aged care facility, provided thaharehensive medical assessment has not
already been provided in another residential aged care facility within the previous 12 months; and

(b) at 12 month intervals thereafter.

A.31.. HEALTH ASSESSMENT PROVIDED FOR PEOPLE WITH AN INTELLECTUAL DISABILIT Y
Iltems 701, 703, 705 and 707 may be used to undertake a health assessment for people with an intellectual disability.

A person is considered to have an intellectual disability if they have significantgveubge general intellectual
functioning (two standa deviations below the average intelligence quotient [IQ]) and would benefit from assistance with

daily Iliving activities. Where medi cal practitioners w
assistance with activities of dailwing, they may seek verification from a paediatrician registered to practice in Australia
orfromagovernmerpr ovi ded or funded disability service that has

The health assessment provides a structured dlinsmaework for medical practitioners to comprehensively assess the
physical, psychological and social function of patients with an intellectual disability and to identify any medical
intervention and preventive health care required. The health assessus¢imclude the following items as relevant to
the patient or his or her representative:

(a) Check dental health (including dentition);

(b) Conduct aural examination (arrange formal audiometry if audiometry has not been conducted within 5 years);

(c) Assess oculanealth (arrange review by an ophthalmologist or optometrist if a comprehensive eye examination
has not been conducted within 5 years);

(d) Assess nutritional status (including weight and height measurements) and a review of growth and development;

(e) Assess bowednd bladder function (particularly for incontinence or chronic constipation);

) Assess medications (including rprescription medicines taken by the patient, prescriptions from other doctors,

medications prescribed but not taken, interactions, side effadtseview of indications);
- Advise carers of the common side effects and interactions.
- Consider the need for a formal medication review.

(9) Check immunisation status, including influenza, tetanus, hepatitis A and B, Measles, Mumps and Rubella (MMR)
and meumococcal vaccinations;

(h) Check exercise opportunities (with the aim of moderate exercise for at least 30 minutes per day);

0] Check whether the support provided for activities o
needs, and consd formal review if required;

0] Consider the need for breast examination, mammography, Papanicolaou smears, testicular examination, lipid
measurement and prostate assessment as for the general population;

(k) Check for dysphagia and gastvesophageal diseasesecially for patients with cerebral palsy), and arrange for
investigation or treatment as required;

0] Assess risk factors for osteoporosis (including diet, exercise, Vitamin D deficiency, hormonal status, family

history, medication fracture history) andarge for investigation or treatment as required;

(m) For patients diagnosed with epilepsy, review of seizure control (including anticonvulsant drugs) and consider
referral to a neurologist at appropriate intervals;

(n) Check for thyroid disease at least every ggars (or yearly for patients with Down syndrome);

(o) For patients without a definitive aetiological diagnosis, consider referral to a genetic clinic every 5 years;

(p) Assess or review treatment for-omrbid mental health issues;

(o)) Consider timing of puberty amdanagement of sexual development, sexual activity and reproductive health; and
n Consider whether there are any signs of physical, psychological or sexual abuse.

A health assessment fpeople with an intellectual disability méne claimed once every twelweonths by an eligible
patient.

A.32.. HEALTH ASSESSMENT PROVIDED FOR REFUGEES AND OTHER HUMANITARIAN ENTRANTS
Iltems 701, 703, 705 and 707 may be used to undertake a health assessment for refugees and other humanitarian entrants.

The purpose of thisdalth assessment is to introduce new refugees and other humanitarian entrants to the Australian
primary health care system, as soon as possible after their arrival in Australia (within twelve months of arrival).

The health assessment applies to humaaitegtrants who are resident in Australia with access to Medicare services.
This includes Refugees, Special Humanitarian Program and Protection Program entrants with the following visas:
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Offshore Refugee Category including:

(a) 200 Refugee

(b) 201 In Country Secial Humanitarian

(c) 203 Emergency rescue

(d) 204 Women at Risk

(e) Offshorei Special Humanitarian Program
() 202 Global Special Humanitarian

Offshorei Temporary Humanitarian Visas (THV) including:

(g) Subclass 695 (Return Pending)
(h) Subclass 070 (Removal Pending Bridgin

Onshore Protection Program including:

(i) 866 Permanent Protection Visa (PPV)
(j) 785 Temporary Protection Visa (TPV)

Patients should be asked to provide proof of their visa status and date of arrival in Australia. Alternatively, medical
practitioners mayelephone the Department of Human Services on 132011, with the patient present, to check eligibility.

The medi cal practitioner and patient can use the servic
Translating and Interpreting ServicEl$) and the Doctors Priority Line. To be eligible for the-fie TIS and Doctors

Priority Line, the medical examiner must be in a private practice and provide a Medicare service to patients who do not
speak English and are permanent residents.

A healh assessment foefugees and other humanitarian entrants amy be claimed once by an eligible patient

A.33.. HEALTH ASSESSMENT FOR ABORIGINAL AND TORRES STRAIT ISLANDER PEOPLE (MBS ITEM 715)

This health assessment is available to all people ofigipal and Torres Strait Islander descent and should be used for
health assessments for the following age categories:

1 An Aboriginal or Torres Strait Islander child who is less than 15 years.

1 An Aboriginal or Torres Strait Islander person who is aged letvi® years and 54 years.

1 An Aboriginal or Torres Strait Islander older person who is aged 55 years and over.

A health assessment means the assessment of a patient's health and physical, psychological and social function and
consideration of whether pravitve health care and education should be offered to the patient, to improve that patient's
health and physical, psychological and social function.

MBS item 715 must include the following elements:

(@) information collection, including taking a patient higt@nd undertaking examinations and investigations as
required;
(b) making an overall assessment of the patient;
(c) recommending appropriate interventions;
(d) providing advice and information to the patient; and
(e) keeping a record of the health assessment, and offermn@ pat i ent, and/ or patientéés

the health assessment with recommendations about matters covered by the health assessment; and

)] of fering the patientds carer (i f any, A&epdtentdgredsae me
copy of the report or extracts of the report relevant to the carer.

If, after receiving this health assessment, a patient who is aged fifteen years and over but under the age of 55 years, is
identified as having a high risk of deveiog type 2 diabeteas determined by the Australian Type 2 Diabetes Risk
Assessment Toothe medical practitioner may refer that person to a subsidised lifestyle modification program, along with
other possible strategies to improve the health statue gfatient.

The Australian Type 2 Diabetes Risk Assessment Tool can be obtained from
http://www.health.gov.au/preventionoftype2diabetes
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A health assessment may only be claimed by a megliaatitioner (including a general practitioner but not including a
specialist or consultant physician).

A health assessment should generally be undertaken by
assessment, fi us e ankdical practiti@ner,0or anrmedicak prattitioner working in the medical practice,
which has provided the majority of primary health care to the patient over the previous twelve months and/or will be
providing the majority of care to the patient over teatrtwelve months.

The Health Assessment for Aboriginal and Torres Strait Islander People is not available to people whatien$nof a
hospital or care recipients in a residential aged care facility.

A health assessment should not take the formlodalth screening service (see General Explanatory Notes G.13.1).

MBS health assessment item 715 must be provided by a medical practitioner personally attending upon a patient. Suitably
qualified health professiats, such as practice nursesAtoriginal and Torres Strait Islander health practitiener

employed and/or otherwise engaged by a general practice or health service, may assist medical practitioners in performing
this health assessment. Such assistance must be provided in accordance wét awdipal practice and under the

supervision of the medical practitioner. This may include activities associated with:

- information collection; and
- providing patients with information about recommended interventions at the direction of the pexiitiibner.

The medical practitioner should be satisfied that the assisting health professional has the necessary skills, expertise and
training to collect the information required for the health assessment.

Medical practitioners should not conductegarate consultation in conjunction with a health assessment unless it is
clinically necessary (ie. the patient has an acute problem that needs to be managed separately from the assessment).

Item 715 does not apply for services that are provided by &gy Gommonwealth or State funded services. However,
where an exemption under subsection 19(2) oftbalth Insurance Act 1973%as been granted to an Aboriginal

Community Controlled Health Service or State/Territory Government health clinic, item 7b® ckimed for services
provided by medical practitioners salaried by or contracted to, the Service or health clinic. All requirements of the item
must be met.

Item 10990 or 10991 (bulk billing incentives) can be claimed in conjunction with any hesddsa®nt provided to an
Aboriginal and Torres Strait Islander person, provided the conditions of item 10990 and 10991 are satisfied.

The Health Assessment for Aboriginal and Torres Strait Islander People may be provided once every 9 months.

A.34.. A HEALTH ASSESSMENT FOR AN ABORIGINAL AND TORRES STRAIT ISLANDER CHILD (LESS THAN 15 YEARS OF
AGE)

An Aboriginal and Torres Strait Islander child health assessment must include:
(a) a personal attendance by a medical practitioner;

(b) taking t he pistory, iacluding the fallewdng:c a | h
i. motherds pregnancy history;
ii. birth and neenatal history;
iii. breastfeeding history;
iv. weaning, food access and dietary history;
v. physical activity;
vi. previous presentations, hospital admissions and medication usage;
vii. relevant familymedical history;
viii. immunisation status;
ix. vision and hearing (including neonatal hearing screening);
x. development (including achievement of age appropriate milestones);
xi. family relationships, social circumstances and whether the person is cared for by ansther pe
xii. exposure to environmental factors (including tobacco smoke);
xiii. environmental and living conditions;
xiv. educational progress;
xv. stressful life events;
xvi. mood (including incidence of depression and risk ofkatim);
Xvii. substance use;
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xviii. sexual and reproductive hdgland
xix. dental hygiene (including access to dental services).

(c) examination of the patient, including the following:
i. measurement of height and weight to calculate body mass index and position on the growth curve;

ii. newborn baby check (if not previously comneld);
ii. vision (including red reflex in a newborn);
iv. ear examination (including otoscopy);
v. oral examination (including gums and dentition);
vi. trachoma check, if indicated;

vii. skin examination, if indicated,;

viii. respiratory examination, if indicated;
ix. cardiac auscultatn, if indicated;
x. development assessment, if indicated, to determine whether age appropriate milestones have been achieved;
xi. assessment of parent and child interaction, if indicated; and

xii. other examinations in accordance with national or regional guidelimgsecific regional needs, or as indicated

by a previous child health assessment.

(d) undertaking or arranging any required investigation, considering the need for the following tests, in particular:
i. haemoglobin testing for those at a high risk of anaemid; a
ii. audiometry, if required, especially for those of school age
(e) assessing the patient using the information gained in the child health check; and
(f) making or arranging any necessary interventions and referrals, and documenting a simple strategy for éadtlyood h
of the patient.

A.35.. A HEALTH ASSESSMENT FOR AN ABORIGINAL AND TORRES STRAIT ISLANDER ADULT (AGED BETWEEN 15
YEARS AND 54 YEARS)

An Aboriginal and Torres Strait Islander adult health assessment must include:

(a) a personal attendance by a medpalctitioner;
(b) taking the patientoés medical hi story, including the
i. current health problems and risk factors;
ii. relevant family medical history;
iii. medication usage (including medication obtained without prescription or from other doctors);
iv. immunisaton status, by reference to the appropriate current age and sex immunisation schedule;
v. sexual and reproductive health;
vi. physical activity, nutrition and alcohol, tobacco or other substance use;
vii. hearing loss;
viii. - mood(including incidence of depression and riglself-harm); and
ix. family relationships and whether the patient is a carer, or is cared for by another person;

X. vision
(c) examination of the patient, including the following:
i measurement of the patientds blood pressure, pul :

ii. measurement of lght and weight to calculate body mass index and, if indicated, measurement of waist
circumference for central obesity;

iii. oral examination (including gums and dentition);

iv. ear and hearing examination (including otoscopy and, if indicated, a whisper test); and

v. urinalysis (by dipstick) for proteinurea;

vi. eye examination; and

(d) undertaking or arranging any required investigation, considering the need for the following tests, in particular, (in
accordance with national or regional guidelines or specific regionatheed
i. fasting blood sugar and lipids (by laboratory based test on venous sample) or, if necessary, random blood
glucose levels;
ii. pap smear;
iii. examination for sexually transmitted infection (by urine or endocervical swab for chlamydia and
gonorrhoea, especialfgr those aged from 15 to 3&ars); and
iv. mammaography, if eligible (by scheduling appointments with visiting services or facilitating direct referral).

(e) assessing the patient using the information gained in the adult health assessment; and
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)] making or arraniggg any necessary interventions and referrals, and documenting a simple strategy for the good
health of the patient.

An Aboriginal and Torres Strait |Islander Ol der Personods
(a) keeping a record of the health assessmeant; an
(b) offering the patient a written report on the health assessment, with recommendations on matters covered by the
health assessment;

A.36.. A HEALTH ASSESSMENT FOR AN ABORIGINAL AND TORRES STRAIT ISLANDER OLDER PERSON (AGED 55 YEARS
AND OVER)

An Aborignal and Torres Strait I slander Ol der Personds heal

(a) a personal attendance by the medical practitioner;

(b)) measurement of the patientds blood pressure, pulse ra
(coan assessment of the patientds medicati on;

(d) anassessmenfo t he patientds continence;

() an assessment of the patientds i mmunisation status fo
 an assessment of the patientds physical functions, in
the patient habad a fall in the last Bonths;
(g an assessment of the patientdés psychol ogical function
(hyan assessment of the patientés social function, inclu
i. the availability and adequacy of paid, and unpaid, help;
ii. whethe the patient is responsebfor caring for another person; and
(i) eye examination
An Aboriginal and Torres Strait I|Islander Ol der Personds

(c) keeping a record of the health assessment; and

(d) offering the patient a written repgan the health assessment, with recommendations on matters covered by the
health assessment; and

(e)offering the patientés carer (i f any, and if the pr
the report or extracts of the repoetevant to the carer.

A.37.. CHRONIC DISEASE MANAGEMENT ITEMS (ITEMS 721 TO 732)

Description ltem | Minimum

No claiming period*
Preparation of a GP Management Plan (GPMP) 721 12 months
Coordination of Team Care Arrangements (TCAS) 723 12 months

Conftibution to a Multidisciplinary Care Plan, or to a Review of a Multidisciplinary ¢ 729 3 months
Plan, for a patient who is not a care recipient in a residential aged care facility

Contribution to a Multidisciplinary Care Plan, or to a review of a migitiplinary care plan| 731 3 months
for a resident in an aged care facility

Review of a GP Management Plan or Coordination of a Review of Team Care Arrangq 732 3 months

i CDM services may be provided more frequently in the exceptional circumstafoeddelow.

Exceptionalc i r cumst ances exi st for a patient if there has be
care requirements that necessitates the performance of the service for the patient.

REGULATORY REQUIREME NTS

ltems 72, 723, 729, 731 and 732 provide rebates for GPs to manage chronic or terminal medical conditions by preparing,
coordinating, reviewing or contributing tchronic diseasemanagement (CDM) plans. They apply for a patient who
suffers from at least one mediccondition that has been present (or is likely to be present) for at least six moighs
terminal.

Restriction of Co-claiming of Chronic Disease and @neral Consultation Items

Co-claiming of GP consultation items 3, 4, 23, 24, 36, 37, 44, 47, 554637, 58, 59, 60, 65, 597, 598, 599, 600, 5000,

5003, 5020, 5023, 5040, 5043, 5060, 5063, 5200, 5203, 5207, 5208, 5220, 5223, 5227 and 5228 with chronic disease
management items 721, 723, or 732 is not permitted for the same patient, on the same day.

Patient eligibility

In addition to the eligibility requirements listed in the individual Cii¥mdescriptors, the General Medical Services
Table (GMST) mandates the following eligibility criteria:
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CDM items 721, 723 and 732
These are:
1 available to:
i.  patierts in the community; and
i. private inpatients of a hospital (including privatepatients who are residents of aged care facilitieB)d
discharged from hospital.
1 not available to:
i.  public in-patients of a hospital; or
i. care recipients in eesidential age care facility.

CDM item 729
Thisis:
1 available to:
i. patients in the community;
i. both private and public ipatients being discharged from hospital.
1 not available to care recipients in a residential aged care facility.

CDM item 731
This item is availabléo care recipients in a residential aged care facility only.

Iltem 721

A comprehensive written plan must be prepared describing:

@ the patient d6s he abdlembandralaevant canditonss |, heal th pr
(b) management goals with wii¢he patient agrees;

(c) actions to be taken by the patient;

(d) treatment and servicdise patient is likely to need;

(e) arrangements for providing thireatment and these services; and

(f) arrangements to review the plan by a date specified in the plan.

In preparing the plan, the provider nus

@ explain to the patient and the patientds carer (i f a
agrees) the steps involved in preparing the plan; and

(b) record the plan; and

(corecord the patientds a@lreadnent to the preparation of

(doffer a copy of the plan to the patient and the patie
the patient agrees); and

(e)add a copy of the plan to the patientés medical recor

Iltem 723

When coordinating the develment of Team Care Arrangements (TCAs), the medical practitioner must:

(a) consult with at least two collaborating providers, each of whom will provide a different kind of treatment or service to
the patient, and one of whom may be another medical pomeiti when making arrangements for the
multidisciplinary care of the patient; and

(b) prepare a document that describes:

i. treatment and service goals for the patient;

i. treatment and services that collaborating providers will provide to the patient; and
ii. actions to be taken by the patient;

iv. arrangements to review (i), (i) and (iii) by a date specified in the document; and

(cexplain the steps involved in the devel opment of the
the practitioneconsiders it apppriate and the patient agrees);

(d) discuss with the patient the collaborating providers who will contribute to the development ofABeali@ provide
treatment and services to the patient under those arrangements; and

(e) recordthepai ent 6s agreementCAsjo the devel opment of T

(f) give copies of the relevant parts of the docunterihe collaborating providers;

(g of fer a copy of the document to the patient and the
appropiate and the patient agrees); and

() add a copy of the document to the patientds medical r

One of the minimum two service providers collaborating
informal or family carer can be ingled in the collaborative process but does not count towards the minimum of three
collaborating providers.

Iltem 729
A multidisciplinary care plan means a written plan that:
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(a) is prepared for a patient by:
i. a medical practitioner in consultation with two atleellaborating providers, each of whom provides a different
kind of treatment or service to the patient, and one of whom may be another medical practitioner; or
ii. a collaborating provider (other than a medical practitioner) in consultation with at leasth@vocollaborating
providers, each of whom provides a different kind of treatment or services to the patient; and
(b) describes, at least, treatment and services to be provided to the patient by the collaborating.providers

When contributing to a multidigglinary care plan or to a review of the care plan, the medical practitioner must:

(@ prepare part of the plan or amendments to the plan an

(b) give advice to a person who prepares or reviews the planandred i n wr i ti ng, on the pat
advice provided to such a person.

ltem 731

A multidisciplinary care plan in a Residential Aged Care Facility (RACF) means a written plan that:

(a) is prepared for a patient by a collaborating providendiothan a medical practitioner, e.g. a RACF), in consultation
with at least two other collaborating providers, each of whom provides a different kind of treatment or services to the
patient; and

(b) describes, at least, treatment and services to be proddied patienby the collaborating providers.

When contributing to a multidisciplinary care plan or to a review of the care plan, the medical practitioner must:

(@ prepare part of the plan or amendmentrecordsor t he pl a

(b)) gi ve advice to a person who prepares or reviews |
advice provided to such a person.

Item 731 can also be used for contributio’AtULTIDISCIPLINARY CARE PLAN PREPARED BR A RESIDENT

BY ANOTHER PROVIDERBEFORE THE RESIDENTS DISCHARGEDfrom a hospital or an approved dagspital
facility, OR TO A REVIEWOF SUCH A PLANprepared by another provider (not being a service associated with a
service to which item$35 to 758 aply).

Iltem 732

An fdassociated medi cal practitionero is a medical pr a
specialist or consultant physician) who, if not engaged in the same general practice as the medical practitioner mentioned
in that item, performs the service mentioned in the ite

When reviewing a GP Management Plan, the medical practitioner must:

(@ explain to the patient and ctititner considers ileappropriate and theepatient i f an
agrees) thseteps involved in the review;

(b)) record the patientds agreement to the review of the p

(c) review all the matters set out in the relevant plan;

(d) make anyrequiredaann d ment s to the patientds pl an;

(e)of fer a copy of the amended document to the patient a
appropriate and the patient agrees);

) add a copy of the amended document to the patientdés r

(g) provide for further review of #fnamended plan by a date specified in the plan.

When coordinating a review of Team Care Arrangements, a multidisciplinary community care plan or a multidisciplinary

discharge care plan, the practitioner must:

(a) explain the steps involved in the reviewtethpat i ent and the patientds carer (
appr@riate and the patient agrees);

(b)) record t he pattheeenigwdsthed@Aserplane nt t o

(c) consult with at least two health or care providers (each of whom praviskawice or treatment to the patient that is
different from each other and different from the service or treatment provided by the medical practitioner who is
coordinating the TCAs or plan) to review all the mattget out in the relevant plan;

(d) make anyequiredam nd ment s to the patientds pl a

(e)offer a copy of the amended document t
appr@riate and the patient agrees);

(f) provide for further review of the amended planabdate specified in the plan;

(g) give copies of the relevant parts of the amended plan to the collaborating providers; and

(add a copy of the amended document to the patientds r

n
o the patient a

Item 732 can also be used to COORDINATE A REVIEW ®MULTIDISCIPLINARY COMMUNITY CARE PLAN
(former item 720) or to COORDINATE REVIEW OF BISCHARGE CARE PLAN(former item 722, where these
services were coordinated or prepared by that medical practitioner (or an associated medical practitioner), and not being a
service associatadlith a service to which items 7358 apply.
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Claiming of benefits

Each service to which item 732 applies (i.e. Review of a GP Management Plan and Review of Team Care Arrangements)
may be claimed once in a thre®nth period, except where there are exoeyti circumstances arising from a significant
change in the patiento6s clinical condi ti ofthesarviceferthe ci r c
patient.

Where a service is provided in exceptional circumstances, the patieotteiov Medicare voucher should be annotated to
indicate the reason why the service was required earlier than the minimum time interval for the televégyment can

then be made.

Item 732 can be claimed twice on the samepmtayiding an item 732 foreviewing a GP Management Plan and another

732 for reviewing Team Care Arrangements (TCASs) are both delivered on the same day as per the MBS item descriptors
and explanatory notes.

Medicare requirements when item 732 is claimed twice on the same day
If a GPMP and TCAs are both reviewed on the same date and item 732 is to be claimed twice on the same day, both
electronic claims and manual claims need to indicate they were rendered at different times:

1 Non electronic Medicare claiming of items 732 on the sz date
The time that each item 732 commenced should be indicated next to each item

1 Electronic Medicare claiming of item 732 on the same date
Medicare Easyclaimuse the 'ltemOverrideCde" set to 'AP’, which flags the itenmoaduplicate services
Medicare Online/ECLIPSE:set the 'DuplicateServiceOverrideIND' to Y, which flags the itemoasiuplicate

ltems 721, 723 and 732

The GP Management Plan items (721 and 732) and the Team Care Arrangement items (723 and 732) can not be claime
by general practibners when they are a recognised specialist in the specialty of palliative medicine and treating a referred
palliative care patient under items 368393. The referring practitioner is able to provide the CDM services.

ADDITIONAL INFORMATI ON

Advice onthe items and further guidance are availablevatw.health.gov.au/mbsprimarycareitems

ltems 7237 32 shoul d gener al | y bseal medichepractitokee n Wyh et lp@a lp @GR @& st Gis
means the GP, or a GP working in the medical practice, who has provided the majority of care to the patient over the
previous twelve months and/or will be providing the majority of GP services to the patient over the next twelve months.
The tuesrumli GPO0 would not generally apply to a practice

A practice nurse,Aboriginal and Torres Strait Islander health practitioner, Aboriginal health worker or other
health professionalmay assist a GP with items 77,2723, and 732 (e.g. in patient assessment, identification of patient
needs and making arrangements for services). However, theu§&Rneet all regulatory requirements, review and
confirm all assessmenéhd see the patient.

Patients being managed undee chronic disease management items may be eligible for:
1 individualallied health services (items 10950 to 10970); and/or
1 groupallied health services (items 81100 to 81125

More information on eligibility requirements can be foundhe explanatoryiotefor individual allied health services and
groupallied health services

Further information is also available for providers friiva Department of Human Servige®vider inquiry lineon 132
150.

The Department of Human Services (DHS) hasttped wo guidelines, thélealth Practibner Guideline to substantiate
the preparation of a valid GP Management Plan (for medical practitiaret8)e Health Practitioner Guideline to
substantiate the coordination of the development of Team Care Arrangements (for medical practitiicierme both
located on the DH®/ebsite

A.38.. MEDICARE DENTAL ITEMS FOR PATIENTS WITH CHRONIC CONDITIONS AND COMPLEX CARE NEEDS -
SERVICES PROVIDED BY A DENTAL PRACTITIONER ON REFERRAL FROM A GP [ITEMS 85011-87777]

Closure of Medicare Dental Items 8501-B7777

The Medicare ChroniDisease Dental Scheme closed on 30 November 2012. No Medicare benefits will be payable for
any dental services provided under Medicare dental items 850227 provided after this date. The cost of any future
dental services will need to be met by thaqudt
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http://www.health.gov.au/mbsprimarycareitems
http://www.medicareaustralia.gov.au/provider/business/audits/files/9094-1207.pdf
http://www.medicareaustralia.gov.au/provider/business/audits/files/9094-1207.pdf
http://www.medicareaustralia.gov.au/provider/business/audits/files/9090-1207.pdf
http://www.medicareaustralia.gov.au/provider/business/audits/files/9090-1207.pdf

Further details regarding the closure are available at www.health.gov.au/dental.

A.39.. MULTIDISCIPLINARY CASE CONFERENCES BY MEDICAL PRACTITIONERS (OTHER THAN SPECIALIST OR
CONSULTANT PHYSICIAN) - (ITEMS 735 TO 758)

Items 735 to 758 provide retes for medical practitioners (not including a specialist or consultant physician) to organise
and coordinate, or participate multidisciplinary case conferences for patients in the community or patients being
discharged into the community from hospiapeople living in reidential aged care facilities.

REGULATORY REQUIREMENTS

To organise and coordinate case conference i#&5s739 and 743the provider must:

(a) explain to the patient the nature of a multidisciplinary case conference, and askehefpatheir agreement to the
conference taking place; and

(b)) record the patientds agreement to the conference; and

(c) record the day on which the conference was held, and the times at which the conference started and ended; and

(d) record the names of the parpants; and

(e)of fer the patient and the patientodés carer (i f any, an
summary of the conference and provide this summary to other team members; and

(f) discuss the outcomes of the conferencetvi t he pati ent and the patientds car
it appropriate and the patient agrees); and

(g record alll matters discussed and identified by the ca
medical ecords.

To participate in multidisciplinary case conference itg@8g, 750 and 758the provider must:

(a) explain to the patient the nature of a multidisciplinary case conference, and ask the patient whether they agree to the
medi cal p r ac ttiontin tleecanferénse; gné r t i ci p a

(b)) record the patientds agreement to the medical practit

(c) record the day on which the conference was held, and the times at which the conference started and ended; and

(d) record the names of the participarasd

(e)record all matters discussed and identified by the ca
medical records.

ADDITIONAL INFORMATION

Usual medical practitioner

Items 735758 should generallyhen d er t a k e n  bsyal medieal ppaetitionee. mhis @ & medical practitioner, or
a medical practitioner working in the medical practice, that has provided the majority of services to the patient over the
previous 12 months and/aiill be providing the majority of services tbe patient over the coming 12 months.

Multidisciplinary case conference team members

Examples of persons who, for the purposes of care planning and case conferencing may be included in a multidisciplinary
care team are allied health professionals sig;hbat not limited to: Aboriginal health care workers; asthma educators;
audiologists; dental therapists; dentists; diabetes educators; dietitians; mental health workers; occupational therapists;
optometrists; orthoptists; orthotists or prosthetists; pharsts; physiotherapists; podiatrists; psychologists; registered
nurses; social workers; speech pathologists.

A team may also include home and community service pr o\
on wheel so qnalcakeiwarlens Gvorkers eho sire paid to provide care services); probation officers.

The patientds infor mal or family carer may be included
three health or care providers. The patient andhfioemal or family carer do not count towards the minimum of three.

Discharge case conference
Organisation and coordination of a multidisciplinary discharge case conference (items 735, 739 and 743) may be provided
for privatein-patients being dischargéuto the community from hospital.

Further sources of information
Advice onthe items and further guidance are availablevatw.health.gov.au/mbsprimarycareitems

Further information is alsovailable for providers fronthe Department of Human Servige®vider inquiry lineon 132
150.
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A.40.. PuBLIC HEALTH MEDICINE - (ITEMS 410 TO 417)

Attendances by public health physicians will attract Medicare benefits under the new items only watteadaece
relates to one or more of the following:

0] management of a patient's vaccination requirements for accepted immunisation programs; or
(i) prevention or management of sexually transmitted disease; or

(iii) prevention or management of diseakie to environmental hazards or poisons; or

(iv) prevention or management of exotic diseases; or

(V) prevention or management of infection during outbreaks of infectious disease.

For more information on the contehaised item structure used in this Gppgee A.5 in the explanatory notes.

A.41.. CASe CONFERENCES BY CONSULTANT PHYSICIAN - (ITEMS 820 TO 838)

Items 820, 822, 823, 825, 826 and 828 apply to a community case conference (including a case conference conducted in a
residential aged care faityl) organised to discuss one patient in detail and applies only to a service in relation to a patient
who suffers from at least one medical condition that has been (or is likely to be) present for at least 6 months, or that is
terminal, and has complexeds requiring care from a multidisciplinary team. Items 820, 822, 823, 825, 826 and 828 do

not apply to an irpatient of a hospital.

For items 830, 832, 834, 835, 837 and 838, a discharge case conference is a case conference carried out in relation to a
patient before the patient is discharged from a hospital. Items 830, 832, 834, 835, 837 and 838 are payable not more than
once for each hospital admission.

The purpose of a case conference is to establish and coordinate the management of the cataanpatsrd.

A case conference is a process by which a multidisciplinary team carries out the following activities:
- di scusses a patientds history;

- identifies the patientodés multidisciplinary care nee
- identifies outcomes to be achieved by memibéibe case conference team giving care and service to the
patient;

- identifies tasks that need to be undertaken to achieve these outcomes, and allocating those tasks to members of
the case conference team; and
- assesses whether previously identifiettomes (if any) have been achieved.

For the purposes of items 820, 822, 823, 830, 832 and 834 (that is, where a consultant physician organises a case
conference) a multidisciplinary team requires the involvement of a minimum of four formal care proroiaeddferent
disciplines. The consultant physician is counted toward the minimum of four. Although they may attend the case
conference, neither the patient nor his or her informal carer, or any other medical practitioner (except where the medical
pract ti oner is the patientds usual Gener al Practitioner)

For the purposes of items 825, 826, 828, 835, 837 and 838 (that is, where a consultant physician participates in a case
conference) a multidisciplinary teantpreéres the involvement of a minimum of three formal care providers from different
disciplines. The consultant physician is counted toward the minimum of three. Although they may attend the case
conference, neither the patient nor his or her informakcareny other medical practitioner (except where the medical
practitioner is the patientédés wusual Gener al Practitione

For the purposes of A.37.5 and A25. 6, if or mal care prov
- t he p a ual @enerabPsactitioper;
- allied health professionals, being: registered nurse, physiotherapist, occupational therapist, podiatrist, speech
pathologist, pharmacist; dietician; psychologist; orthoptist; orthotist and prosthetist, optometrist; audiologist,
social workerAboriginal and Torres Strait Islander health practitiordroriginal health worker, mental health
worker, asthma educator, diabetes educator, dental therapist, dentist; and
- community service providers being: personal care worker, hothe@nmunity care service provider, meals on
wheels provider, education provider and probation officer.

Organisation of a case conference
For items 820, 822, 823, 830, 832 and 834, organise and coordinate a community case conference means undertaking the
following activities in relation to a case conference:

(a) explaining to the patient or the patientodés agent t}
patientds agent whether he or she agrees to the cas

(b) recording the patientdés or agento6és agreement to the

(c) recording the day on which the conference was held, and the times at which the conference started and ended;
and
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(d) recording the names of the participants; and

(e) recordingte matters mentioned in A.37.4 and putting a coa
)] giving the patient or the patientds agent, and eact
(h) giving a copy of the summary oftteconf er ence to the patientdés wusual ge
(i di scussing the outcomes of the patient or the patie

Organisation of a discharge case conference (items 830, 832 and 834), may be provided for {pateetsnonly, and
must beorganised by the medical practitioner who is providingatient care.

Participation in a case conference

For items 825, 826, 828, 835, 837 and 838, participation in a case conference must be at the request of the person who
organises and coordinates ttase conference and includes undertaking the following activities when participating in a
case conference:

(a) recording the day on which the conference was held, and the times at which the conference started and ended,;
and

(b) recording the matters meotned in A. 37.4 in so far as they rel ate
the case conference, and putting a copy of that rec

General requirements

The case conference must be arranged in advance, wiihie &ame that allows for all the participants to attend. The
minimum of three care providers for participating in a case conference or four care providers for organising a case
conference must be present for the whole of the case conference. Alppattianust be in communication with each
other throughout the conference, either face to face, by telephone or by video link, or a combination of these.

A record of the case conference which contains: a list of the participants; the times the confereneaced and

concluded; a description of the problems, goals and strategies; and a summary of the outcomes must be kept in the
patientds record. The notes and summary of outcomes mu
general pratitioner.

Prior informed consent must be obtained from the patien
consultant physician should:
- Inform the patient that his or her medical history, diagnosis and care preferences will bsatisgith other
case conference participants;
- Provide an opportunity for the patient to specify what medical and personal information he or she wants to be
conveyed to, or withheld from, the other care providers;
- Inform the patient that he or she wilcur a charge for the service for which a Medicare rebate will be payable.

Medicare benefits are only payable in respect of the service provided by the coordinating consultant physician or the
participating consultant physician. Benefits are not payfablanother medical practitioner organising a case conference

or for participation by other medical practitioners at a case conference, except where a medical practitioner organises or
participates in a case conference in accordance with Items 734 to 779.

The benefit is not claimable (and an account should not be rendered) until all components of these items have been
provided. See point G.7.1 of the General Explanatory Notes for further details on billing procedures.

It is expected that a patient wouldt normally require more than 5 case conferences in a 12 month period.

This item does not preclude the claiming of a consultation on the same day if other clinically relevant services are
provided.

A.42.. MEDICATION MANAGEMENT REVIEWS - (ITEMS 900 AND 903)

Item 900 - Domiciliary Medication Management Review

A Domiciliary Medication Management Review (DMMR) (Item 900), also known as Home Medicines Review,

is intended to maximise an individual p d medieatiorrélated b ene f i t
probl ems through a team ap pprefaredcommunitypbarmacymorgacctedited pat i ent
pharmacist.

Patient eligibility
The item is available to people living in the communityowheet the criteria for a DMMR.

Theitem is not available for ipatients of a hospital, or care recipients indestial aged care facilities.
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DMMRs are targeted at patients who are likely to benefit from such a review: patients for whom quality use of medicines
may be an issue or; patiis who are at risk of medication misadventure because of factors such as-theibatities,

age or social circumstances, the characteristics of their medicines, the complexity of their medication treatment regimen,
or a lack of knowledge and skills tse medicines to their bedfest.

Examples of risk factors known to predispose people to medication related adverse events are:
currently taking five or more regular medications;

taking more than 12 doses of medication per day;

significant changes made medication treatment regimen in the last three months;

medication with a narrow therapeutic index or medications requiring therapeutic monitoring;
symptoms suggestive of an adverse drug reaction;

sub-optimal response to treatment with medicines;

suspead noncompliance or inability to manage medication related therapeutic devices;
patients having difficulty managing their own medicines because of literacy or language difficulties, dexterity
problems or impaired sight, confusion/dementia or other cegniificulties;

1 patients attending a number of different doctors, both general practitioners and specialists; and
1 recent discharge from a facility / hospital (in the last four weeks).

=4 =4 -8 _a_a_a_°a-9

REGULATORY REQUIREMENTS
In conducting a DMMR, a medical practitiomaust:

(@ assess a patientds medication management needs; and
(b) following that assessment, refer the patient to a community phamwnacyaccredited pharmacfet a DMMR; and
(c) with the patientds consent, medfathérdvew,arell evant <c¢l ini cal

(d) discuss with the reviewing pharmacist the results of that review, including suggested medication
management strategies; and
(e) develop a written medication management plan following discussion with the patient.

Claiming

A DMMR includes all DMMRrelated services provided by the medical practitioner from the time the patient is identified
as potentially needing a medication management review to the preparation of a draft medication management plan, and
discussion and agreement witie patient.

The benefit is not claimable until all the components of the item have been rendered.

Benefits for a DMMR service under item 900 are payable only once in each 12 month period, except where there has been
a significant cchnditioga medicatidn hregimem eequirirg ia hefv OMMR (e.g. diagnosis of a new
condition or recent discharge from hospital involving s
invoice or Medicare voucher should be annotated to iralitett the DMMR service was required to be provided within

12 months of another DMMR service.

If the DMMR is initiated during the course of a consultation undertaken for another purpose, this consudtatidso be
claimed separately.

If the consultatin at which the medication management review is initiated is only for the purposes of initiating tive revie
only item 900 may be claimed.

If the medical practitioner determines that a DMMR is not necessary, item 900 does not apply. In this case, normal
consultation items should be used.

Where a DMMR cannot be completed due to circumstances beyond the control of the medical practitioner (e.g. because
the patient decides to not proceed further with the DMMR, or because of a change in the circumstahaqeatieht), the
relevant MBS attendance items should be used.

FURTHER GUIDANCE

A DMMR should generally be undertaken by the patients usual medical practitioner. This is the medical practitioner, or a
medical practitioner working in the medical practitet has provided the majority of services to the patient over the
previous 12 months and/or will be providing the majority of services to the patient over the coming 12 months.

The potential need for a DMMR may be identified either by the medical jiwaetitin the process of a consultation or by
receipt of advice from the patient, a carer or another health professional including a pharmacist.

The process afeferral to a communitypharmacyor an accredited pharmacisincludes:
I Obtaining consent fromhe patient, consistent with normal clinical practice, for a pharmacist to undertake the
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medication management review and for a charge to be incurred for the service for which a Medicare rebate is payable.
The patient must be clearly informed of the pupesd possible outcomes of the DMMR, the process involved
(including that the pharmacist will visit the patient at home, unless the patient prefers another location or other
exceptional circumstances apply), what information will be provided to the phatraagart of the DMMR, and any
additional costs that may be incurred; and

T Provision to the pati en toascregitedephaamadse relevanooiimical mforinationpbl a r ma
the medical practitioner for each individual patient, coxerint he pati entdéds diagnosi s,
medication history, and current prescribed medications.

1 A DMMR referral form is available for this purpose. If this form is not used, the medical practitioner must provide
patient details and relevant ¢ ni c al information to the pandcaeditd s pr
pharmacist

The discussion of the reviewWindings and report including suggested medication management strategies with the

reviewing pharmacistncludes:

1 Receiving a writteneport from the reviewing pharmacist; and

1 Discussing the relevant findings and suggested management strategies with the pharmacist (either by phone or face tc
face); and

1 Developing a summary of the relevant review findings as part of the draft medicatiagengent plan.

Development o& written medication management plan following discussion with the patiaoludes:

1 Developing a draft medication management plan and discussing this with the patient; and

1 Once agreed, offering a copy of the written medicatmanagement plan to the patient and providiogy to the
community pharmacy or accredited pharmacist

The agreed plan should identify the medication management goals and the proposed medication regimen for the patient.

Item 903 - Residential Medicaion Management Review

A Residential Medication Management Review (RMMR) is a collaborative service available to permanent residents of a
Residential Aged Care facility (RACF) who are likely to benefit from such a review. This includes residents for whom
quality use ofmedicines may be an issue or residents who are at risk of medication misadventure because of a significant
change in their condition or medication regimen.

Patient eligibility

RMMRs are available to:

new residentsn admission into a RACFnd

existing resident swhoenr ea ni nd atsh er eogpuii nrieodnd obfa stihse, resi dent 6
because of a significant change in medical condition or medication regimen.

RMMRs are not available to people receiving respite a@aa RACF. Domiciliary Medicines Reviews are available to
these people when they are living in the community setting.

REGULATORY REQUIREMENTS
When conducting a RMMR, a GP must:
(@ di scuss the propos
(b) col |l aborate with t
(¢ provide input from he residentd6és most recent compr et
beenundee k en, provide relevant <clinical information for
(d I'f recommended changes to the residentbés medication r
of the review, participate in a pestview discussion (either fate-face or by élephone) with the pharmacist to
discuss the outcomes of the review including:
(i) the findings; and
(i) medication management strategies; and
(i) means to ensure that the strategies are implemented and reviewed, including any issues for impleamentation
follow-up; and
(ivy devel op or revise the residentés medication manage
and
(v) finalise the plan after discussion with the resident.

ed revi ew wnsénhtothehaview;and i dent and sece
he reviewing pharmacist about the
t

A medical practitioner 6s tionmanadementmaview also imcludes: r esi dent i al n

(@ offering a copy of the medication management plan to
appropriate); and

(b) providing copies of the plan f ofoftheresidentelsajged e fadlis/; r e c or
and
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(c) discussing the plan with nursing staff if necessary.

A postreview discussion is not required if:

(@ there are no recommended changes to the resident s me

(b) any changes are minor in nature and do not require immediate discussion; or

(c) the pharmacist and medical practitioner agree that issues arising out of the review should be considered in a case
conference.

A RMMR comprises all activities to be untleken by the medical practitioner from the time the resident is identified as
potentially needing a medication management review up to the development of a written medication management plan for
the resident.

Claiming
A maximum of one RMMR rebate is padja for each resident in any 12 month period, except where there has been a
significant change in the residentés medical condition

Benefits are payable when all the activities of a RMMR have been completeMMRRervice covers the consultation

at which the results of the medication management review are discussed and the medication management plan agreed witt
the resident:

1 any immediate action required to be done at the time of completing the RMMR, based a% arirect result of
information gathered in the RMMR, should be treated as part of the RMMR item;

any subsequent follow up should be treated as a separate consultation item;

an additional consultation in conjunction with completing the RMMR should@atndertaken unless it is clinically
indicated that a problem must be treated immediately.

f
f

In some cases a RMMR may not be able to be completed due to circumstances beyond the control of the medical
practitioner (e.g. because the resident decides rybteeed with the RMMR or because of a change in the circumstances

of the resident). In these cases the relevant MBS attendance item should be used in relation to any consultation undertakel
with the resident.

If the consultation at which the RMMR is figited, including discussion with resident and obtaining consent for the
RMMR, is only for the purposes of initiating the review, only the RMMR item should be claimed.

If the RMMR s initiated during the course of a consultation undertaken for anotlpersguthe other consultation may be
claimed as a separate service and the RMMR service would also apply.

If the medical practitioner determines that an RMMR is not necessary, the RMMR item does not apply. In this case,
relevant consultation items shoudd used.

FURTHER GUIDANCE

A RMMR should generally be undertaken by the residentds
practitioner working in the medical practice, that has provided the majority of care to the resident ovetdhs p2e

months and/or will be providing the majority of care to the resident over the next 12 months.

GPs who provide services on a facHityde contract basis, and/or who are registered to provide services to RACFs as part
of aged care panel arrangamt® may also undertake RMMRs for residents as part of their services.

Generally, new residents should receive an RMMR as soon as possible after admission. Where a resident has a
Comprehensive Medical Assessment (CMA), the RMMR should be undertakeraphefeter the results of the CMA are
available to inform the RMMR.

A RMMR service should be completed within a reasonable timeframe. As a general guide, it is expected that most
RMMR services would be completed within four weeks of being initiated.

The residentds medical practitioner may identify the pc
including in the course of a consultation for another purpose. The potential need for an RMMR may also be identified by
the reviewing pharemc i st , supply pharmaci st, Residenti al Aged Cat

ot her member s of the residentdéds health care team.

The medical practitioner should assess the clinical need for an RMMR from a quality use of medisipestipe with
the resident as the focus, and initiate an RMMR if appropriate, in collaboration with the reviewing pharmacist.

The medical practitioner and reviewing pharmacist should agree on a preferred means for communicating issues and
information reting to the provision of an RMMR service. This should include the method(s) of initiating the RMMR,
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exceptions to the post review discussion, and the preferred method of communication. This can be done on a facility basis
rather than on a cad®-case bas.

Where the provision of RMMR services involves consultation with a resident it should be read as including consultation
with the resident and/or their carer or representative where appropriate.

RMMRs do not count for the purposes of derived fee asamamts that apply to other consultations in a Residential Aged
Care Facility.

A.43.. TAKING A CERVICAL SMEAR FROM A PERSON WHO IS UNSCREENED OR SIGNIFICANTLY UNDER-SCREENED -
(ITEMS 2497 - 2509 AND 2598 - 2616)

The item numbers 2497, 2501, 2503, 252806, 2507, 2509, 2598, 2600, 2603, 2606, 2610, 2613 and 2616 should be
used in place of the usual attendance item where as part of a consultation, a cervical smear is taken from a person betwee
the ages of 20 and 69 years inclusive who has not had iaalesmear in the last four years.

The items apply only to a person between the ages of 20 and 69 years inclusive who has a cervix, has had intercourse an
has not had a cervical smear in the last four years.

When providing this service, the doctor maatisfy themselves that the person has not had a cervical smear in the last four
years by:

(@) asking the person if thegan remember having a cervical screen in the last four years; and
(b) checking their own practice's medical records.

If significant uncertanty still remains, the doctor may also contact the state cervical screening register.

A person from the following groups are more likely than the general population to be unscreened or significantly
underscreened low socioeconomic status, culturally datinguistically diverse backgrounds, Indigenous communities,
rural and remote areas and older people.

Vault smears are not eligible for items 249509 and 25982616.
In addition to attracting a Medicare rebate, the use of these items willdriti@ervical Screening SIP through the PIP.

A PIP Cervical Screening SIP is available for taking a cervical screen from a person who has not been screened in the las
for four years. The SIP will be paid to the medical practitioner who provided thieesdrthe service was provided in a

general practice participating in the PIP Cervical Screening Incentive. A further PIP Cervical Screening Incentive payment
is paid to practices which reach target levels of cervical screening for their patients s®@dgedrs inclusive. More

detailed information on the PIP Cervical Screening Incentive is availabletherepartment of Human ServicB§?

enquiry line on 1800 222 032 or from tBbepartment of Hunta Services website.

A.44.. COMPLETION OF THE ANNUAL DIABETES CYCLE OF CARE FOR PATIENTS WITH ESTABLISHED DIABETES
MELLITUS - (ITEMS 2517 - 2526 AND 2620 - 2635)

The item numbers 2517, 2518, 2521, 2522, 2525, 2526, and 2620, 2622, 2624, 2631, 26330268Be used in place
of the usual attendance item when a consultation completes the minimum requirements of the annual Diabetes Cycle of
Care for a patient with established diabetes mellitus.

The annual Diabetes Cycle of Care must be completed quaniad of 11 monthsral up to 13 months, and at a infrim
must include:

Assess diabetes control by measuring HbAlc At least once every year

Ensure that a comprehensive eye examination is ca At least once every two years
out*

Measure weight and fght and calculate BMI** At least twice every cycle of care
Measure blood pressure At least twice every cycle of care
Examine feet*** At least twice every cycle of care
Measure total cholesterol, triglycerides and HI| Atleast once every yea
cholesterol

Test for microalbuminuria At least once every year

Test for estimated Glomerular Filtration Rate (eGFR) | At least once every year

Provide seHlcare education Patient education regarding diabetes management
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Review diet Reinforce information about apgate dietary choices
Review levels of physical activity Reinforce information about appropriate levels of phys
activity
Check smoking status Encourage cessation of smoking (if relevant)
Review of Medication Medication review
* Not required if tle patient is blind or does not have both eyes.
*x Initial visit; measure height and weight and calculate BMI as part of the initial assessment.
Subsequent visits: measure weight.
ok Not required if the patient does not have both feet.

These requiremesitare generally based on the current general practice guidelines produced by Diabetes Australia and the
Royal Australian College of General Practitioners (Diabetes Management in General Practice). Doctors using these items
should familiarise themselves Withese guidelines and with subsequent editions of these guidelines as they become
available.

Use of these items certifies that the minimum requirements of the Diabetes Cycle of Care have been completed for a
patient with established diabetes mellituaatordance with the guidelines above.

These items should only be used once per cycle per patient of either A18 Subgroup 2 or A19 Subgroup 2. For example, if
item 2517 is claimed for a patient then no other diabetes item in groups A18 or A19 can be tisisdpfatient in the
same cycle.

The requirements for claiming these items are the minimum needed to provide good care for a patient with diabetes.
Additional levels of care will be needed by insufiapendent patients and those with abnormal reviewinfis,
complications and/or emorbidities.

In addition to attracting a Medicare rebate, recording a completion of a Diabetes Cycle of Care through the use of these
items will initiate a Diabetes Service Incentive Payment (SIP) through the Practicevies&rogram (PIP).

All visits should be billed under the normal attendance items with the exception of the visit that completes all of the
minimum requirements of the Diabetes Cycle of Care.

A PIP Diabetes SIP is available for completing the minimunuireqnents of the Diabetes Cycle of Care for individual
patients as specified above. The Diabetes SIP is only paid once evEByndnth period per patient. The SIP will be paid

to the medical practitioner who provided the service if the service was ptbinda general practice participating in the

PIP Diabetes Incentive. A further PIP Diabetes Incentive payment is paid to practices which reach target levels of care for
their patients with diabetes mellitus. More detailed information on the PIP Didbeta#ive is available fronthe
Department of Human Servic®$P enquiry line on 1800 222 032 dhe Department of Human Services website

A.45.. COMPLETION OF THE ASTHMA CYCLE OF CARE - (ITEMS 2546 - 2559 AND 2664 - 2677)

The item numbers 2546, 2547, 2552, 2553, 2558, 2559 and 2664, 2666, 2668, 2673, 2675 and 2677 should be used in
place of the usual attendance item when a consultation completes the minimum requirements of the Asthma Cycle of Care
The Practice Incentives Program (PIP) Asthma Incentive is for patients with moderate to severe asthma who in the opinion
of the doctor could benefit from review, eg those whose asthma management could be improved.

At a minimum the Asthma Cycle of Careust include:

- At least 2 asthma related consultations within 12 months for a patient with moderate to severe asthma (at least 1
of which (the review consultation) is a consultation that was planned at a previous consultation),

- Documented diagnosis aagsessment of level of asthma control and severity of asthma,

- Review of the patient's use of and access to astetaged medication and devices,

- Provision to the patient of a written asthma action plan (if the patient is unable to use a writteraasttmma
plan- discussion with the patient about an alternative method of providing an asthma action plan, and
documentation of the discussion in the patientds me

- Provision of asthma sethanagement education to the patient, and

- Review d the written or documented asthma action plan.

The Asthma Cycle of Care should be provided to a patient by one GP or in exceptional circumstances by another GP
within the same practice. In most cases, this will be the patient's usual medical prac@mnpletion of the Asthma

Cycle of Care does not preclude referral to a specialist, but a specialist consultation cannot be counted as one of the two
visits.
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The patientds medical record shoul d i nclclinidaécodeatofdthme nt at i
patientheld written asthma action plan.

These items will only be payable for the completion of one Asthma Cycle of Care for each eligible patient per 12 month
period, unless a further Asthma Cycle of Care is clinically indicageskbeptional circumstances.

If a subsequent Asthma Cycle of Care is indicated and the incentive item is to be claimed more than once per 12 month
period for a patient, then the patient's invoice or Medicare voucher should be annotated to indicatégthirth Cycle
of Care was required to be provided within 12 months of another Asthma Cycle of Care.

The minimum requirements of the Asthma Cycle of Care may be carried out in two (2) visits or if necessary as many visits
as clinically required. The Natval Ast hma Council 6s website provides a gu
Care.

The visit that completes the Asthma Cycle of Care should be billed using the appropriate item listed in Group Al8
Subgroup 3 and Group A19 Subgroup 3.

In addition b attracting a Medicare rebate, recording a completion of an Asthma Cycle of Care through the use of these
items, will initiate an Asthma Service Incentive Payment (SIP) through the PIP.

All visits should be billed under the normal attendance items Wlekception of the visit that completes all of the
minimum requirements of the Asthma Cycle of Care.

A PIP Asthma SIP is available for completing the minimum requirements of the Asthma Cycle of Care for individual
patients as specified above. The SIH b paid to the medical practitioner who provided the service if the service was
provided in a general practice participating in the PIP Asthma Incentive. More detailed information on the PIP Asthma
Incentive is available from the Department of Human 8es/PIP enquiry line on 1822032 or from theéDepartment

of Human Services website.

For more detailed information regarding asthma diagnosis, assessment and best practice managemeetNetérrialth
Ast hma Council s website

Assessment of Severity

Generally, patients who meet the following criteria can be assumed to have been assessed as having moderate to severe
asthma:

- Symptoms on mostays, OR

- Use of preventer medication, OR

- Bronchodilator use at least 3 times per week, OR

- Hospital attendance or admission following an acute exacerbation of asthma.

Where the general rule does not apply to a particular patient, the classifidaewedty described by the current edition
of the Nat i on aAsthrAssMamagemenCHandhoodkn bedused. Visittida t i on a | Ast hma Cou
websitefor more details.

A.46.. GP MENTAL HEALTH TREATMENT ITEMS - (ITEMS 2700 TO 2717)

This note provides information on t& Mental HealtiTreatmenitems2700,2701, 2712, 27132715 and 27171t
includes an overview of the items, patient and provider eligibility, what activities are involveavidipg services
rebated by these items, links to other Medicare items and additional claiming information.

Overview

The GP Mental Health Treatmdtems define services for which Medicare rebates are payable where GPs undertake early
intervention, assement and management of patients with mental disorders. They include referral pathways for treatment
by psychiatrists, clinical psychologists and other allied mental health workers. These items complement the mental health
items for psychiatrists (iten296- 299), clinical pychologists (items 8006B002) and allied mental health providers

(items 80100 80170).

The GP Mental Healtfireatmenitems incorporate a model for best practice primary hédtmenof patients with
mental disorders, inctling patients with both chronic or nahronic disorders, that comprises:

1 assess and plan;

1 provide and/or refer for appropriate treatment and services;

1 review and ongoing management as required.
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Who can provide

The GP Mental Healtfireatmen®lan, Reviewand Consultation items are available for use in general practice by medical
practitioners, including gener al practitioners but excl
these notes as a generic reference to medical praetisi@ble to claim these items.

Training Requirements (item 275 and 2717

GPs providing Mental Health Treatment Plans, and who have undertaken mental health skills training recognised through
the General Practice Mental Health Standards Collaboratiue,dwess to items 2715 and 2717. For GPs who have not
undertaken training, items 2700 and 2701 are availdtdes 2715 provides for a Mental Health Treatment Plan lasting at
least 20 minutes and item 2717 prowf® a Mental Health Treatment Plarstig at least 40 minutedt is strongly
recommended that GPs providing mental health treatment have appropriate mental health G&rorganisations

support the value of appropriate mental health training for GPs using these items.

What patients are eligible - Mental Disorder

These items are for patients with a mental disorder who would benefit from a structured approach to the management of
theirtreatmenheeds. Mental disorder is a term used to describe a range of clinically diagnosabledibatde
significantly interfere with an individual és cognitive,
1996, Diagnostic and Management Guidelines for Mental Disorders in Primary Car&0OlCBapter V Primary Care

Version). Dementia, delirium, tobacco use disorder and mental retardation are not regarded as mental disorders for the
purposes of the GP Mental Heakheatmenitems.

These GP services are available to eligible patients in the community. GP MentalTHealttrentPlan and Review
services can also be provided to privat@atients (including private ipatients who are residents of aged care facilities)
being discharged from hospital. héte the GP who provides the GP Mental Heattratmenitem is providingn-patient
treatmenthe item is claimed as an-hospital service (at 75% MBS rebat€}Ps are able to contribute to catans for
patients using item 729, Contribution to a Mdiciplinary Care Plan, and to cadams for residents of aged care fiieb
using item 731.

PREPARING A GP MENTAL HEALTH TREATMENT PLAN i (Item 2700,2701, 2715 or 271y}

What is involved - Assess and Plan

A rebate can be claimed once the GP has undertaken an assessment and prepared a GP Mdrzhtreaithlan by
compkting the steps froAssessment tthe point where patients do not require a new plan after their initial plan has been
preparedand meetingthereleant r equirements | isted undesitenocAverdbothi on a |
the assessment@upreparation of the GP Mental Heafreatmenflan. Where the patient has a carer, the practitioner

may find it useful to consider having the carer present for the assessment and preparation of the GP Mental Health
TreatmenPlan or components thereaiupject to patient agreement).

Assessment

An assessment of a patient must include:

recording the patient és dmgatneecePtas setvicef or t he GP Ment al
taking relevant history (biological, psychological, social) including the presenting@omp

conducting a mental state examination;

assessing associated risk and anynoobidity;

making a diagnosis and/or formulation; and

administering an outcome measurement tool, except where it is considered clinically inappropriate.
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The assessment chpe part of the same consultation in which the GP Mental Héadtitmen®Plan is developed, or can

be undertaken in different visits. Where separate visits are undertaken for the purpose of assessing the patient and
developing the GP Mental Healiieatment Plan, they are part of the GP Mental Hedlteatmen®Plan serice and are
included in item 2700, 2701, 2715 or 2717

In order to facilitate ongoing patient focussed management, an outcome measurement tool should be utilised during the
assessment andd review of the GP Mental HealfireatmenfPlan, except where it is considered clinically inappropriate.

The choice of outcome measurement tools to be used is at the clinical discretion of the practitioner. GPs using such tools
should be familiar withheir appropriate clinical use, and if not, should seek appropriate education and training.

Preparation ofa GP Mental HealthTreatmentPlan
In addition to assessment of the patient, preparation of a GP Mental HesdtinenPlan must include:
i discussinghe assessment with the patient, includingnttemtal health formulation ardiagnosisor provisional
diagnosis
i identifying and discussing referral and treatment options with the patient, including appropriate support
services;



=

agreeing goals with theaienti what should be achieved by the treatmeanid any actions the patient will

take;
provision of psycheeducation;
a plan for crisis intervention and/or for relapse prevention, if appropriate at this stage;
making arrangements for required referrdsatment, appropriate support services, review and fallovand
documenting this (results of assessment, patient needs, goals and actions, referrals and required
treatment/services, and revielvat e) i n t he pat Treame@an. GP Ment al Healt
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Treatment options can include referral to a psychiatrist; referral to a clinical psychologist for psychological thertapies, or
an appropriately trained GP or allied mental health professional for provision of focussed psychological strategy services;
phamacological treatments; and coordination with community support and rehabilitation agencies, mental health services
and other health professionals.

Once a GP Mental Healffreatment Plan has been completed and claimed on Medicare either through ite 272200

2715 or 2717 a patient is eligible to be referred for up to ten (up to 16 services from 1 March 2012 to 31 December 2012
where exceptional circumstances apply) Medicare rebateable allied mental health services per calendar year for
psychological thrapy or focussed psychological strategy services. Patients will also be eligible to claim up to ten separate
services for the provision of group therapy (either as part of psychological therapy or focussed psychological strategies).

When referring patigs GPs should provide similar information as per normal GP referral arrangements. This could

include providing a copy of the patientdés GP Ment al He a
agreement. The necessary referrals shoulddbelre aft er t he steps above have been
Health Treatment Plan has been completed. I't should be

treated as a living document for updating as required. bicpkar, the plan can be updated at any time to incorporate
relevant information, such as feedback or advice from other health professionals on the diagnosis or treatment of the
patient.

On completion of a course of treatment provided through Medicaateiatle services, the service provider must provide

a written report on the course of treatment to the GP. For the purposes of the Medicare rebateable allied mental health
items, a course of treatment will consist of the number of services stated entheg nt 6 s referr al (up
in any one referral). There may be two or more courses
calendar year (up to 16 services from 1 March 2012 to 31 December 2012 where excaptiomatances apply). The

number of services that the patient is being referred for is at the discretion of the referring practitioner (eg. GP).

Many patients will not require a new plan after their initial plan has been prepared. A new plan shbeldreptred

unless clinically required, and generally not within 12 months of a previous plan. Ongoing management can be provided
through the GP Mental Health Treatment Consultation and standard consultation items, as required, and reviews of
progress ttough the GP Mental Health Treatment Plan Review item. A rebate for preparation of a GP Mental Health
Treatment Plan will not be paid within 12 months of a previous claim for the patient for the same or another Mental Health
Treatment Plan item or withithree months following a claim for a GP Mental Health Treatment Review 2i7d or

former item2719), othethan in exceptional circumstances.

REVIEWING A GP MENTAL HEALTH TREATMENT PLAN 7 (ltem 2712)

The review item is a key component for assessingmadn a gi ng t he patientés progress o
Treatment Plan has been prepared, along with ongoing management through the GP Mental Health Treatment Consultatior
item and/ or standard consul tati on &anskooldhe reviedvedmialdast@oet 6 s C

A rebate can be c¢cl aimed once the GP who prepared the pa
same practice or in another practice where the patient has changed practices) has undertakextia rexgemof the

patientdés progress against the GP Ment al Heal th Treat me
review and meeting the relevant requirements |isted und
be used where a psychiatrist has prepared a referred assessment and management plan (item 291), as if that patient had a

GP Mental Health Treatment Plan. The review service must include a personal attendance by the GP with the patient.

The review mustriclude:
1 recording the patientés agreement for this s Vi ce,;
t

er
he goal

1 a review of the patientds progress against

1 modification of the documented GP Mental Health Treatment Plan if required;

i checking, reinforing and expanding education;

1 a plan for crisis intervention and/or for relapse prevention, if appropriate and if not previously provided; and

i re-administration of the outcome measurement tool used in the assessment stage, except where considered
clinically inappropriate.
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Note: This review is a formal review point only and it is expected that in most cases there will be other consultations
between the patient and the GP as part of ongoing management.

The recommended frequency for the review service,édllong f or vari ation in patientsd |
1 an initial review, which should occur between four weeks to six months after the completion of a GP Mental
Health Treatment Plan; and
1 if required, a further review can occur three months after the first review.

In general, most patients should not require more than two reviews in a 12 month period, with ongoing management
through the GP Mental Health Treatment Consultation and standard consultation items, as required.

A rebate will not be paid within three montifa previous claim for the santem/s or withinfour weeks following a
claim for a GP Mental Health Treatment Plan item other than in exceptional circumstances.

GP MENTAL HEALTH TREATMENT CONSULTATION i (ltem 2713)

The GP Mental Health Treatment Conatitin item is for an extended consultation with a patient where the primary
treating problem is related to a mental disorder, including for a patient being managed under a GP Mental Health
Treatment Plan. This item may be used for ongoing managemepttéat with a mental disorder. This item should not
be used for the development of a GP Mental Health Treatment Plan.

A GP Mental Health Treatment Consultation must include:
i taking relevant history and i de ndtprdvigushndgcurnehnted);pat i ent
i providing treatment, advice and/or referral for other services or treatment; and
i documenting the outcomes of the consultation in the
plan (where applicable).

A patiert may be referred from a GP Mental Health Treatment Consultation for other treatment and services as per normal
GP referral arrangements. This does not include referral for Medicare rebateable services for focussed psychological
strategy services, clinitpsychology or other allied mental health services, unless the patient is being managed by the GP
under a GP Mental Health Treatment Plan or under a referred psychiatrist assessment and management plan (item 291).

Consultations associated with this itemst be at least 20 minutes duration.

REFERRAL
Once a GP Mental Health Treatment Plan has been completed and claimed on Medicare, or a GP is managing a patient
under a referred psychiatrist assessment and management plan (item 291), a patient f®eligildeten (up to 16
services from 1 March 2012 to 31 December 2012 where exceptional circumstances apply) Medicare rebateable allied
mental health services per calendar year for services by:

i clinical psychologists providing psychological therapies; or

i appropriately trained GPs or allied mental health professionals providing focussed psychological strategy (FPS)

services.

In addition to the above services, patients will also be eligible to claim up to ten separate services for the provision of
group trerapy.

When referring patients, GPs should provide similar information as per normal GP referral arrangements, and specifically
consider including both a statement identifying that a GP Mental Health Treatment Plan has been completed for the patient
(incudi ng, where appropriate and with the patientoés agree
Treatment Plan) and clearly identifying the specific number of sessions the patient is being refeReéefoals for

patients with either a BMental Health Treatment Plan or referred psychiatrist assessment and management plan (item

291) should be provided, as required, for an initial course of treatment (a maximum of six services in any one referral but
may be less dependingonthereferralh t he pati entés clinical need) . There
within a patientds entitlement of up to ten services pe
2012 where exceptional circumstances apply). The@®@Po ul d consi der the patientods cl i
the initial referral. This can be done using a GP Mental Health Treatment Plan Review, a GP Mental Health Treatment
Consultation or a standard consultation item.

Provisions exist whic allow a further referral for up to an additional six services in a calendar year to be made in
exceptional circumstances (to a maximum total of 16 individual allied mental health services per patient from 1 March
2012 to 31 December 2012).



Note: Patiants will be able to receive an additional six individual allied mental health services under exceptional
circumstances from 1 March 2012 to 3lecember2012. From 1 January 2013 the number of individual allied mental
health services for which a person caaceive a Medicare rebate will be ten services per calendar year.

Exceptional <circumstances are defined as a significant
which make it appropriate and necessary to increase the maximubenafservices. It is up to the referring practitioner
(e.g. GP) to determine that the patient meets these requirements.

Where referrals are provided in exceptional <circumstanc
should be amotated to briefly indicate the reason why the allied mental health service involved was required in excess of
the 10 services permitted within a calendar year.

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

(up to 16 services from 1 March 2012 to 31 December 2012 where exceptional circumstances apply) psychological
therapy services (items 80000 to 80020), focussed psychological seaNiedsnental health services (items 80100 to

80170) or GP focussed psychological strategies services (items 2721 to 2727) available under the Better Access to
Psychiatrists, Psychologists and General Practitioners through the Medicare Benefits Schedule initiative per calendar year.
GPs referring patiestfor services under the ATAPS program should refer to the ATAPS Operational Guidelines.

ADDITIONAL CLAIMING INFORMATION
Before proceeding with any GP Mental Health Treatment Plan or Review service the GP must ensure that:

@) the steps involved inprovidn g t he service are explained to the paf
permi ssion) to the patientédés carer; and
(b) the patientds agreement to proceed is recorded.

Before completing any GP Mental Health Treatment Plan or Review serviadadmihg a benefit for that service, the GP

must offer the patient a copy of the treatment plan or
records. This should include, subj ec ter theretppreprigica The €mt 6 s
may, with the permission of the patient, provide a copy of the GP Mental Health Treatment Plan, or relevant parts of the
plan, to other providers involved in the patientés trea

The GP Mental Health Treatment Plan, Reviand Consultation items cover the consultations at which the relevant items
are undertaken, noting that:

91 if a GP Mental Health Treatment item is undertaken or initiated during the course of a consultation for
another purpose, the GP Mental Health Treatrf$an, Review or Consultation item and the relevant
item for the other consultation may both be claimed;

1 if a GP Mental Health Treatment Plan is developed over more than one consultation, and those
consultations are for the purposes of developing thg plaly the GP Mental Health Treatment Plan
item should be claimed; and

1 if a consultation is for the purpose of a GP Mental Health Treatment Plan, Review or Consultation
item, a separate and additional consultation should not be undertaken in conjwitttidre mental
health consultation, unless it is clinically indicated that a separate problem must be treated
immediately.

Where separate consultations are undertaken in conjunct
Medicare vouber (assignment of benefit form) for the separate consultation should be annotated (e.g. separate
consultation clinically required/indicated).

A benefit is not claimable and an account should not be rendered until all components of the relevant beerhave
provided.

All consultations conducted as part of the GP Mental Health Treatment items must be rendered by the GP and include a
personal attendance with the patieAtspecialist mental health nurse, other allied health practitidderiginal and

Torres Strait Islander health practitior@rAboriginal Health Worker with appropriate mental health qualifications and
training may provide general assistance to GPs in provision of mental health care.

Exceptional circumstances

There are minimum time iatvals for payment of rebates for GP Mental Health Treatment items (as detailed above), with

provision for claims to be made earlier than these minimum intervals in exceptional circumstaraztition, eligible

patients may be referred for up to 10iuidual and 10 group therapy Medicare rebateable allied mental health services per
calendar year, with provision for referral for up to an additional 6 individual services in exceptional circumstances from 1
March 2012 to 31 December 2012.

78



Note: Patiens will be able to receive an additional six individual allied mental health services under exceptional
circumstances from 1 March 2012 to 3lecember2012. From 1 January 2013 the number of individual allied mental
health services for which a person carceive a Medicare rebate will be ten services per calendar year.

Exceptional <circumstances exist for a patient if there
care requirements that requires, for example a new GP MentahHeahtment Plan or a new Review, rather than
amending the existing GP Mental Health Treatment Plan.

Where a service is provided in exceptional circumstance
benefit form) should be annotateddefly indicate the reason why the service involved was required earlier than the
minimum time interval for the relevant item (for example, annotated as clinically indicated, discharge, exceptional
circumstances, significant change).

Links to other Medicare Services

It is preferable that wherever possible patients have only one plan for primary care management of their mental disorder.
As a general principle the creation of multiple plans should be avoided, unless the patient clearly requiresrzad additi

plan for the management of a separate medical condition.

The Chronic Disease Management (CDM) care plan items (items 721, 723, 729, 731 and 732) continue to be available for
patients with chronic medical conditions, including patients with commexs.

i Where a patient has a mental health condition only, it is anticipated that they will be managed under the new GP
Mental Health Treatment items.
i Where a patient has a separate chronic med.iedieal cConi

condition through a GP Management Plan, and to manage their mental health condition through a GP Mental
Health Treatment Plan. In this case, both items can be used.

1 Where a patient has a mental health condition as well as significambdxditiesand complex needs requiring
teambased care, the GP is able to use both the CDM items (forliased care) and the GP Mental Health
Treatment items

The Department of Human Services (DHS) has developtshiih Practitioner Guideline to substantiate the preparation
of a valid GP Mental Health treatment Plahich is located on the DHS website.

A.47.. PROVISION OF FOCUSSED PSYCHOLOGICAL STRATEGIES - (ITEMS 2721 TO 2727)

Focussed psychological strategies are specific mental health care management strategies, derived from evidence based
psychological therapies that have been shown to integrate the best research evidence of clinical effectiveness with general
practice clinical expertise. The decision to recommend Focussed Psychological Strategies to a patient must be made eithel
in the context of a GP Mental Health Treatment Plan or a Psychiatrist Assessment and Management Plan.

Minimum Requirements
All consultations providing Focussed Psychological Strategies must be rendered by a medical practitioner (including a
general practitioner, but not including a specialist or consultant physician).

To ensure appropriate standards for the provision of FocusgeldRsgical Strategies, payment of Medicare rebates for
these items will be limited to medical practitioners who are registeredheitbepartment of Human Servicas having
satisfied the requirements for higher level mental health skills for provi§ithre service, as determined by the General
Practice Mental Health Standards Collaboration.

Continued access to item numbers 272727 will be dependent on the practitioner meeting the ongoing mental health
education requirements as determined by thee@G# Practice Mental Health Standards Collaboration.

Patients will be permitted to claim Medicare rebates for up to ten allied mental health services under these item numbers
per calendar year. The ten services may consist of: GP focussed psychslogfiegles servicegigms 2721 to 2727);

and/or psychological therapy services (items 80000 to 80015); and/or focussed psychological Strateglanental

health services (items 80100 to 80115; 80125 to 80140; 80150 to 80165).

The referring practitiner may consider that in exceptional circumstances the patient may require an additional 6 services
above those already provided (to a maximum total of 16 individual services per patient from 1 March 2012 to 31
December 2012).


The%20Department%20of%20Human%20Services%20has%20developed%20an%20Health%20Practitioner%20Guideline
The%20Department%20of%20Human%20Services%20has%20developed%20an%20Health%20Practitioner%20Guideline

Note: Patients will be ale to receive an additional six individual allied mental health services under exceptional
circumstances from 1 March 2012 to 3lecember2012. From 1 January 2013 the number of individual allied mental
health services for which a person can receive a litade rebate will be ten services per calendar year.

After the patient has received 10 focussed psychological strategies services, the practitioner managing the patient under
either the GP Mental Health Treatment Plan or Psychiatrist Assessment anceManaglan must conduct a review, and
the conclusion of the review be noted in the patientds
exceptional circumstances.

O0Exceptional circumstanceso6t lag ep alteifé mted@s acl ianisd @lni d 0 ®ain
which make it appropriate and necessary to increase the maximum number of sétrisags to the referring practitioner
(e.g GP) to determine that that patient meets these requirements.

Whereré er r al s are provided in exceptional circumstances,
should be annotated to briefly indicate the reason why the allied mental health service involved was required in excess of
the 10 services perited within a calendar year.

Invoices for services provided under exceptional circumstances must state that exceptional circumstances apply.

Out-of-Surgery Consultation
It is expected that this service would be provided only for patients who are umalbientd the practice.

Specific Focussed Psychological Strategies
A range of acceptable strategies has been approved for use by medical practitioners in this context. These are:

1. Psychaeducation
(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
- Controlledbreathing

4. Skills training

- Problem solving skills and training
- Anger management

- Social skills training

- Communication training

- Stress management

- Parent management training

5. Interpersonal Therapy

Mental Disorder

A mental disordermaybde f i ned as a significant i mpairment of an in
abilities which may require intervention and may be a recognised, medically diagnosable iliness oridikeder

definition is informed by the World Health Onmgjaation, 1996, Diagnostic and Management Guidelines for Mental

Disorders in Primary Care:ICB10 Chapter V Primary Health Care Version.

Dementia, delirium, tobacco use disorder and mental retardation are not regarded as mental disorders for thef purposes
these items.
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A.48.. PAIN AND PALLIATIVE MEDICINE (ITEMS 2801 TO 3093)

Attendance by arecognised specialist or consultant physician in the specialty of pain medici2801, 2806, 2814,
2824, 2832, 2840) and Case conference byemognised specialisor consultant physician in the specialty of pain
medicine (2946, 2949, 2954, 2958, 2972, 2974, 2978, 2984, 2988, 2992, 2996, 3000).

ltems 2801, 2806, 2814, 2824, 2832, 2840, 2946, 2949, 2954, 2958, 2972, 2974, 2978, 2984, 2988, 29N X996,
apply aly to a service provided by r@cognised specialist or consultant physician in the specialty of pain medicine
relation to a pain patient referred from another practitioner (see Paragraph 6 of the General Explanatory notes).

The conditions that applp the Case Conferences items (2946, 2949, 2954, 2958, 2972, 2974, 2978, 2984, 2988, 2992,
2996,3000) are the same as those for the Case Conferences by consultant physicians (Items 820 to 838). See explanator
note A.25 for details of these conditions.

Where the service provided to a referred patient is by a medical practitioner ahecisgnisedspecialist or consultant
physician in the specialty of pain mediciaad that service is pain medicine, then the relevant items from the pain
specialist groug2801, 2806, 2814, 2824, 2832, 2840, 2946, 2949, 2954, 2958, 2972, 2974, 2978, 2984, 2988, 2992, 2996,
3000) must be claimed. Services to patients who are not receiving pain medicine services should be claimed using the
relevant attendance or case confeirg items.

Attendance by a recognised specialist or consultant physician in the specialty of palliative medicine (3005, 3010,
3014, 3018, 3023, 3028) and Case conference by a recognised specialist or consultant physician in the specialty of
palliative medicine (3032, 3040, 3044, 3051, 3055, 3062, 3069, 3074, 3078, 3083, 3088, 3093).

Iltems 3005, 3010, 3014, 3018, 3023, 3028, 3032, 3040, 3044, 3051, 3055, 3062, 3069, 3074, 3078, 3083, 3088, 3093,
apply only to a service provided byrecognisedspecialistor consultant physician in the specialty of palliative medicine
in relation to a palliative patient referred from another practitioner (see Paragraph 6 of the General Explanatory notes).

General Practitioners whare recognised specialist in the spetyabf palliative medicineand are treating a referred
palliative patient and claiming items 3005, 3010, 3014, 3018, 3023, 3028, 3032, 3040, 3044, 3051, 3055, 3062, 3069,
3074, 3078, 3083, 3088, 3093 cannot access the GP Management Plan items (721 and &) Care Arrangement

items (723 and 732) for that patient. The referring practitioner is able to provide these services.

The conditions that apply to the Case Conferences items (3032, 3040, 3044, 3051, 3055, 3062, 3069, 3074, 3078, 3083
3088, 3093) ee the same as those for the Case Conferences by consultant physicians (Items 820 to 838). See explanator)
note A.25 for details of these conditions.

Where the service provided to a referred patient is by a medical practitioner who is a recognisést spemiasultant
physician in the specialty of palliative medicine and that service is a palliative medicine service, then the relevant items
from the palliative specialist group 3005, 3010, 3014, 3018, 3023, 3028, 3032, 3040, 3044, 3051, 3055, 30827806

3078, 3083, 3088, 3093) must be claimed. Services to patients who are not receiving palliative care services should be
claimed using the relevant attendance or case conferencing items.

A.49.. TELEPSYCHIATRY - (ITEMS 353 TO 370)

Telepsychiatry is defined as electronic transmission of psychiatric consultations, advice or services in digital form from
one location to another using a data communication link provided by a third party carrier, or cinrégysires the

providers to comply with & International Telecommunications Union Standards which cover all types of
videoconferencing from massive bandwidth to internet Ufs¥-rays are required for a psychiatric consultation then the
consultant psychiatrist must comply with the DICOM Staddar

Support and Resourcing

The Royal Australian and New Zealand College of Psychiatrists encourages best practice in telepsychiatry and to this end
has developed a Telepsychiatry Position Statement. To obtain a copy of this document and/or furtheiomformat

assistance and support, practitioners are able to contact the College by email cpd@ranzcp.org or by visiting
WWW.ranzcp.org

Duration of Telepsychiatry Consultation

For items 353 to 358 théame provides a rangef options equal to those provided in items 300 to 308 to allow for the
appropriate treatment depending on the requirements of the treatment plan.

Number of Consultations in a Calendar Year
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Items 353 to 358 may only be claimed for up to a maximum of 18ut@tions in aggregate for each patient in a calendar
year. Items 364 to 370 are to be claimed where-tadace consultations are clinically indicated. Items 364 to 370 must be
used to ensure that Medicare payments continue for further telepsychiadnftatons.

If the number of attendances in aggregate to which items 296 to 299, 300 to 308, 353 to 358 and 361 to 370 apply exceeds
50 for a single patient in any calendar year, any further attendances on that patient in that calendar year weuédlibe cov
by items 310 to 318.

Documenting the Telepsychiatry Session

For items 353 to 370 the psychiatrist must keep a record of the treatment provided during an episode of care via
telepsychiatry sessions or fameface consultations and must convey thisviiting to the referring practitioner after the
first session and then, at a minimum, after every six consultations.

Geographical

Telepsychiatry items 353 to 361 are available for use when a referred patient is located in a regional, rural or remote area
A regional, rural or remote area is classified as a RRMAaBea under the Rural Remote Metropolitan Areas
classification system.

Referred Patient Assessment and Management Plan review (Item 359)

Referral for item 359 should be through the GP or gpgting nurse practitioner for the management of patients with
mental illness. In the event that a specialist of another discipline wishes to refer a patient for this item the referral sho
take place through the GP or participating nurse practitidibem 359 is available in instances where the GP or
participating nurse practitioner initiates a review of the management plan provided und&iteisually where the

current plan is not achieving the anticipated outcome. It is expected that whensarplaewed, any modifications
necessary will be made.

The Royal Australian and New Zealand College of Psychiatrists (RANZCP) Referred Patient Assessment and
Management Plan GuidelinegNote: An electronic version of the Guidelines is available on tABECP website at
WWW.ranzcp.org )

Initial Consultations for NEW PATIENTS (Item 361)

The rationale for item 361 is to improve access to psychiatric services by encouraging an increase in the number of new
patients seen by each psychiatrist, while ackndgiley that ongoing care of patients with severe mental illness is integral

to the role of the psychiatrist. Referral for item 361 may be from a participating nurse practitioner, medical practitioner
practising in general practice, a specialist or anotbeswtant physicianlt is intended that item 361 will apply once only

for each new patient on the first occasion that the patient is seen by a consultant psydhiatrist.generally intended

that item 361 will be used in conjunction with, or prioyitem291

The use of items 361 and 22689 by one consultant psychiatrist does not preclude them being used by another consultant
psychiatrist for the same patient.

A.50.. ATTENDANCES BY MEDICAL PRACTITIONERS WHO ARE EMERGENCY PHYSICIANS - (ITEMS 501 TO 536)

Items 501 to 536 relate specifically to attendances rendered by medical practitioners who are holders of the Fellowship of
the Australasian College for Emergency Medicine (FACEM) and who participate in, and meet the requirements for,
quality assurance and maintenance of professional standards by the ACEM.

Items 501 to 511 cover five categories of attendance based largely on the tasks undertaken in a recognised emergency
medicine department of a private hospital by the practitioner durirgttdredance on the patient rather than simply on the

time spent with the patient. The emergency department must be part of a hospital and this department must be licensed as
an fiemergency departmento by the appropriate State gove

The attedances for items 501 to 515 are divided into five categories relating to the level of complexity, namely:

0] Level 1
(i) Level 2
(iii) Level 3
(iv) Level 4
(V) Level 5

To assist medical practitioners who are emergency physicians in selecting theiappitem number for Medicare
benefit purposes the following notes in respect of the various levels are given.
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LEVEL 1

This item is for the obvious and straightforward cases
ili mi medatekxano, means examination of the affected part
LEVEL 2

The description of this item introduces the words fexpa
documentation of a diagnosis and managemt pl an i n rel ation to one or more p

problem focussed historyd means a history relating to a
documentation of a management mpdr@anof managerentdra sany fmmediate | at i o
action necessary such as advising or counselling the patient, ordering tests, or referring the patient to a specihlist medica
practitioner or other allied health professional. The essential difference betwess Lend 2 relate not to time but to
complexity.

LEVEL 3
Further | evels of complexity are implied in these ter ms
complexityo.

LEVEL 4
This item covers more difficult problems requiringtheki ng of a Adetailed historyo ani
more systemso, with or without I iaison with other healt

or her agent and/or relatives.

LEVEL 5

This item covers the ditult problems where the diagnosis is elusive and highly complex, requiring consideration of

several possible differential diagnoses, and the making of decisions about the most appropriate investigations and the ordel
in which they are performed. Thesems also cover cases which need prolonged discussion. It involves the taking of a
comprehensive history, comprehensive examination and involving medical decision making of high complexity.

In relation to the time in recording appropriate details ok#mice, only clinical details recorded at the time of the
attendance count towards the time of consultation. It does not include information added at a later time, such as reports of
investigations.

A.51.. PROLONGED ATTENDANCE BY AN EMERGENCY PHYSICIAN IN TREATMENT OF A CRITICAL CONDITION - (ITEMS
519 70 536)

The conditions to be met before services covered by items 519 to 536 attract benefits are:

® the patient must be in imminent danger of death ;
(i) the times relate to the total time spent withregkd patient, even if the time spent by the physician is not
continuous.

A.52.. CASE CONFERENCES BY CONSULTANT PSYCHIATRISTS - (ITEMS 855 TO 866)

A range of new items has been introduced for case conferences by consultant psychiatrists in comtimgsityrekfor
discharge planning for hospital-patients. These items are introduced to improve the effectiveness of psychiatric case
conferences and make it easier for psychiatrists to work with general practitioners and allied health profesgielgals, the
ensuring better coordinated care for patients. Three new items (855, 857 and 858) cover the organisation of a community
case conference and a further three (861, 864 and 866) cover the organisation of a discharge case conference. Where a
consultant pychiatrist organises a case conference a multidisciplinary team requires the involvement of a minimum of
three formal care providers from different disciplines. The consultant psychiatrist and one other medical practitioner
(other than a specialist orcansultant physician) are counted towards the minimum of three.

Items 855, 857, and 858 apply to a community case conference (including a case conference conducted in a residential
aged care facility) organised to discuss one patient in detail and appije® a service in relation to a patient who suffers
from at least one medical condition that has been (or is likely to be) present for at least 6 months, or that is temsnal. |
855, 857, and 858 do not apply to arpatient of a hospital.

For items 861, 864 and 866 a discharge case conference is a case conference carried out in relation to a patient before the
patient is discharged from a hospital. Iltems 861, 864 or 866 are payable not more than once for each hospital admission.

The purpose cé case conference is to establish and coordinate the management of the care needs of the patient.

A case conference is a process by which a multidisciplinary team carries out the following activities:
- di scusses a patientédés history,;
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- identifiesthepgi ent 6s mul ti di sciplinary care needs;

- identifies outcomes to be achieved by members of the case conference team giving care and service to the
patient;

- identifies tasks that need to be undertaken to achieve these outcomes, and allocates thosedariers$ of
the case conference team; and assesses whether previously identified outcomes (if any) have been achieved.

For the purposes of items 855 to 866, a multidisciplinary team requires the involvement of a minimum of three formal care
providers fran different disciplines, each of whom provides a different kind of care or service to the patient, and one of
whom must be the patient's usual medical practitioner. The consultant psychiatrist and the medical practitioner are
counted toward the minimum tiree.

The patient's carer may be included as a member of the team (See A.49.8 below), in addition to the minimum of three
health or care providers but do not count towards the minimum of three for Medicare purposes.

For the purposes of items 855 to &6onsultant psychiatrist should generally be the consultant psychiatrist that has
provided the majority of services to the patient over the previous 12 months and/or will provide the majority of services to
the patient over the coming 12 months.

Forthepur poses of A. 49. 5, iformal care providero includes

practitioner (other than a specialist or consultant physician):

- allied health professionals such as, but not limited to: Aboriginal healthwcakers; asthma educators;
audiologists; dental therapists; dentists; diabetes educators; dieticians; mental health workers; occupational
therapists; optometrists; orthoptists; orthotists or prosthetists; pharmacists; physiotherapists; podiatrists;
psychobgists; registered nurses; social workers; speech pathologists.

- home and community service providers, or care orgartr
providers; personal care workers (workers who are paid to provide care servigka)ioor officers.

The involvement of a patientés carer, such as a friend
provide significant benefits in terms of coordination of care for the patient. Where the patient has a camesuttaent
psychiatrist should consider inviting the carer to be an additional member of the multidisciplinary case conference team,

with the patientds agreement and where the carerbés inpu
confererc e . The involvement of the patientds carer is not
Where the patientds carer is not a member of the multid

provide information to the carerwhesep pr opri at e and with the patientds agre
take account of the impact of the tasks identified in the case conference on the capacity of the carer to provide support to
the patient. Additional responsibilities shouldnob e assi gned to the patientds care

Organisation of a case conference

Organise and coordinate a case conference means undertaking the following activities in relation to a case conference:

- explaining to the patient the tuae of a case conference, and asking the patient whether the patient agrees to the
case conference taking place; and

- recording the patientobés agreement to the case conf e

- recording the day on which the conference was held, and the timeschtthiconference started and ended;

and
- recording the names of the participants; and
- recording the matters mentioned in A.49.4 and putti

- of fering the pati enap p(raonpdr itahtee paantdi ewittdhs tchaer epra,t iiefnt
other member of the team a summary of the conference; and
- discussing the outcomes of the case conference with the patient.

General requirements
I n circumstances wh &al mactitidner, ismeat availabte todhs a memheraof theroasa conference
team, another medical practitioner known to the patient may be substituted.

It is expected that a patient would not normally require more than 5 case conferencesrioraH gerial.

The case conference must be arranged in advance within a time frame that allows for all the participants to attend. The
minimum three care providers must be present for the whole of the case conference. All participants must be in
communication with ezh other throughout the conference, either face to face, by telephone or by video link, or a
combination of these.

In explaining to the patient the nature of a case conference and asking the patient whether he or she agrees to the case
conference takinglace, the medical practitioner should:
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- Inform the patient that his or her medical history, diagnosis and care preferences will be discussed with other
care providers;

- Provide an opportunity for the patient to specify what medical and personal iritmrhator she wants to be
conveyed to or withheld from the other case conference team members; and

- Inform the patient that he or she will incur a charge for the service provided by the practitioner for which a
Medicare rebate will be payable.

- Inform the patient of any additional costs he or she will incur. The benefit is not claimable (and an account
should not be rendered) until all components of these items have been provided. (See General Notes 7.6)

A.53.. CASE CONFERENCE BY CONSULTANT PHYSICIANS IN GERIATRIC/REHABILITATION MEDICINE - (ITEM 880)

Item 880 applies only to a service provided by a consultant physician or a specialist in the specialty of Geriatric or

Rehabilitation Medicine who has completed the additional requirements of the Roy@l@gian College of Physicians

for recognition in the subspecialty of geriatric medicine or rehabilitation medicine. The service must be in relation to an

admitted patient in a hospital (not including a patient in a residential aged care facility) nebeiving one of the

following types of specialist care:

1 geriatric evaluation and management (GEM), in which the clinical intent is to maximise health status and/or optimise
the living arrangements for a patient with multidimensional medical conditidhstgabilities and psychosocial
problems, who is usually (but not always) an older patient; or

1 rehabilitation care, in which the clinical intent is to improve the functional status of a patient with an impairment or
disability.

Both types of care are ielenced by multdisciplinary management and regular assessments against a plan with negotiated
goals and indicative timér ames. A case conference is wusually held on
admission, usually as partofaregdac hedul ed team meeting, at which all th
care are discussed in sequence.

The specific responsibilities of the coordinating consultant physician or specialist are defined as:
1 coordinating and facilitating the uttidisciplinary team meeting;
1 resolving any disagreement or conflict so that management consensus can be achieved;
1 clarifying responsibilities; and
1 ensuring that the input of participants and the outcome of the case conference is appropriately recorded.

The multidisciplinary team participating in the case conference must include a minimum of three formal inpatient care
providers from different disciplines, including at least two providers from different allied health disciplines (listed at do
point 2 ofA24.7). The consultant physician or specialist is counted toward the minimum of three. Although they may

attend the case conference, neither the patient nor his or her informal carer, or any other medical practitioner can be
counted toward the minimum diree.

The case conference must be arranged in advance, within a time frame that allows for all the participants to attend. The
minimum of three formal inpatient care providers must be present for the whole of the case conference.

Prior informed consen must be obtained from the patient, or the pa
she will incur a charge for the service for which a Medicare rebate will be payable.

Item 880 is not payable more than once a week or on the same aalaan for any of the physician discharge case
conferencing items 830, 832, 834, 835, 837 and 838, in respect of a particular patient.

A.54.. NEUROSURGERY SPECIALIST REFERRED CONSULTATION - (ITEMS 6007 TO 6015)

Referred consultations provided by sfadist neurosurgeons will be covered under items 6007 to 6015. These new
items replace the use of specialist items 104 and 105 for referred consultations by neurosurgeons.

The neurosurgical consultation structure comprises an initial consultatior6@@r and four categories of
subsequent consultations (items 6@T85). These categories relate to the time AND level of complexity of the
attendance i.e

(@) Level 1- 6009
(ii) Level 2- 6011
(iii) Level 3-6013
(iv) Level 4- 6015

The following provides further guidaador neurosurgeons in utilising the appropriate items in common clinical
situations:
(i) Initial consultation item 6007 will replace item 104.
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(ii) Subsequent consultation items 608315 will replace item 105

Item 6009 (subsequent consultation oratigmt for 15 mins or less) covers a minor subsequent attendance which is
straightforward in nature. Some examples of a minor attendance would include consulting with the patient for the purpose
of issuing arepeat script for anticonvulsant medicationshar routine review of a patient with a ventricyderitoneal

shunt.

Item 6011 (subsequent consultation on a patient for a duration of between 16 to 30 mins) would involve an detailed and
comprehensive examination of the patient which is greater in coitypllean would be provided under item 6009,

arranging or evaluating any necessary investigations and include detailed relevant patient notes. Where a management
plan is formulated it is expected that this plan is discussed in detail with the patienvattdrarecord included in the

patient notes. Some examptisa detailed neurosurgical attendance would include:

1 the reviewing of neuroimaging for the monitoring of a tumour or lesion and discussion of the results with the
patient (e.g. meningiomagliomspinal cord tumour);

i consultation on a patient to review imaging for spinal cord/cauda equina/ nerve root compression from a disc
prolapse and discussion of results; or

i consultation on a patient prior to insertion of a ventriquaoitoneal shunt)

Item6013 (subsequent consultation on a patient with complex neurological conditions for the duration of between 31
to 45 mins) should involve a extensive and comprehensive examination of the patient greater in complexity than under
item 6011, arranging or eliating any necessary investigations and include detailed relevant patient notes. Item 6013
would be expected to cover complications, adverse outcomes, or review of chronic conditions. Where a management
plan is formulated it is expected that this plamliscussed in detail with the patient and a written record be included in

the patient notes. Some examples of an extensive neurosurgical attendance would include:

i an attendance on a patient prior teraniotomy for cerebral tumour;
1 surgery for spinal teour;

i revision of spinal surgery;

i epilepsy surgery; or

i for the treatment of cerebral aneurysm.

Examination of such patients would include full cranial nerve examination or examination of upper and lower limb
nervous system.

Item 6015 (subsequent cofftation on a patient with complex neurological conditions for a duration of more than 45
mins) should involve an exhaustive examination of the patient that is more comprehensive than 6013 and any ordering
or evaluation of investigations and include dethilelevant patient notes. It would be expected to cover
complications, adverse outcomes, or review of chronic conditions. Where a management plan is formulated it is
expected that this plan is thoroughly discussed with the patient and a written redoctutbed in the patient notes.

An exhaustive neurosurgical consultation includes:

i managing adverse neurological outcomes;

i detailed discussion when multiple modalities are available for treatment (e.g. clipping versus coiling for
management of a cerebraleaurysm, surgical resection versus radiosurgery for cerebral tumour); or

i discussion where surgical intervention is likely to result in a neurological deficit but surgery is critical to

patient's life or to stop progressive neurologic decline (e.g. cramiale dysfunction, motodysfunction
secondary to a cerebral or spinal cord lesion).
Examination of such patients would include exhaustive neurosurgical examination includings full neurological
examination (cranial nerves and limbs) or detailed ‘focusathimation’ (e.g.: brachial plexus examination)

Complex neurosurgical problems referred to in items 6013 ansli6ollde:

i deterioration in neurologic function following cranial or spinal surgery;

i presentation with new neurologic signs/symptoms; mualéfo spinal and cranial disease (e.g.
neurofibromatosis); or

i chronic pain states following spinal surgery (including discussion of other treatment options and referral to pain
management)

NOTE: Itis expected that informed financial consent be obtairad the patient where possible.

A.55.. CANCER CARE CASE CONFERENCE - (ITEMS 871 AND 872)

For the purposes of these items:

1 private patients in public or private hospitals or the community with a malignancy of a solid organ or tissue or a
systemic cancesuch as a leukaemia or lymphoma are covered, with the exception of patients whose only cancer is a
nonmelanoma skin cancer;
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1 the billing medical practitioner may be from any area of medical practice and must be a treating doctor of the patient
discussed ahe case conference. A treating doctor should generally have treated or provided a formal diagnosis of
the patientds cancer in the past 12 mont hstretimg expect
clinicians, allied health providers support staff are not eligible to bill the item.

1 only one practitioner is eligible to claim item 871 for each patient case conference. This should be the doctor who
assumes responsibility for leading and coordinating the case conference, ensuresrttatiredkept and that the
patient is informed of the outcome of the case conference. In most cases this will be the lead treating doctor.

1 each billing practitioner must ensure that his or her patient is informed that a charge will be incurred &= the ca
conference for which a Medicare rebate will be payable;

1 participants must be in communication with each other throughout the case conference, eitbdatacer by
telephone or video link;

1 suitable allied health practitioners would generally benfane of the following disciplines: aboriginal health care
worker; asthma educator; audiologist; dental therapist; dentist; diabetes educator; dietician; mental health worker;
occupational therapist; optometrist; orthoptist; orthotist or prosthetist; pleégtnphysiotherapist; podiatrist;
psychologist; registered nurse; social worker; or, speech pathologist;

1 ingeneral, it is expected that no more than two case conferences per patient per year will be billed by a practitioner;
and

1 cancer care case confaces are for the purpose of developing a cancer treatment plan in a multidisciplinary team
meeting and should not be billed against case conference items for other purposes eg community or discharge case
conferences.

A.56.. NON-DIRECTIVE PREGNANCY SUPPORT COUNSELLING SERVICE - (ITEM 4001)

Overview

The Pregnancy Support Counselling initiatprevidesfor Medicare benefits to be paid for ndivective pregnancy

support counselling services providedatperson who is pregnant or who has been pregném ih2 months preceding

the first service to which this item or item 81000, 81005 or 81010 applies in relation to that preggaarceligible

medical practitioner (including a general practitioner, but not including a specialist or consultant phgsiaited health
professional on referral from a medical practitioner.
practitioners (including a general practitioner, but not including a specialist or consultant physician) abliel¢otipese
services.

There are four MBS items for the provision of Adinective pregnancy support counselling services:
Item 4001i services provided by an eligible GP;

Item 81000 services provided by an eligible psychologist;

Item 81005 services povided by an eligible social worker; and

Item 81010" services provided by an eligible mental health nurse.

This notes relate to provision of a Rdimective pregnancy support counselling service by an eligible GP.

Non-directive counselling is a form abunselling based on the understanding that, in many situations, people can resolve
their own problems without being provided with a soluti
person to express their feelings but not suggeat dcision the person should make. By 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 #wéstbn which is best for ¢m.

The service involves the GP undertaking a safe, confidential process that helps the patient explore concerns they have
about a current pregnancy or a pregnancy that occurred in the preceding 12 months. This includes providing, on request,
unbiased, @dencebased information about all options and services available to the patient.

The service may be used to address any pregnancy related issues for whdalectore counselling is appropriate.

Patient eligibility

Medicare rebates for nedirectivepregnancy support counselling services provided using item 4001 are available to
person who is preghant or who has been pregnant in the 12 months preceding the first service to which this item or item
81000, 81005 or 81010 applies in relation to thatjpaacy.

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

Medicare benefits

Medicare benefits are payable for up to three-dioective pregnancy support counselling servipesspatient, per
pregnancy, from any of the following item4001, 81000, 81005 and 81010.
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Where the patient is unsure of the number of Medicare rebatedimemtive pregnancy support counselling services they
have already accessed, the patient maglctéth the Department of Human Servioms 132 011. Alternatively, the GP
may check witlthe Department of Human Servidgdthough the patient must be present to give permission).

Item 10990 or item 10991 can also be claimed in conjunction with itérh gvided the conditions of the relevant item,
10990 or 10991, are satisfied.

Minimum Requirements
This service may only be provided by a GP who has completed appropriad@exive pregnancy counselling training.

A.57.. TELEHEALTH PATIENT-END SUPPORT SERVICES BY HEALTH PROFESSIONALS

These notes provide information on the telehealth MBS attendance items for medical practitioners to provide clinical
support to their patients, when clinically relevant, during video consultations with speciatistssaltant physicians
under items 2100, 2122, 2125, 2126, 2137, 2138, 2143, 2147, 2179, 2195, 2199 and 2220 in Group A30.

Telehealth patierénd support services can only be claimed where:

A a Medicare eligible specialist service is claimed;
A the servie is rendered in Australia; and
A where this is necessary for the provision of the specialist service.

A video consultation will involve a single specialist or consultant physician attending to the patient, with the possible
participation of another meditpractitioner, a participating nurse practitioner, a participating midwife, practice nurse
Aboriginal and Torres Strait Islander health practitiomeAboriginal health worker at the patient end. The above-time
tiered items provide for patiesind suport services in various settings including, consulting rooms, other than consulting
rooms, eligible residential aged care services and Aboriginal Medical Services.

Clinical indications
The specialist or consultant physician must be satisfied thatlihisally appropriate to provide a video consultation to a
patient. The decision to provide clinically relevant support to the patient is the responsibility of the specialistianphysi

Telehealth specialist services can be provided to patients tvbienis no patierénd 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 health professionalg@ctice nurseAboriginal or Torres Strait Islander health

practitioneror Aboriginal health worker) but only one item is billable for the patéerd support service. The practitioner

must be present during part or all of the consultation in ordeitl tan appropriate tim¢éiered 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 telehealth attendanitems 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 visual and audio Imtween 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.

Eligible Geographical Areas

From 1 January 2013, gaaghic eligibility for telehealth services funded under Medicare will be determined according to
the Australian Standard Geographical Classification Remoteness Area {R8%5(assifications. A Telehealth Eligible

Area will be those areas that are outsiddajor City (RA1) according to ASGRA. Patients and providers are able to
check their eligibility by following the links on the MBS Online website (www.mbsonline.gov.au/telehealth).

From 1 November 2012, there is a requirement for the patient andlgidoibe located 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 notgetmittavel to an area 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 servic

or at an Aboriginal Medical $ece or an Aboriginal Community Controlled Health Service for which a direction made

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

Telehealth Eligible Service Aresare defined at www.mbsonline.gov.au/ telehealth eligible areas
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Record Keeping
Participating telehealth practitioners must keep contemporaneous notes of the consultation including documenting that the
service was performed by video conference, the,damhe 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 attendanes 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 on a patie@tsame day by the same practitioner,
provided the second (and any following) video consultations are not a continuation of the initial or earlier video
consul tations. Practitioners will need cduntorpukdiligde t he
voucher.

Extended Medicare Safety Net (EMSN)

Items which provide for telehealth patiestid support services are subject to EMSN caps equal to 300% of the schedule
fee (to a maximum of $500). This is consistent with Government palaing to capping EMSN for MBS consultation
services.

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 convefaetatface consultations.

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 ankliwith the patient, a MBS rebate for a specialist

video consultation 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 videoconferemzets the applicable laws for security and privacy.

Bulk billing
Bulk bill incentive items 10990 or 10991 may be billed in conjunction with the telehealth items 2100, 2122, 2125, 2126,
2137, 2138, 2143, 2147, 2179, 2195, 2199 and 2220.

Duration of attenlance

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 relevatttis can be established in consultation with the specialist. The MBS fee
payablefor the supporting practitioner will be determined by the total time spent assisting the patient. This time does not
need to be continuous.

A.58.. TELEHEALTH SPECIALIST SERVICES

These notes provide information on the telehealth MBS video consulteging by specialists, consultant physicians and
psychiatrists. A video consultation involves a single specialist, consultant physician or psychiatrist attending aigatient, w
the possible support of another medical practitioner, a participating nursigéigamac, a participating midwife, practice

nurse, Aboriginal and Torres Strait Islander health practitioner or Aboriginal health worker at the patient end of the video
conference. The decision as to whether the patient requires clinical support gietiteepad of the specialist service is

based on whether the support is necessary for the provision of the specialist service. Telehealth specialist services can be
provided to patients when there is no patemtl support service provided.

MBS items numbrs 99, 112, 149, 288, 389, 2820, 3015, 6016, 13210, 16399 and 17609 allow a range of existing MBS
attendance items to be provided via video conferencing. These items have a derived fee which is equal to 50% of the
schedule fee for the consultation itetaimed (e.g. 50% of the schedule fee for item 104) when billed with one of the
associated consultation items (such as 104). A patient rebate of 85% for the derived fee is payable.

From 1 January 2013, six new MBS item numbers (113, 114, 384, 2799,r18068@4) are introduced to provide for an
initial attendance via videoconferencing by a specialist, consultant physician, consultant occupational physician, pain
medicine specialist/consultant physician, palliative medicine specialist/consultant phgsio@mosurgeon where the
service is 10 minutes or less. The new items are stand alone items and will not have a derived fee.
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Where an attendance is more than 10 minutes, practitioners should use the existing item numbers consistent with the
current arragements. Normal restrictions which apply for initial consultations will also apply for these items. For
example, if a patient has an initial consultation via telehealth, they cannot also claim an iniiedféameconsultation as
part of the same cowf treatment.

Clinical indications

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

Telehealth specialist services can be provided to patients when there is negratisnpport service provided.

Restrictions

The MBS telehealth attendance items are agaple 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 visual and audio link between thepiaéind 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.

Billing Requirements

All video consultations provided by specialistensultant physicians or psychiatrists musségarately billed That is,

only the relevant telehealth MBS consultation item and the associated derived item are to be itemised on the
account/bill/'voucher. Any other service/item billed should be itenugea separate account/bill/voucher. This will ensure
the claim is accurately assessed as being a video consultation and paid accordingly.

Practitioners should not use the notation O0telehealtho,
administrative difficulties to obtaining a patient signature for bulk billed claims (for further information see
mbsonline.gov.au/telehealth).

Eligible Geographical Areas

From 1 January 2013, geographic eligibility for telehealth services funded underakéeditt be determined according to
the Australian Standard Geographical Classification Remoteness Area {R8%€assifications. A Telehealth Eligible
Area will be those areas that are outside a Major City (RA1) according to AAG@atients and providg are able to
check their eligibility by following the links on the MBS Online websii@viv.mbsonline.gov.au/telehea)th

From 1 November 2012, there is a requirement for the patient and spégibéisibcated 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 perntitte@ltto an area 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 servic
or at an Aboriginal Medical Serviag an Aboriginal Community Controlled Health Service for which a direction made
under subsection 19(2) of thiealth Insurance Act 197&s these patients are abledoeive telehealth services anywhere

in Australia.

Telehealth Eligible Service Areas atefined atwww.mbsonline.gov.au/ telehealth eligible areas

Record Keeping
Participating telehealth practitioners must keep contemporaneous notes of the consultation includingtitgciinaiethe
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 afer time, such as reports of investigations.

Extended Medicare Safety Net (EMSN)
All telehealth consultations are subject to EMSN caps. The EMSN caps for ART and Obstetric telehealth items 13210 and
16399 were set in reference to the EMSN caps applgitiget base ART and Obstetric consultation items.

The EMSN caps for all other telehealth consultation items are equal to 300% of the schedule fee (to a maximum of $500).
The maximum EMSN benefit for a telehealth consultation is equal to the sum of the EapSor the base item and the
EMSN cap for the telehealth items.

Aftercare Rule
Video consultations are subject to the same aftercare rules as practitioners providtogdaeeconsultations.
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Multiple attendances on the same day

In some situationa 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 on a patient on 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 wil!/l need to provide the t
voucher.

Referrds
The referral procedure for a video consultation is the same as for conventiortal-face consultations.

Technical requirements
In order to fulfill the item descriptor there must be a visual and audio link between the patient and the remaiaqtactit

If the remote practitioner is unable to establish both a video and audio link with the patient, a MBS rebate for a telehealth
attendance is not payable.

Individual clinicians must be confident that the technology used is able to satisfy the seniptde and that software and
hardware used to deliver a videoconference meets the applicable laws for security and privacy.

A.59.. AUSTRALIAN DEFENCE FORCE POST-DISCHARGE GP HEALTH ASSESSMENT

Items 701, 703, 705 and 707 may be used to underth&alth assessment for a former serving member of the Australian
Defence Force, including a former member of permanent and reserve forces.

A health assessment for a former serving member of the Australian Defence Force is an assessment of:

@) a p a tphysicaltaiddgpsychological health and social function; and

(b)  whether health care, education and other assistance should be offered to the patient to improve their physical,
psychological health or social function.

This health assessment must include:

€)] a personal attendance by a medical practitioner; and
(b) taking the patientdés history, including the foll owi
i the patientodés service with the Australian Defence
work, number of deployments émeason for discharge;
ii. the patientdés soci al hi story, including relations
iii. the patientds current medical conditions;
iv. whether the patient suffers from hearing loss or tinnitus;
V. the patientdéds use of medication, including medica
without a prescription;
Vi. the patientds smoking, i f applicabl e;
vii the patientbés alcohol use, i f applicabl e;
vii.. t he pati entedGfapplxcable;st ance us
iX. the patientds | evel of physical activity;
X. whether the patient has bodily pain;
Xi. whether the patient has difficulty getting to sleep or staying asleep;
xii.  whether the patient has psychological distress;
xiii. ~ whether the atient has posttraumatic stress disorder;

xiv.  whether the patient is at risk of harm to self or others;

xv.  whether the patient has anger problems;

xvii the patientds sexual heal t h;
xvii. any other health concerns the patient has.

The assessment nwso include the following:
i measuring the patientds height;
ii. wei ghing the patient and ascertaining, or asking
last 12 months;
iii. measuring the patientds waist circumference;
iv. takihng t he patientds bl ood pressur e;
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V. using information gained in the course of taking

assessment of the patientés health is necessary,;
Vi. either making the further assessment or referring the patienbtbea medical practitioner who can make

the further assessment;
vii documenting a strategy for improving the patiento
viii.  offering to give the patient a written report of the assessment that makes recommendations for treating the

patient incluling preventive health measures;
iX. keeping a record of the assessment.

A medical practitiodescmaygaesE&Pt HeabADFAPsessment Tool 6
assessment. This assessment tool can be viewed onthe AvEasep| of t he Department of Vi
http://late ase. dva. gov. au. Ot her assessment tools mentioned |
Book may be relevant and can also be viewed on the At Ease portal.

This heath assessment may only be claimed once by an eligible patient.

The health assessment must not be performed in conjunction with a separate consultation in relation to the patient unless
the consultation is clinically necessary.

The health assessmentmhse per f or med by the patientds wusual doctor.

O.1.. BENEFITS FOR SERVICES BY PARTICIPATING OPTOMETRISTS

All Australian residents and certain categories of visitors to Australia can claim Medicare benefits for services by
participating optometrists. ThHeealth Insurance Act973contains legislation covering the major elements of the
Medicare program.

Responsibility for regulating the Medicare program lies with the Australian Government through the Department of
Health.The Department of Human Servidesesponsible for consideration of applications for the acceptance of the
Common Form of Undertaking for Participating Optometrists and for the day to day operation of Medicare and the
payment of benefits.

0O.2.. PARTICIPATION BY OPTOMETRISTS

Medicare @ys benefits for services provided by optometrists who have signed an agreement to participate in arrangements
with the Commonwealth Government. This agreement is formally known as the "Common Form of Undertaking for
Participating Optometrists" andisafte r ef erred t o as the O6Participating Agr ¢

An optometrist registered under a law in any State or Territory of Australia, who wishes to become a participating
optometrist, is required to sign the Undertaking and an employgrtafmetrists must sign a separate Undertaking except
where the optometrist and the owner of the business are the same person.

Where the optometric practice is conducted in a corporate form, such as a company or partnership, it is necessary for the
corpordion to become a "participating optometrist”, and an additional Undertaking must be signed by a person who has
authority to give the Undertaking on behalf of the organisation.

The Undertaking sets out the obligations to be met under the arrangemengs. @ape Undertaking may be obtained
from the Department of Health website at http://www.health.gov.au/internet/main/publishing.nsf/Content/optorttedry, or
Department of Human Servicegbsitewww.humanservices.gov.aur by calling 132 150 (charges may apply).

Where an employer of optometrists completes an Undertaking, that Undertaking must identify premises owned by them or
in their possessioat which heor she provides services of a kind to which the Undertaking reldtes relevant details are

to be included in schedules 2 and 3 of the Undertaking. An Undertaking completed by an individual optometrist does not
need to identify the premises from whisérvices are to be provided as the Undertaking applies to all premises from which
the optometrist will provide services.

When completed, the Undertaking should be returned to the Department of Human Services at:

Manager

Provider Eligibility and Accredétion Section
Medicare and Veterans Branch

The Department of Human Services

PO Box 1001

Tuggeranong ACT 2901.
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The Minister may refuse to accept an Undertaking given by an optometrist. In these circumstances the optometrist will be
notified in writing ofthe refusal and is given 30 days to forward a written request to the Minister, to have the matter
reviewed.

After acceptance by the Minister, or his delegate, of the completed Undertaking, a letter of acceptance of the Undertaking
will be forwarded to theptometrist.

The Manager (Provider Eligibility and Accreditation Section) must be notified in writing of any changes to the details
furnished by an optometrist in schedule 2 and schedule 3 of the Undertaking.

Participating optometrists may at any titeeminate Undertakings either wholly or as they relate to particular premises, by
notifying:

Manager

Provider Eligibility and Accreditation Section
Medicare and Veterans Branch

The Department of Human Services

PO Box 1001

Tuggeranong ACT 2901.

The date of termination may not be earlier than 30 days after the day on which the notice is served.

0.3.. PROVIDER NUMBERS

To ensure that benefits are paid only for services provided by optometrists registered with the Optometry Board of
Australia, each opimetrist providing services for which a Medicare benefit is payable requires an individual provider
number.

Provider numbers will be issued only to registered optometrists. Corporations, other business entities and individuals who
are not registered optatrists will not be issued with provider numbers.

Provider numbers are allocated to enable claims for Medicare benefits to be processed. The number may be up to eight
characters. The second last character identifies the practice location, the lastdheicky eharacter.

Optometrists can obtain a provider number from the Department of Human Services. A separate provider number is issued
for each location at which an optometrist practises and has current regis®abiader numbers for additional praoet

locations may also be obtained frolne Department of Human Servideiowing confirmation of registration.

Optometrists cannot use another optometrist's provider number.

Locum Tenens

An optometrist who has signed an Undertaking and is to provigiessgmt a practice location as a locum for more than
two weeks or will return to the practice on a regular basis for short periods should apply for a provider number for that
location.

If the locum is to provide services at a practice for less than waksy the locum can use their own provider number or
can obtain an additional provider number for that location.

Normally, Medicare benefits are payable for services rendered by an optometrist only when the optometrist has completed
an Undertaking. Howear, benefits may be claimed for services provided by an optometrist who has not signed the
Undertaking if the optometrist has provided them on behalf of an optometrist who has signed the Undertaking.

To ensure benefits are payable when a locum pradtisbeese circumstances, the locum optometrist should:
9 Check that they will be providing optometry services on behalf of a participating optometrist i.e. their employer
has a current Undertaking.

9 Complete the Schedule which is available onDepartmentb Hu man Servicesd website
http://www.humanservices.gov.alvefore commencing the locum arrangement of the name and address of the
participating optometrist on whose behalf they will be providing services.

Locums can direct Medicare payments to edtiparty, for exampléhe principal of the practice, by either arranging a pay
group link and/or by nominating the principal as the payee providbulérbill stationery
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0.4.. PATIENT ELIGIBILITY

An "eligible person" is a person who resides permanently in Australia. This includes New Zealand citizens and holders of
permanent residence visas. Applicants for permanent residence may also be eligible persons, depending on circumstances
Eligible persons mustnrol with Medicare before they can receive Medicare benefits.

Medicare covers services provided only in Australia. It does not refund treatment or evacuation expenses overseas.

Medicare Cards
ThegreenMedicare card is for people permanently in AugiraCards may be issued for individuals or families.

TheblueMe di care card bearing the words Al NTERI'M CARDoO is f

Visitors from countries with which Australia has a Reciprocal Health Care Agreement (RE&4ve a card bearing the
words "RECIPROCAL HEALTH CARE".

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

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

Visitors from these countries are entitled todisal treatment while they are in Australia, comprising public hospital care
(as public patients), Medicare benefits for out of hospital services and drugs under the Pharmaceutical Benefits Scheme
(PBS). Visitors must enrol with the Department of HumarviSes to receive benefits. A passport is sufficient for public
hospital care and PBS drugs.

Exceptions:
9 Visitors from Ireland and New Zealand are entitled to public hospital care and PBS drugs only, and should present
their passports before treatmentlasy are not issued with Medicare cards.
1 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 hospital. People visiting Austealia for th
purpose ofeceiving treatment are not covered. Visitors from New Zealand and the Republic of Ireland are NOT entitled
to optometric treatment under a RHCA.

0O.5.. BENEFITS FOR SERVICES BY PARTICIPATING OPTOMETRISTS

What services are covered?

TheHealth Insuraiwe Act 1973tipulates that Medicare benefits are payable for professional services .The professional
services coming within the scope of the optometric benefit arrangements are those clinically relevant services ordinarily
rendered by the optometrist ialation to a consultation on ocular or vision problems or related procedihreddealth
Insurance Act 1978 ef i nes a o6clinically relevant serviced as a se
in the optometrical profession as beimgressary for the appropriate treatment of the patient to whom it is rendered.

From 1 January 2015, optometrists will be free to set their own fees for their professional service. However, the amount
specified in the pat.i e hargédsfortheseroce specifieduThd feelmay not maudesarnastuoh t ¢
goods or services which are not part of the MBS service specified on the accouniclkimaily relevant service must
not be included in the charge for a Medicare item. Thedfiaically relevant service must be separately listed on the
account and not billed to Medicare. Where it is necessary for the optometrist to seek patient information from the
Department of Human Services in order to determine appropriate itemisation of acemgipds or bulkbilled claims,
the optometrist must ensure that:

(a) the patient is advised of the need to seek the information and the reason the information is required;

(b) the patient's informed consent to the release of information has been olaadhed;

(c) the patient's records verify the patient's consent to the release of information.

Benefits may only be claimed when:

(a) a service has been performed and a clinical record of the service has been made;

(b) a significant consultation or examinatiprocedure has been carried out;

(c) the service has been performed at premises to which the Undertaking relates;

(d) the service has involved the personal attendance of both the patient and the optometrist; and
(e) the service is "clinically relevant" gadefined in thédealth Insurance Act 1973
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Where Medicare benefits are not payable

Medicare benefits mayot be claimed for attendances for:

(a) delivery, dispensing, adjustment or repairs of visual aids;
(b) filling of prescriptions written by other pctitioners.

Benefits areot payable for optometric services associated with:

(@ cosmetic surgery;

(b) refractive surgery;

(c) tests for fitness to undertake sporting, leisure or vocational activities;

(d) compulsory examinations or tests to obtain amymercial licence (e.g. flying or driving);
(e) entrance to schools or other educational facilities;

)] compulsory examinations for admissions to aged care facilities;

(9) vision screening.

Medicare benefits angot payable for services in the followirgrcumstances:

(a) where the expenses for the service are paid or payable to a recognised (public) hospital;
(b) an attendance on behalf of teaching institutions on patients of supervised students of optometry;
(c) where the service is not "clinically eslant" (as defined in thdealth Insurance Act 1973).

Unless the Minister otherwise directs, a benefit is not payable in respect of an optometric service where:

(a) the service has been rendered by or on behalf of, or under an arrangement with, then@eatimoa State or a
local governing body or an authority established by a law of the Commonwealth, a law of a State or a law of an
internal Territory; or

(b) the service was rendered in one or more of the following circumstances
() the employer arrargs or requests the consultation
(i) the results are provided to the employer by the optometrist
(i) the employer requires that the employee have their eyes examined
(iv) the account for the consultation is sent to the employer
(v) the consultation takes @a at the patient's workplace or in a mobile consulting room at the patient's

workplace.

Services rendered to an optometrist's dependants, employer or practice partner or dependants

A condition of the participating arrangement is that the optometrieeagrot to submit an account or a claim for services
rendered to any dependants of the optometrist, to his or her employer or practice partner or any dependants of that
employer or partner.

A 'dependant’ person is a spouse or a child. The followinggeswefinitions of these dependant persons:

aspousein relation to a dependant person means:

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

and
(b) a de facto spouse of that pen.
achild, in relation to a dependant person means:
@) a child under the age of 16 years who is in the custody, care and control of the person or the spousieeof

person; and
(b) a person who:

(i) has attained the age of 16 years who is in theodystare and control of the person of the spouse of the person;
or

(ii) is receiving full time education at a school, college or university; and
(i) is not being paid a disability support pension underSbeial Security Act 199and
(iv) is wholly or substantially dependent on the person or on the spouse of the person.

0O.6.. SCHEDULE FEES AND MEDICARE BENEFITS

Medicare benefits are based on fees determined for each optometrical service. The services provided by participating
optometrists whichtiract benefits are set out in thiealth Insurance (General Medical Services Table) Regulafmss
amended).

If the fee is greater than the Medicare benefit, optometrists participating in the scheme are to inform the patient of the
Medicare benefit payde for the item, at the time of the consultation and that the additional fee will not attract benefits.

Medicare benefits are payable at 85% of the Schedule fee for services rendered.



Medicare Safety Nets

The Medicare safety net provides families aimyles with an additional rebate for enfthospital Medicare services, once
annual thresholds are reached. There are two safety nets: the original Medicare safety net and the extended Medicare
safety net (EMSN).

Under the original Medicare safety ndtetMedicare benefit for owtf-hospital services is increased to 100% of the
Schedule Fee (up from 85%) once an annual threshold in gap costs is reaapenbsts refer to the difference between
the Medicare benefit (85%) and the Schedule Fee.

Under tle EMSN, once an annual threshold in-ofspocket costs for oubf-hospital Medicare services is reached,
Medicare will pay for 80% of any future eof-pocket costs for outf-hospital Medicare services for the remainder of the
calendar yearHowever, wiere the item has an EMSN benefit cap, there is a maximum limit on the EMSN benefit that
will be paid for that item.Further explanation about EMSN benefit caps is providediat.mbsonline.gov.au

The threshals for the Medicare safety nets are indexed on 1 January each year.

Individuals are automatically registered with the Department of Human Services for the safety nets, however couples and
families are required to register in order to be recognisedamsiby ffor the purposes of the safety netis.most cases,

registered families have their expenses combined to reach the safety net threBhisldsay help to qualify for safety net
benefits more quickly. Registration forms can be obtained from theregrat of Human Services offices, or completed
atwww.humanservices.gov.alf you have already registered it is important to ensure your details are up to date.

Further information on the Medicare safetysis available at
http://www.humanservices.gov.au/customer/services/medicare/medafatgnet.

Limiting rule for patient claims
Where a fee charged for arsice is less than the Medicare benefit, the benefit will be reduced to the amount of the fee
actually charged. In no case will the benefit payable exceed the fee charged.

Multiple attendances

Payment of benefit may be made for several attendancesaireatpn the same day by the same optometrist provided
that the subsequent attendances are not a continuation of the initial or earlier attendances. However, there should be a
reasonable lapse of time between the services before they can be regarpadaés attendances.

Where two or more attendances are made on the one day by the same optometrist the time of each attendance should be
stated on the account (e.g. 10.30 am and 3.15 pm) in order to assist in the payment of benefits. Times do net need to b
specified where a perimetry item is performed in association with a consultation item.

In some circumstances a subsequent consultation on the same day may be judged to be a continuation of an earlier
attendance and a second benefit is not payable xaane, a preliminary eye examination may be concluded with the
instillation of mydriatic or cycloplegic drops and some time later additional examination procedures are undertaken. These
sessions are regarded as being one attendance for benefit purposes.

Release of prescription

Where a spectacle prescription is prepared for the patient, it becomes the property of the patient, who is free to have the
spectacles dispensed by any person of the patient's choice. The optometrist will ensure that thenpadiesvigre that

he or she is entitled to a copy of the spectacle prescription.

Contact lens prescriptions are excluded from the above provision, although the prescription remains the property of the
patient and should be available to the patient at theptstion of the prescription and fitting process.

Reminder notices
The optometrist will ensure that any notice sent to a patient suggestmgmenation is sent solely on the basis of the
clinical needs of the patient.

Aftercare period following surgery

Medicare schedule items that apply to surgery include all professional attendances necessary fevbeagiost

treatment of the patient. The aftercare period includes aHqpesttive treatment, whether provided by a medical
practitioner or an opimetrist. The amount and duration of the aftercare may vary but includes all attendances until
recovery from the operation. Attendances provided by an optometrist in the aftercare period do not attract a Medicare
benefit.

The rebate for cataract surgengludes payment for aftercare attendances so payment for aftercare services provided by
an optometrist on behalf of a surgeon should be arranged with the surgeon. The optometrist should not charge the patient.
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In the case of cataract surgery, the firsitfdlowing surgery for which the optometrist can charge a rebatable fee is
generally the attendance at which a prescription for spectacles or contact lenses is written.

Medicare benefits are not available for refractive surgery, consultations in gi@péoathe surgery or consultations in
the aftercare period. Charges for attendances by optometrists may be made directly to the patient or to the surgeon
depending on the arrangements made prior to surgery. Accounts and the receipt issued to theqatietearly

indicate the fee is nerebatable.

Single Course of Attention
A reference to a single course of attention means:

@ In the case of items 10905 to 10918, and old item 10@06burse of attention by one or more optometrists in
relation toa specific episode of optometric care.
(b) In relation to items 10921 to 1093@ course of attention, including all associated attendances, by one or more

optometrists for the purpose of prescribing and fitting of contact lenses. This includes thesaraivisits
necessary to ensure the satisfactory performance of the lenses.

Referred comprehensive initial consultations (item 10905)Read in conjunction with 08 Referrals

For the purposes of item 10905, the referring optometrist, having constterpdtient's need for the referred

consultation, is required to provide a written referral, dated and signed, and setting out the patient's condition and the
reason for the referral.

Benefits will be paid at the level of item 10905 providing the refésredceived before the provision of the service, and
providing the account, receipt or btiiling form contains the name and provider number of the referring optometrist.
Referrals from medical practitioners do not attract benefits under item 10905.

The optometrist claiming the item 10905 service is obliged to retain the written referral for a period offouentpnths.

Referrals must be at "arms length". That is to say, no commercial arrangements or connections should exist between the
optometriss.

Second comprehensive initial consultation, within 36 months for a patient who is less than 65 years of age and once

every 12 months for a patient who is at least 65 years of age, of a previous comprehensive consultation (item 10907)

A patient can recge a comprehensive initial consultation by another optometrist within 36 months if the patient is less

than 65 years of age, and once every 12 months if the patient is at least 65 years of age, if the patient has attended anothe
optometrist for an attendae to which item 10905, 10907, 10910, 10911, 10912, 10913, 10914 or 10915 applies, or old

item 10900 applied.

Comprehensive initial consultations (items 10910 and 10911)

There are two new MBS items for comprehensive initial consultation that have beeiuded. Item 10910 has been

introduced for a professional attendance of more than 15 minutes for a patient who is less than 65 years of age. This item is
payable once only within a 36 month period, and if the patient has not received a servicenrefrasng to which item

10905, 10907, 10910, 10912, 10913, 10914 or 10915 applies, or old item 10900 applied.

Item 10911 has been introduced for a professional attendance of more than 15 minutes for a patient who is at least 65 year
of age. This item is pable once only within a 12 month period, and if the patient has not received a service in this
timeframe to which item 10905, 10907, 10910, 10911, 10912, 10913, 10914 or 10915 applies, or old item 10900 applied.

However, a benefit is payable under ite@912, 10913, 10914 or 10915 where the patient has an ocular condition which
necessitates a further course of attention being started within 36 months for a patient who is less than 65 yearsof age (ite
10910) and within 12 months for a patient who i®ast 65 years of agigem 10911) of the previous initial consultation.

The conditions which qualify for a further course of attention are contained in the descriptions of these items.

Where an attendance would have been covered by item 10905, 10900, 10911, 10912, 10913, 10914, or 10915 but
is of 15 minutes duration or less, item 10916 (Short consultation) applies.

Significant change in visual function requiring comprehensive reevaluation (item 10912)
Significant changes in visual function whijlstify the charging of item 10912 could include documented changes of:

vision or visual acuity of 2 lines (0.2 logMAR) or more (corrected or uncorrected)
visual fields or previously undetected field loss

binocular vision

contrast sensitivity or previousiyndetected contrast sensitivity loss.
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New signs or symptoms requiring comprehensive revaluation (item 10913)
When charging item 10913 the optometrist should document the new signs or symptoms suffered by the patient on the
patient's record card.

Progressive disorder requiring comprehensive reevaluation (item 10914)

When charging item 10914, the optometrist should document the nature of the progressive disorder suffered by the patient
on the patient's record card. Progressive disorders may incladiians such as maculopathy (including age related
maculopathy) cataract, corneal dystrophies, glaucoma etc.

Examination of the eyes of a patient with diabetes mellitus (item 10915)

Where an examination of the eyes, with the instillation of a mydrigtia, patient with diabetes mellitus is being

conducted, where possible this item should be billed rather than item 10914 to assist in identifying whether such patients
are receiving appropriate eye care.

Second or subsequent consultations (item 10918)
Ead consultation, apart from the initial consultation, in a single course of attention, other than a course of attention
involving the fitting and prescription of contact lenses, is covered by item 10918.

Contact lens consultations (items 10921 to 10930)
In the case of contact lens consultations, benefit is payable only where the patient is one of the prescribed classes of patien
entitled to benefit for contact lens consultations as described in items 10921 to 10929.

For claims under items 10921,10922,18921 0925 and 10930, eligibility is base
prescription, determining the spherical equivalent by adding to the spherical prescription, half the cylindrical correction.

Medicare benefits are not payable for item 10929ricuonstances where a patient wants contact lenses for:

@) reasons of appearance (because they do not want to wear spectacles);
(b) sporting purposes;

(c) work purposes; or

(d) psychological reasons (because they cannot cope with spectacles).

All attendanes subsequent to the initial consultation in a course of attention involving the prescription and fitting of

contact lenses are collectively regarded as a single service under items 10921 to 10930, as appropriate. The date of service
is deemed to be the @@aon which the contact lenses are delivered to the patient. In some cases, where the patient decides
not to proceed with contact lenses, no Medicare fee is payable because the patient has not taken delivery of the lenses. In
such instances, the patienaynbe chargedanene b at abl e (private) fee for a Opart
prescribing and fitting of lenses are regarded to be covered by the relevant item in the range 10921 to 10930. The bulk
item includes those aftercare visits necestaensure the satisfactory performance of the lenses. This interpretation is
unaltered by the frequency of aftercare visits associated with various lens types including extended wear lenses.

Consultations during the aftercare period that are unrefatét prescription and fitting of contact lenses or that are not
part of normal aftercare may be billed under other appropriate items (not items 10921 to 10930).

For patients not eligible for Medicare rebates for contact lens care, fees chargeddor lemstconsultations are a matter
between the practitioner and the patient. Any account for consultations involving the fitting and prescription of contact
lenses issued to a patient who does not fall into the specified categories should be prepeahea ey that it cannot be
used to obtain benefits. No Medicare item should be attached to any service that does not attract benefits and the
optometrist should annotate the account with wording such as "Medicare benefits not payable".

Where an optomest wishes to apportion the total fee to show the appropriate optometric consultation benefit and the
balance of the fee, he or she should ensure that the balance is described in such a way (e.g. balance of account) that it
cannot be mistaken as being aa@pe consultation. In particular no Medicare item number should be shown against the
balance.

When a patient receives a course of attention involving the prescription and fitting of contact lenses an account should not
be issued (or an assignment fornmgaeted) until the date on which the patient takes delivery of the lenses.

Benefit under items 10921 to 10929 is payable once only in any period of 36 consecutive months except where
circumstances are met under item 10930 within a 36 month period.

Domiciliary visits (items 109311 10933)

Where patients are unable to travel to an optometristaos
initiated by the patient, a domiciliary visit may be conducted, which involves the optometrisitnavgll t o t he pat i
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place of residence, and transporting the necessary equipment. Where possible, it is preferable that the patient travel to the
practice so that the full range of equipment is available for the examination of the patient.

Benefits are ayable under items 1093110933 to provide some financial assistance in the form of a loading to the
optometrist, in recompense for travel costs and packing and unpacking of equipment. The loading is in addition to the
consultation item. For the purposgfigthe loading, acceptable places of residence for domiciliary visits are:

A the patientés home;
A a residential aged care facility as defined byAged Care Act 1997%r
A an institution which means a place (other than a residential aged care adilitgpital) at which residential

accommodation and/or day care is made available to any of the following categories: disadvantaged children,
juvenile offenders, aged persons, chronically ill psychiatric patients, homeless persons, unemployed persons,
persons suffering from alcoholism, persons addicted to drugs, or physically or intellectually disabled persons.

Visits to a hospital at the patientds request are not ¢
Schedule fee can be clgad, providing the service is not bulilled. Medicare benefits are not payable in respect of the
private charge.

Iltems 10931 10933 may be used whether or not the optometrist chooses tbitblit it is important that if the

consultation is bulbilled the loading is also, and no private charge can then be levied. If the consultation is-not bulk
billed, the loading should also not be bbliked and a private charge may be levied. The usual requirement that the patient
must have requested the domaiy visit applies.

The choice of appropriate item in the range 10980933 depends on how many patients are seen at the one location.
Benefits are payable under item 10931 where the optometrist travels to see one patient at a single locationl leam 1093

be billed in addition to the consultation item. If the optometrist goes on to see another singlapatdifierent

location, that patient can also be billed an item 10931 plus the consultation. However, if two patients are visited at a single
location on the same occasion, each of the two patients should be billed item 10932 as well as the consultation item
applying to each patient. Similarly, if three patients are visited at a single location on the same occasion, eackeof the thr
patients shdd be billed item 10933 as well as the consultation item applying to each patient.

Where more than three patients are seen at the same location, additional benefits for domiciliary visits are not payable for
the fourth, fifth etc patients. On such occas, the first three patients should be billed item 10933 as well as the

appropriate consultation item, and all subsequent patients may only be billed the appropriate consultation item. Where
multiple patients are seen at one location on one occasioe,thers no provi si on for patients
threes for billing purposes.

Where a private charge is levied for a domiciliary visit, bilkng is precluded. Medicare benefits are not payable in
respect of the private charge and the patiould be informed of this. Private charges should be shown separately on
accounts issued by optometrists and must not be included in the fees for the service. Domiciliary visit loading items
cannot be claimed in conjunction with brief initial constitta item 10916, or with computerised perimetry items 10940 or
10941.

Computerised Perimetry Services (items 10940 and 10941)

Benefit under items 10940 and 10941 is payable where full quantitative computerised perimetry (automated absolute static
threshotl but not including multifocal multichannel objective perimetry) has been performed by an optometrist on both

eyes (item 10940) or one eye (item 10941) where indicated by the presence of relevant ocular disease or suspected
pathology of the visual pathwawgs brain. Item 10940 for bilateral procedures cannot be claimed for patients who are

totally blind in one eye. In this instance, item 10941 for unilateral procedures should be claimed, where appropriate.

These items can be billed either in associatich sdmprehensive consultation items 10905, 10907, 10910, 10911,
10912, 10913, 10914, or 10915, or independently, but they cannot be billed with items 10916, 10918, 10931, 10932 or
10933. An assessment and report is required and, where referral to laalophdgist for further treatment is required, the
printed results of the perimetry should be provided to the ophthalmologist to discourage repetition of perimetry unless
clinically necessary. If Medicare benefits are to be claimed, a maximum of two prgrg@erices in any twelve month

period may be provided.

Low Vision Assessment (item 10942)

A benefit is payable under item 10942 where one or more of the tests outlined in the item description are carried out on a
patient who has already been establisthéing a comprehensive consultation as having low vision, as specifically defined

in the item. This item is not intended for patients expected to undergo cataract surgery in the near future who may
temporarily meet the criteria for having low vision.

Item 10942 may be claimed on the same day as either a comprehensive initial consultation (itefihd 0998por a
subsequent consultation (item 10918), but only where the additional low vision testing has been carried out on an eligible
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patient. ltem 10948 not intended to be claimed with a brief initial consultation (item 10916), or with any of the contact
lens items (items 109210930).

Childrends vision assessment (item 10943)
Children aged 0 to 2 years, and 15 years and over, are not eligiblenidk0843 and may be treated under appropriate
attendance items.

A benefit is payable under item 10943 where one or more of the assessment and testing procedures outlined in the item
description are carried out on a patient aged 8 years inclusive, anghere a finding of significant binocular or

accommodative dysfunction is the outcome of the consultation and assessment/testing. The conditions to be assessed und
this item are primarily amblyopia and strabismus, but dysfunctions relating to vergemed¢soatovered, providing well
established and evidence based optometry practice is observed.

A benefit is not payable under item 10943 for the assessment of learning difficulties or learning disabilities.

Item 10943 may be claimed on the same day hereét comprehensive consultation (items 100@B915) or a

subsequent consultation (item 10918), but only where the additional assessment/testing has been carried out on an eligible
child. Item 10943 is not intended to be claimed with a brief initial cibat$on (item 10916), or with any of the contact

lens items (items 109210930).

0O.7.. BILLING PROCEDURES
There are three ways benefits may be paid for optometric services:

@) the claimant may pay the optometrist's account in full and then claiefitsefinom the Department of Human
Services office by submitting the account and the receipt;

(b) the claimant may submit the unpaid account to the Department of Human Services who will then send a cheque
in favour of the optometrist, to the claimant; or

(©) the optometrist may bill Medicare instead of the patient for the consultation. This is known as bulk billing. If an

optometrist direebills, they undertake to accept the relevant Medicare benefit as full payment for the
consultation. Additional chaeg for that service (irrespective of the purpose or title of the charge) cannot be
raised against the patient.

Claiming of benefits
The patient, upon receipt of an optometrist's account, has two options open for paying the account and receiving benefits.

Paid accounts
If the account has been paid in full a claimant can claim Medicare benefits in a number of ways:
T Electronically if the c¢claimantdés doctor offers this
account details collection form witMedicare.
1 Online through Medicare Online Services.
T At the claimantés | ocal Department of Human Service
1 By mail by sending a completed Medicare claim form with the original accounts and/or receipts to:

Department of Human Services
GPO Box9822
I n the claimantés capital city

1 Over the phone by calling 132 011 and giving the claim details and then sending the accounts and/or receipts to:

Telephone Claiming

Department of Human Services

GPO Box 9847

I n the claimantés capital city

Practitiones seeking information regarding registration to allow EFT payments and ecBsifess transactions, can do
so by viewing the Health Professionals section at the Department of Human Serwiess laimanserndes.gov.au

Unpaid accounts

Where the patient has not paid the account in full, the unpaid account may be presented to the Department of Human
Services with a completed Medicare claim form. In this case the Department of Human Services will forveard to th
claimant a benefit cheque made payable to the optometrist.

It is the patient's responsibility to forward the cheque to the optometrist and make arrangements for payment of the balance
of the account, i f any. 0Pay bengit mustgly law)snbt be senhdiregttce s i nv o |
optometrists, or to the claimant at an optometrist's ad
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cheques are required to be for war deuwdihtheoDepatingentofl[Hamamant 6 s
Services.

When issuing a receipt to a patient for an account that
cheque the optometrist should indicat evohedinthehpaymentofteei pt t
account o The receipt should also include any money pai

Itemised accounts

When an optometrist bills a patient for a service, the patient should be issued with a correctly itemised accourgtand recei

to enable the patient to claim Medicare benefits. Where both a consultation and another service, for example computerised
perimetry occur, these may be itemised on the same account.

Medicare benefits are only payable in respect of optometric sewhee® it is recorded on the account setting out the fee
for the service or on the receipt for the fee in respect of each service to each patient, the following information:

(a) patient's name;

(b) date on which the service(s) was rendered;

(c) adescripto of the service(s) (e.g. Ainitial consultatio
consultationoand/or fAcomputerised perimetryodo in thc

(d) Medicare Benefits Schedule item number(s);

(e) the name and practice addses name and provider number of the optometrist who actually rendered the

service(s). Where the optometrist has more than one practice location, the provider number used should be that
which is applicable to the practice location where the service(sywes;

)] the fee charged for the service(s); and

(9) the time each service began if the optometrist attended the patient on more than one occasion on the same day
and on each occasion rendered a professional service relating to an optometric itemylexeeptperimetry
item is performed in association with a consultation item, where times do not need to be specified.

The optometrist billing for the service bears responsibility for the accuracy and completeness of the information included
on accountgieceipts and assignment of benefits forms even where such information has been recorded by an employee of
the optometrist.

Payment of benefits could be delayed or disallowed if the account does not clearly identify the service as one which
qualifies for Medicare benefits or that the practitioner is a registered optometrist practising at the address where the service
was rendered. It is important to ensure that an appropriate description of the service, the item number and the optometrist's
provider numbeare included on accounts, receipts and assignment of benefit forms.

Details of any charges made other than for services, e.g. a dispensing charge, a charge for a domiciliary visit, should be
shown separately either on the same account or on a separmaiatacc

Patients must be eligible to receive Medicare benefits and must also meet the clinical requirements outlined in the
relevant item descriptors.

Duplicate accounts

Only one original itemised account per service should be issued, except in circesstaece both a consultation and
computerised perimetry occur, in which case these may be itemised on the same original account. Duplicates of accounts
or receipts should be clearly marked "duplicate” and should be issued only where the original hast.Heeplicates
should not be issued as a routine system for faccounts

Assignment of benefit (bulk billed) arrangements

Under theHealth Insurance Act973an Assignment of Benefit (buliilling) facility for professional services is available
to all persons in Australia who are eligible for benefit under the Medicare program. This facility is NOT confined to
pensioners or people in special need.

If an optometrist bullbills, they undertake to accept the relevant Medicare benefit as fullgpéayar 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:

il the patient's Medicare number must be quoted on alttililassignment of bendfforms for that patient;

the assignment of benefit forms provided are loose leaf to enable the patient details to be imprinted from the
Medicare Card;

1
i the forms include information required by Regulations under Section 19(6) bfetlleh Insurance Acl973;
and

1

the optometrist must cause the particulars relating to the professional service to be set out on the assignment of
benefit form, before the patient signs the form and cause the patient to receive a copy of the form as soon as
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practicable after thpatient signs it.

Where a patient is unable to sign the assignment of benefit form, the signature of the patient's parent, guardian or other
responsi ble person (other than the optometriialagedcargpt o met
facility proprietor or residential aged care facility staff)) is acceptable.

Where the signature space is either left blank or another person signs on the patient's behalfpibstiociude:

f the notation APatient unable to signd and

1 inthe section headed 'Practitioner's Use', an explanation should be given as to why the patient was unable to sign
(e.g. unconscious, injured hand etc.) and this note should be signed or initialled by the optometrist. If in the
opinion of the optometrighe reason is of such a "sensitive" nature that revealing it would constitute an
unacceptable breach of patient confidentiality or unduly embarrass or distress the recipient of the patient's copy of
the assignment of benefits form, a concessional reakantd medical condition" to signify that such a situation
exists may be substituted for the actual reason. However, this should not be used routinely and in most cases it is
expected that the reason given will be more specific.

Use of Medicare cards irbulk-billing
Where a patient presents without a Medicare card and indicates that they have been issued with a card but does not know
the details, the optometrist may contact the Department of Human Services on 132 150 to obtain the number.

It is importantfor the optometrist to check the eligibility of their patients for Medicare benefits by reference to the card, as
entitlement is limited to the "valid to" date shown on the bottom of the card. Additionally the card will show if a person is
enrolled throud a Reciprocal Health Care Agreement.

Assignment of benefit forms
Only the approved assignment of benefit forms available frenbDepartment of Human Serviossbsite,
www.humanservices.gov.aoan be usetb bulk-bill patients for optometric services and no other form can be used
without its approval.
(®) Form DB2-OP
This form is designed for the use of optical scanning equipment and is used to assign benefits for optometrical
services. lItis loose lead £nable imprinting of patient details from the Medicare card and comprises a throw
away cover sheet (after imprinting), a Medicare copy, a Practitioner copy and a Patient copy.
(b) Form DB4
This is a continuous stationery version of Form DB2 and hasdesgned for use on most office accounting
machines.

The Claim for Assigned Benefits (Form DB1N, DB1H)

Optometrists who accept assigned benefits must claim from the Department of Human Services using either Claim for
Assigned Benefits form DB1N or DB1HIhe DB1N form should be used where services are rendered to persons for
treatment provided out of hospital or day hospital treatment. The DB1H form should be used where services are rendered
to persons while hospital treatment is provided in a hospitddyp hospital facility (other than public patients). Both

forms have been designed to enable benefit for a claim to be directed to an optometrist other than the one who rendered the
services. The facility is intended for use in situations such as atgrert term locum is acting on behalf of the principal
optometrist and setting the locum up with a provider numberangpay up | i nk for the principa
impractical. Optometrists should note that this facility cannot be usexhtraje payments to or through a person who

does not have a provider number.

Each claim form must be accompanied by the assignment of benefit forms to which the claim relates.

Time limits applicable to lodgement of bulk bill claims for benefits

A time limit of two years applies to the lodgement of claims with the Department of Human Services under the bulk billed
(assignment of benefits) arrangements. This means that Medicare benefits are not payable for any service where the
service was rendered more thtsvo years earlier than the date the claim was lodged with the Department of Human
Services.

Provision exists whereby in certain circumstances (e.g. hardship cases), the Minister may waive the time limits. Special
forms for this purpose are availablerefjuired, from th®epartment of Human Services website
www.humanservices.gov.aur the processing centre to which bl claims are directed.

0.8.. REFERRALS (READ IN CONNECTION WITH THE RELEVANT PARAGRAPHS AT O.6)

General
Optometrists are required to refer a patient for medical attention when it becomes apparent to them that the patient's
condition is such that it would be more appropriatereatment to be undertaken by a medical practitioner.
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Optometrists may refer patients directly to specialist ophthalmologists with the patient being able to claim benefits for the
ophthalmologist's services at the referred specialist rate.

Optometrists ray refer patients directly to another optometrist, based on the clinical needs of the patient.

A referral letter or note must have been issued by the optometrist for all such services provided by specialist
ophthalmologists or optometrists in order fotipats to be eligible for Medicare benefits at the referred rate. Unless such a
letter or note has been provided, benefits will be paid at theaferred attendance rate, which has a lower rebate..

Medicare benefits at the referred rate are not paigdtients referred by optometrists to consultant physicians or to
specialists other than ophthalmologists. See relevant paragraph regarding emergency situations.

What is a referral?

For the purposes of the optometric arrangements, a "referral" is stégaespecialist ophthalmologist or another
optometrist for investigation, opinion, treatment and/or management of a condition or problem of a patient or for the
performance of a specific examination(s) or test(s).

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

(a) the referring optometrist must have turned his or her mind to the patient's need for referral and communicate
relevant information about the patient to the specialist ophthalmologist or optometrigirnothe patient is
referred (but this does not necessarily mean an attendance on the occasion of the referral);

(b) the instrument of referral must be in writing by way of a letter or note and must be signed and dated by the
referring optometrist; and
(c) thepractitioner 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.

The exceptions to the requirements in the above paragraph are that:

@) subparagraphs (b) and (c) do not apply to an emergency situation where the specialist ophthalmologist was of
the opinion that the service be rendered as quickly as possible (see paragraph below on emergency situations);
and

(b) subparagraph (c) does not apptyinstances where a written referral was completed by a referring optometrist

but was lost, stolen or destroyed.

Period for which referral is valid
A referral from an optometrist to an ophthalmologist is valid for twelve months unless the optometifigspn the
referral that the referral is for a different period (e.g. three, six or eighteen months or valid indefinitely).

The referral applies for the period specified in the referral from the date that the ophthalmologist provides thedést servi
to the patient. If there is no period specified in the referral then the referral is valid for twelve months from théhdate of
first service provided by the ophthalmologist.

Referrals for |l onger than t wel v escincal tohd#ionsequiras tomtinling carma d e
and management.

An optometrist may write a new referral when a patient presents with a condition unrelated to the condition for which the
previous referral to an ophthalmologist was written. In these cireunoss Medicare benefits for the consultation with the
ophthalmologist would be payable at initial consultation rates.

A new course of treatment for which Medicare benefits would be payable at the initial consultation rates will also be paid
where the refe@ing optometrist:

(@) deems it necessary for the patientds condition to
(b) the patient is seen by the ophthalmologist outside the currency of the previous referral; and
(c) the patient was last seen by the specialist ophthalmologist tinan nine months earlier than the attendance

following a new referral.

Self referral
Optometrists may refer themselves to specialist ophthalmologists or other optometrists and Medicare benefits are payable
at referred rates.

Lost, stolen or destroyedeferrals

If a referral has been made but the letter or note of referral has been lost, stolen or destroyed, benefits will bethayable a
referred rate if the account, receipt or the assignment form shows the name of the referring practitiongticéhe prac
address or provider number of the referring practitioner (if either of these are known to the consultant physician or
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specialist) and the words 'Lost referral’. This provision only applies to the initial attendance. For subsequent attendance
to atract Medicare benefits at the referred rate, a duplicate or replacement letter of referral must be obtained by the
specialist or the consultant physician.

Emergency situations

Medicare benefits are payable even though there is no written referral ireageey situation (as defined in tHealth

Insurance Regulations 19Y.5The specialist or the consultant physician should be of the opinion that the service must be
rendered as quickly as possible and endorses the account, receipt or assignment fdrreas@m gency referr a

A referral must be obtained from a medical practitioner or, in the case of a specialist ophthalmologist, a medical
practitioner or an optometrist if attendances subsequent to the emergency attendance are to attract Medicatahmnefits
referred rate.

0.9.. PROVISION FOR REVIEW OF THE SCHEDULE

Optometric Benefits Consultative Committee (OBCC)
The OBCC is an advisory committee established in 1990 by arrangement between the Minister and Optometry Australia.

The OBCC's functiom are:

(a) to discuss the appropriateness of existing Medicare Benefits Schedule items for the purposes of considering
whether an approach to the Medical Services Advisory Committee may be needed;

(b) to undertake reviews of particular services and tontepothe appropriateness of the existing structure of the
Schedule, having regard to current optometric practice;

(c) to consider and advise on the appropriateness of tt

Form of Undertaking (as spiéied in theHealth Insurance Act 197and related legislation) and the
administrative rules and interpretations which determine the payment of benefits for optometric services or the
level of benefits;

(d) to investigate specific matters associated Witkt par t i ci pati ng optometristsod &
desirable changes.

The OBCC comprises two representatives from the Department of Health, two representativies epartment of
Human Servicesand three representatives from Optometry Aslistr

0.10.. PROVISION FOR REVIEW OF PRACTITIONER BEHAVIOUR

Professional Services Review (PSR) Scheme

The Professional Services Review (PSR) Scheme is a scheme for reviewing and investigating the provision of services by
a health practitioner to deteime whether the practitioner has engaged in inappropriate practice in the rendering or

initiating of Medicare services or in prescribing under the Pharmaceutical Benefits Scheme (PBS). 'Practitioner’ is defined
in Section 81 of thélealth Insurance Act 1%7and includes: medical practitioners, dentists, optometrists, chiropractors,
midwives, nurse practitioners, physiotherapists, podiatrists and osteopaths.

Section 82 of thélealth Insurance Act 197@efines inappropriate practice as conduct that is swatletPSR Committee

could reasonably conclude that it would be unacceptable to the general body of the members of the profession in which the
practitioner was practising when he or she rendered or initiated the services. It is also an offence und&2Secto

person who is an officer of a body corporate to knowingly, recklessly or negligently cause or permit a practitioner

employed by the person to engage in such conduct.

The Department of Human Servi ces rmsowheréanarmmadlyéadtectdd, forr act i
which a satisfactory explanation cannot be provided, the Department of Human Services can request that the Director of
PSR review the provision of services by the practitioner. On receiving the request, the Ditesttdecide whether to

conduct a review and in which manner the review will be conducted. The Director is authorised to require that documents
and information be provided.

Following a review, the Director must:

(@) decide to take no further action; or

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

(c) refer the matter to a PSR Committee.

A PSR Committee consists of the Chairperson and two other panel members who mesidsesof the same profession
as the practitioner under review. However, up to two additional Committee members may be appointed to provide a wider
range of clinical expertise.
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The Committee is authorised to:

(a) investigate any aspect of the provisidritee referred services, and without being limited by the reasons given in
the review request or by a Directordés report foll ov

(b) hold hearings and require the person under review to attend and give evidence; and

(c) require the productioaf documents (including clinical notes).

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 respardcHhimg their decision, a PSR
Committee is required to consider whether or not the practitioner has kept adequate and contemporaneous patient records.
It will be up to the peer judgement of t herefid&®& Commi tt e
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 dentify 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 explain theftgervice rendered or initiated;
and

- each entry needs to be sufficiently comprehensible that another practitioner, relying on the record, can
effectively undertake the patientds ongoing care.

To becontemporaneousthe patient or clinical record stld be completed at the time that the service was rendered or
initiated or as soon as practicable afterwards. Records for hospital patients are usually kept by the hospital and the
practitioner could rely on these records to documepitent care.

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

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

0] a reprimand;

(i) counselling;

(i) repayment of Medicare benefits; and/or

(iv) complete or partial disqualification from Medicare benefit arrangements for up to three years.

Furtherinformation on the Professional Services Review is availabevat.psr.gov.atand information on Medicare
compliance is available attp://www.humanservicegov.au/healtprofessionals/subjects/compliance?utm_id=9

Penalties

Penalties of up to $10,000 or imprisonment for up to five years, or both may be imposed on any person who makes a
statement (either orally or in writing) or who issues or presente@ngent that is false or misleading in a material

particular and which is capable of being used with a claim for benefits. In addition, any practitioner who is found guilty of
such offences shall be subject to examination by a Medicare Participation Renmenvittee (MPRC) 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 up to three months, or both, may be imposed on any peduaiwh a
patientdés signature on an assignment of benefit form wi
patient signs or who fails to cause a patient to be given a copy of the completed form.

Medicare Participation Review Conmmittee

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

(@) has been successfully prosecuted for relevant criminal offences; or

(b)  has been found to have engaged in inapprappedctice under the Professional Services Review scheme.

The Committee can take no further action, counsel or reprimand the practitioner, or determine that the practitioner be
disqualified from Medicare for a particular period or in relation to pdeticservices 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 undemttbalth Insurance Act 197®ection 18 applies).
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0.11.. VISITING OPTOMETRISTS SCHEME (VOS)

Special arrangements exist under the provisions of Section 129A of the Health Insurance Act 1973 to ensure that people in
rural and remote locations have access to optometry services. Optoraetristeouraged to provide outreach services to
national priority locations, particularly remote and very remote locations, Aboriginal and Torres Strait Islander

communities and rural locations with an identified need for optometry services.

Under these aangements, financial assistance may be provided to cover costs associated with delivering outreach
services, including travel, accommodation and meals and facility fees.

Funding agreements are currently in place with optometrists for the delivery icesemtil
30 June 2015. Details of locations receiving services are availablevaturalhealthaustralia.gov.auiEnquiries can be
directed tovos@health.goau
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Schedules of Services

Each professional service contained in $obeduléhas been allocated a unique item number. Located with the item
number and description for each service is the Schedule fee and Medicare benefit, together with a refgrence to
explanatory note relatg to the item (if applicable).

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

In some cases two levels of fees are applied to the same sar@eaéral 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 spewththyegpatient 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 beer
referred by another rdéal practitioner or an approved 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 notes 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
Categoy. While there may be a reference 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.
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1. FEES AND BENEFITS FOR GP ATTENDANCES AT A RESIDENTIAL AGED CARE

LEVEL AITEM 20

NUMBER OF FEE (PER 100% BENEFIT

PATIENTS PATIENT) (PER PATIENT)

ONE 63.65 63.65
TWO 40.30 40.30
THREE 32.50 32.50
FOUR 2860 2860
FIVE 26.30 26.30
SIX 2475 2475
SEVEN 20.25 20.25

LEVEL OTEM 43

NUMBER OF FEE (PER 100% BENEFIT

PATIENTS PATIENT) (PER PATIENT)

ONE 118.40 118.40
TWO 95.05 95.05
THREE 87.25 87.25
FOUR 83.35 83.35
FIVE 81.05 81.05
SIX 79.50 79.50
SEVEN 75.00 75.00

FACILITY
LEVEL BITEM 35
NUMBER OF FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 83.75 83.75
TWO 60.40 60.40
THREE 52.60 52.60
FOUR 48.70 48.70
FIVE 46.40 46.40
SIX 44.85 44.85
SEVEN 40.35 40.35
LEVEL PITEM 51
NUMBER OF FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 152.25 152.25
TWO 128.90 128.90
THREE 121.10 121.10
FOUR 117.20 117.20
FIVE 114.90 114.90
SIX 113.35 113.35
SEVEN 108.85 108.85

2. FEES AND BENEFITS FOR OTHER NON-REFERRED ATTENDANCES AT A

BRIEF ITEM 92
NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 36.45 36.45
TWO 22.45 22.45
THREE 17.80 17.80
FOUR 15.50 15.50
FIVE 14.10 14.10
SIX 13.15 13.15
SEVEN 9.75 9.75

LONG ITEM 95
NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 63.45 63.45
TWO 49.45 49.45
THREE 44.80 44.80
FOUR 42,50 42.50
FIVE 41.10 41.10
SIX 40.15 40.15
SEVEN 36.75 36.75

RESIDENTIAL AGED CARE FACILITY

STANDARDBITEM 93

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIRT) (PER PATIENT
ONE 47.55 47.55
TWO 31.75 31.75
THREE 26.50 26.50
FOUR 23.90 23.90
FIVE 22.30 22.30
SIX 21.25 21.25
SEVEN 17.25 17.25

PROLONGEDTEM 96

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 85.45 85.45
TWO 71.45 71.45
THREE 66.80 66.80
FOUR 64.50 64.50
FIVE 63.10 63.10
SIX 62.15 62.15
SEVEN 58.75 58.75
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AFTER HOURS ATTENDANCES
3. FEES AND BENEFITS FOR GP ATTENDANCES AT A RESIDENTIAL AGED CARE

LEVEL AITEM 5010

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 75.70 75.70
TWO 52.35 52.35
THREE 44.55 44.55
FOUR 40.65 40.65
FIVE 38.35 38.35
SIX 36.80 36.80
SEVEN 32.30 32.30
LEVEL OTEM 5049
NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 130.65 130.65
TWO 107.30 107.30
THREE 99.50 99.50
FOUR 95.60 95.60
FIVE 93.30 93.30
SIX 91.75 91.75
SEVEN 87.25 87.25

FACILITY

LEVEL BITEM 5028

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 95.70 95.70
TWO 72.35 72.35
THREE 64.55 64.55
FOUR 60.65 60.65
FIVE 58.35 58.35
SIX 56.80 56.80
SEVEN 52.30 52.30

LEVEL BITEM 5067

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 164.45 164.45
TWO 141.10 141.10
THREE 133.30 133.30
FOUR 129.40 129.40
FIVE 127.10 127.10
SIX 125.55 125.55
SEVEN 121.05 121.05

4. FEES AND BENEFITS FOR OTHER NON REFERRED ATTENDANCES AT A
RESIDENTIAL AGED CARE FACILITY

BRIEFITEM 5260

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 46.45 46.45
TWO 32.45 32.45
THREE 27.80 27.80
FOUR 25.50 25.50
FIVE 24.10 24.10
SIX 23.15 23.15
SEVEN 19.75 19.75
LONG ITEM 5265
NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 73.45 73.45
TWO 59.45 59.45
THREE 54.80 54.80
FOUR 52.50 52.50
FIVE 51.10 51.10
SIX 50.15 50.15
SEVEN 46.75 46.75

STANDARBITEM 5263

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 57.55 57.55
TWO 41.75 41.75
THREE 36.50 36.50
FOUR 33.90 33.90
FIVE 32.30 32.30
SIX 31.25 31.25
SEVEN 27.25 27.25

PROLONGEDTEM 5267

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PERPATIENT)
ONE 95.45 95.45
TWO 81.45 81.45
THREE 76.80 76.80
FOUR 74.50 74.50
FIVE 73.10 73.10
SIX 72.15 72.15
SB/EN 68.75 68.75




5. FEES AND BENEFITS FOR GP ATTENDANCES (OTHER THAN CONSULTING ROOMS) AT
A HOSPITAL, INSTITUTION OR HOME

LEVEL AITEM 4 LEVEL BITEM 24, 2503, 2518, 2547
NUMBER OF FEE (PER 75% BENEFIT NUMBER OF | FEE (PER 75% BENEFIT
PATIENTS PATIENT) (PER PATIENT) PATIENTS PATIENT) (PER PATIENT
ONE 4290 32.20 ONE 63.00 47.25
TWO 2990 2245 TWO 50.00 37.50
THREE 2560 19.20 THREE 45.70 34.30
FOUR 23.45 1760 FOUR 43.55 32.70
FIVE 22.15 1665 FIVE 42.25 3170
SIX 21.25 1595 SIX 41.35 31.05
SEVEN 1895 14.25 SEVEN 39.05 29.30
LEVEL €ITEM 37, 2506, 2522, 2553 LEVEL QITEM 47, 2509, 2526, 2559
NUMBER OF FEE (PER 75% BENEFIT NUMBEROF FEE (PER 75% BENEFIT
PATIENTS PATIENT) (PER PATIENT) PATIENTS PATIENT) (PER PATIENT
ONE 97.65 73.25 ONE 131.50 98.65
TWO 84.65 63.50 TWO 118.50 88.90
THREE 80.35 60.30 THRE 114.20 85.65
FOUR 78.20 58.65 FOUR 112.05 84.05
FIVE 76.90 57.70 FIVE 110.75 83.10
SIX 76.00 57.00 SIX 109.85 82.40
SEVEN 73.70 55.30 SEVEN 107.55 80.70

6. FEES AND BENEFITS FOR OTHER NON-REFERRED ATTENDANCES (OTHER THAN
CONSULTING ROOMS) AT A HOSPITAL, INSTITUTION OR HOME

BREFR ITEM 58 STANDARDBITEM 59, 2610, 2631, 2673
NUMBER OF FEE (PER 75% BENEFIT NUMBER OF | FEE (PER 75% BENEFIT
PATIENTS PATIENT) (PER PATIENT) PATIENTS PATIENT) (PER PATIENT
ONE 24.00 18.00 ONE 33.50 25.15
TWO 16.25 12.20 TWO 24.75 18.60
THREE 13.65 10.25 THREE 21.85 16.40
FOUR 12.35 9.30 FOUR 20.35 15.30
FIVE 11.60 8.70 FIVE 19.50 14.65
SIX 11.10 8.35 SIX 18.90 14.20
SEVEN 9.20 6.90 SEVEN 16.70 12.55
LONG ITEM 60, 263, 2633, 2675 PROLONGEDITEM 65, 2616, 2635, 2677
NUMBER OF FEE (PER 75% BENEFIT NUMBER OF | FEE (PER 75% BENEFIT
PATIENTS PATIENT) (PER PATIENT) PATIENTS PATIENT) (PER PATIENT
ONE 51.00 38.25 ONE 73.00 54.75
TWO 43.25 32.45 TWO 65.25 48.95
THREE 40.65 30.50 THREE 62.65 47.00
FOUR 39.35 29.55 FOUR 61.35 46.05
FIVE 38.60 28.95 FIVE 60.60 45.45
SIX 38.10 28.60 SIX 60.10 45.10
SEVEN 36.20 27.15 SEVEN 58.20 43.65
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AFTER HOURS ATTE NDANCES

7. FEES AND BENEFITS FOR GP ATTENDANCES (OTHER THAN CONSULTING ROOMS)
AT AN INSTITUTION OR HOME

LEVEL AITEM 5003

LEVEL BITEM 5023

NUMBER OF | FEE (FE 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 74.95 74.95
TWO 61.95 61.95
THREE 57.65 57.65
FOUR 55.50 55.50
FIVE 54.20 54.20
SIX 53.30 53.30
SEVEN 51.00 51.00

LEVEL QITEM 5063

NUMBER OF FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 54.95 54.95
TWO 4195 4195
THREE 37.65 37.65
FOUR 35.50 35.50
FIVE 34.20 34.20
SIX 33.30 33.30
SEVEN 31.00 31.00
LEVEL CITEM 5043
NUMBER OF FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 109.90 109.90
TWO 96.90 96.90
THREE 92.60 92.60
FOUR 90.45 90.45
FIVE 89.15 89.15
SIX 88.25 88.25
SEVEN 85.95 85.95

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 143.70 143.70
TWO 130.70 130.70
THREE 126.40 126.40
FOUR 124.25 124.25
FIVE 122.95 122.95
SIX 122.05 122.05
SEVEN 119.75 119.75

8. FEES AND BENEFITS FOR OTHER NON REFERRED ATTENDANCES (OTHER THAN
CONSULTING ROOMS) AT AN INSTITUTION OR HOME

BRIEK ITEM 5220

STANDARRITEM 5223

NUMBER OF FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 34.00 34.00
TWO 26.25 26.25
THREE 23.65 23.65
FOUR 22.35 22.35
FIVE 21.60 21.60
SIX 21.10 21.10
SEVEN 19.20 19.20
LONG ITEM 5227
NUMBER OF FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 61.00 61.00
TWO 53.25 53.25
THREE 50.65 50.65
FOUR 49.35 49.35
FIVE 48.60 48.60
SIX 48.10 48.10
SEVEN 46.20 46.20

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 43.50 43.50

TWO 34.75 34.75

THREE 31.85 31.85
FOUR 30.35 30.35
FIVE 29.50 29.50
SIX 28.90 28.90
SEVEN 26.70 26.70

PROLONGEDITEM 5228

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 83.00 83.00
TWO 75.25 75.25
THREE 72.65 72.65
FOUR 71.35 71.35

FIVE 70.60 70.60
SIX 70.10 70.10
SEVEN 68.20 68.20




9. PUBLIC HEALTH PHYSICIAN ATTENDANCES

ITEM 415
NUMBER OF | FEE (PER 75% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 68.20 51.15
TWO 55.45 41.60
THREE 51.25 38.45
FOUR 49.10 36.85
FIVE 47.8% 35.90
SIX 47.00 35.25
SEVEN 44.70 33.55
ITEM 417

NUMBER OF | FEE (PER 75% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 147.15| 110.40

TWO 134.40] 100.80

THREE 130.20 97.65
FOUR 128.05 96.05
FIVE 126.80 95.10
SIX 125.95 94.50
SEVEN 123.65 92.75

10. FOCUSSED PSYCHOLOGICAL STRATEGIES

ITEM 414
NUMBER OF FEE (PER 75% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 45.00 33.75
TWO 32.25 24.20
THREE 28.05 21.05
FOUR 25.90 19.45
FIVE 24.65 18.50
SIX 23.80 17.85
SEVEN 21.50 16.15

ITEM 416
NUMBER OF FEE (PER 75% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 108.10 81.10
TWO 95.35 71.55
THREE 91.15 68.40
FOUR 89.00 66.75
FIVE 87.75 65.85
SIX 86.90 65.20
SEVEN 84.60 63.45

ITEM 2723
NUMBER OF FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 118.70 118.70
TWO 105.70 105.70
THREE 101.40 101.40
FOUR 99.25 99.25
FIVE 97.95 97.95
SIX 97.05 97.05
SEVEN 94.75 94.75

ITEM 2727
NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 158.70 158.70
TWO 145.70 145.70
THREE 141.40 141.40
FOUR 139.25 139.25
FIVE 137.95 137.95
SIX 137.05 137.05
SEVEN 134.75 134.75




TELEHEALTH DERIVED FEES

11. FEES AND BENEFITS FOR MEDICAL PRACTITIONER TELEHEALTH ATTENDANCES
(OTHER THAN CONSULTING ROOMS) AT A HOME OR OTHER INSTITUTION

LEVEL AITEM 2122

NUMBER OF FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 48.85 48.85
TWO 3585 3585
THREE 31.55 31.55
FOUR 29.40 29.40
FIVE 28.10 28.10
SIX 27.20 27.20
SEVEN 2490 2490
LEVEL €ITEM 2147
NUMBER OF FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 122.80 122.80
TWO 109.80 109.80
THREE 105.50 105.50
FOUR 103.35 103.35
FIVE 102.05 102.05
SIX 101.15 101.15
SEVEN 98.85 98.85

LEVEL BITEM 2137

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PERPATIENT)
ONE 75.90 75.90
TWO 62.90 62.90
THREE 58.60 58.60
FOUR 56.45 56.45
FIVE 55.15 55.15
SIX 54.25 54.25
SEVEN 51.95 51.95

LEVEL RQITEM 2199

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 168.45 168.45
TWO 155.45 155.45
THREE 151.15 151.15
FOUR 149.00 149.00
FIVE 147.70 147.70
SIX 146.80 146.80
SEVEN 144.50 144.50

12. FEES AND BENEFITS FOR MEDICAL PRACTITIONER TELEHEALTH ATTENDANCES
AT A RESIDENTIAL AGED CARE FACILITY

LEVEL AITEM 2125

NUMBER OF FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 69.60 69.60
TWO 46.25 46.25
THREE 38.45 38.45
FOUR 34.55 34.55
FIVE 32.25 32.25
SIX 30.70 30.70
SEVEN 26.20 26.20
LEVEL €ITEM 2179
NUMBER OF FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 143.55 143.55
TWO 120.20 120.20
THREE 112.40 112.40
FOUR 108.50 108.50
FIVE 106.20 106.20
SIX 104.65 104.65
FEVEN 100.15 100.15

112

LEVEL BITEM 2138

NUMBER & FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT
ONE 96.65 96.65
TWO 73.30 73.30
THREE 65.50 65.50
FOUR 61.60 61.60
FIVE 59.30 59.30
SIX 57.75 57.75
SEVEN 53.25 53.25
LEVEL QITEM 2220

NUMBER OF | FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PAENT)

ONE 189.20 189.20
TWO 165.85 165.85
THREE 158.05 158.05
FOUR 154.15 154.15
FIVE 151.85 151.85
SIX 150.30 150.30
SEVEN 145.80 145.80




13. ACUPUNCTURE

LEVEL AITEM 195

NUMBER OF FEE (PER 100% BENEFIT
PATIENTS PATIENT) (PER PATIENT)
ONE 63.00 63.00
TWO 50.00 50.00
THREE 45.70 45.70
FOUR 43.55 43.55
FIVE 42.25 42.25
SIX 41.35 41.35
SEVEN 39.05 39.05
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Services that attract the 100% Medicare rebaté as atl November 2013

Medicare Benefits Name of Group Item numbers
Schedule (MBS) Group
Group Al General practitioner attendances to | 3, 4, 20, 23, 24, 35, 36, 37
which no other item applies 43, 44, 47, 51
Group A2 Other norreferred attendances to 52, 53, 54, 57, 58, 59, 60,
which no other item applies 65, 92, 93, 95, 96
Group A5 Prolonged attendances to which no | 160, 161, 162, 163, 164
other item applies
Group A6 Group therapy 170,171,172
Group A7 Acupuncture 173, 193, 195, 197, 199
Group A1l Urgent Attendances After hours 597, 598, 599, 600
Group Al14 Health assessments 701, 703, 705, 707, 715
Group A15 GP care plans and multidisciplinary | 721, 723, 729, 731, 732,
case conferences 735, 739, 743, 747, 750,
758
Group A17 Medication managment review 900, 903
Group A30 Medical Practitioner$ Telehealth 2100, 2122, 2125, 2126,
Atendances 2137, 2138, 2143, 2147,
2179, 2195, 2199, 2220
Group A18 General practitioner attendances 2497, 2501, 2503, 2504,
associated with Practice Incentives | 2506, 2507, 2509, 2517,
Program (PIP) payments 2518, 2521, 2522, 2525,
2526, 2546, 2547, 2552,
2553, 2558, 2559,
Group A19 Other nonreferred attendances 2598,2600, 2603, 2606,
associated with Practice Incentives | 2610, 2613, 2616, 2620,
Program (PIP) payments to which no| 2622, 2624, 2631, 2633,
other item applies 2635, 2664, 2666, 2668,
2673, 2675, 2677
Group A20 GP mental health care 2700, 2701, 2712, 2713,
2715, 2717, 2721, 2723,
2725, 2727
Group A22 General practitioner aftdrours 5000, 5003, 5010, 5020,
attendancgto which no other item 5023, 5028, 5040, 5043,
applies 5049, 5060, 5063, 5067
Group A23 Other nonreferred aftethours 5200, 5203, 5207, 5208,
attendances to which no other item | 5220, 5223, 5227, 5228,
applies 5260, 5263, 5265267
Group A27 Pregnancy support couselling 4001
Group A29 Early intervention services for childrer 139
with autism, pervasive developmental
disorder or disability
Group M12 Services provided by a practice nursg 10983, 10984, 10986,
registered Aboriginal Health Workenqg 10987,10988, 10989,
behalf of a medical practitioner 10997
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ATTENDANCES ATTENDANCES

GROUP Al - GENERAL PRACTITIONER ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

LEVEL A

Professional attendance for an obvious problem characterised by the straightforward nature of the task that requiratseat
history and, if required, limited examination and management.

CONSULTATION AT CONSU LTING ROOMS
Professional attendance at consulting rooms.

(See para A5 of explanatory notes to this Category)
Fee:$16.95 Benefit: 100% = $16.95
Extended Medicare Safety Net Cap$50.85

CONSULTATION AT A PLACE OTHER THAN CONSULTING ROOMS OR A RESIDENTIA L AGED CARE
FACILITY

Professional attendance on 1 or more patients on 1 occasion at a place other than consulting rooms or a residenti
facility.

(See para A5 and A6 and A7 of explanatory notes to this Category)

Derived Fee:The fee for item 3plus $25.95 divided by the number of patients seen, up to a maximum of six patients. For
or more patientsthe fee for item 3 plus $2.00 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever idebser amount

20

CONSULTATION AT A RESIDENTIAL AGED CARE FACILITY

Professional attendance on 1 or more patients in 1 residential aged care facility (but excluding a professional attarsgdin
contained unit) or attendance at consulting rooms tsiluavithin such a complex where the patient is accommodated
residential aged care facility (excluding accommodation in acselfained unit) on 1 occasion each patient.

(See para A5 and A8 of explanatory notes to this Category)

Derived Fee:The feefor item 3, plus $46.70 divided by the number of patients seen, up to a maximum of six patients. Fo
or more patientsthe fee for item 3 plus $3.30 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, vigeer is the lesser amount

LEVEL B

Professional attendance by a general practitioner (not being a service to which any other item in this table appliesk tir
20 minutes, including any of the following that are clinically relevant:

a) takinga patient history;

b) performing a clinical examination;

C) arranging any necessary investigation;

d) implementing a management plan;

e) providing appropriate preventive health care;

in relation to 1 or more healttelated issues, with appropriate docutaéon.

23

CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms

(See para A5 of explanatory notes to this Category)
Fee:$37.05 Benefit: 100% = $37.05
Extended Medicare Safety Net Cap$111.15

24

CONSULTATION AT A PLACE OTHER T HAN CONSULTING ROOMS OR A RESIDENTIAL AGED CARE
FACILITY

Professional attendance on 1 or more patients on 1 occasion at a place other than consulting rooms or a residenti
facility.

(See para A5 and A6 and A7 of explanatory notes to this Cgdegor

Derived Fee:The fee for item 23, plus $25.95 divided by the number of patients seen, up to a maximum of six patients. |
or more patientsthe fee for item 23 plus $2.00 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee fdhis item, or $500, whichever is the lesser amount

35

CONSULTATION AT A RESIDENTIAL AGED CARE FACILITY

Professional attendance on 1 or more patients in 1 residential aged care facility (but excluding a professional attarssdi
contained unitjor attendance at consulting rooms situated within such a complex where the patient is accommoda
residential aged care facility (excluding accommodation in eceeifained unit) on 1 occasion each patient.

(See para A5 and A8 of explanatory ndtethis Category)

Derived Fee:The fee for item 23, plus $46.70 divided by the number of patients seen, up to a maximum of six patients. |
or more patientsthe fee for item 23 plus $3.30 per patient.

Extended Medicare Safety Net Cap300% of theDerived fee for this item, or $500, whichever is the lesser amount
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ATTENDANCES ATTENDANCES

LEVELC

Professional attendance by a general practitioner (not being a service to which any other item in this table applesiekstir
20 minutes, inalding any of the following that are clinically relevant:

a) taking a detailed patient history;

b) performing a clinical examination;

C) arranging any necessary investigation;

d) implementing a management plan;

e) providing appropriate preventive healthea

in relation to 1 or more healttelated issues, with appropriate documentation.

36

CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms.

(See para A5 of explanatory notes to this Category)
Fee:$71.70 Benefit: 100% = $71.70
Extended Medicare Safety Net Cap$215.10

37

CONSULTATION AT A PLACE OTHER THAN CONSULTING ROOMS OR A RESIDENTIAL AGED CARE
FACILITY

Professional attendance on 1 or more patients on 1 occasion at a place other than consulting rooms or a residengi
facility.

(See para A5 and A6 and A7 of explanatory notes to this Category)

Derived Fee:The fee for item 36, plus $25.95 divided by the number of patients seen, up to a maximum of six patients. f
or more patientsthe fee for item 36 plus $2@er patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount

43

CONSULTATION AT A RESIDENTIAL AGED CARE FACILITY

Professional attendance on 1 or more patients in 1 residential agddodigtge(but excluding a professional attendance at a
contained unit) or attendance at consulting rooms situated within such a complex where the patient is accommod
residential aged care facility (excluding accommodation in ecselfaing unit) on 1 occasion each patient.

(See para A5 and A8 of explanatory notes to this Category)

Derived Fee:The fee for item 36, plus $46.70 divided by the number of patients seen, up to a maximum of six patients. f
or more patientsthe fee fortiem 36 plus $3.30 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount

LEVEL D

Professional attendance by a general practitioner (not being a service to which any other itetabile tagplies) lasting at leas
40 minutes, including any of the following that are clinically relevant:

a) taking an extensive patient history;

b) performing a clinical examination;

c) arranging any necessary investigation;

d) implementing a managemeriap;

e) providing appropriate preventive health care;

in relation to 1 or more healttelated issues, with appropriate documentation.

44

CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms.

(See para A5 of explanatory notes tis tBategory)
Fee:$105.55 Benefit: 100% = $105.55
Extended Medicare Safety Net Cap$316.65

47

CONSULTATION AT A PLACE OTHER THAN CONSULTING ROOMS OR A RESIDENTIAL AGED CARE
FACILITY

Professional attendance on 1 or more patients on 1 occasion at athlacéhan consulting rooms or a residential aged
facility.

Extended Medicare Safety Net Cap: 300% of the Derived fee for this item, or $500, whichever is the lesser amount
(See para A5 and A6 and A7 of explanatory notes to this Category)

Derived Fee The fee for item 44, plus $25.95 divided by the number of patients seen, up to a maximum of six patients. |
or more patientsthe fee for item 44 plus $2.00 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, 600, whichever is the lesser amount
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ATTENDANCES ATTENDANCES

CONSULTATION AT A RESIDENTIAL AGED CARE FACILITY
Professional attendance on 1 or more patients in 1 residential aged care facility (but excluding a professional attarsddi
coniined unit) or attendance at consulting rooms situated within such a complex where the patient is accommodg
residential aged care facility (excluding accommodation in acselfained unit) on 1 occasion each patient.
(See para A5 and A8 of expltory notes to this Category)

Derived Fee:The fee for item 44, plus $46.70 divided by the number of patients seen, up to a maximum of six patients. f
or more patientsthe fee for item 44 plus $3.30 per patient.

51 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
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ATTENDANCES OTHER NON-REFERRED

GROUP A2 - OTHER NON-REFERRED ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

SUBGROUP 1 - OTHER MEDICAL PRACTITIONER ATTENDANCES

CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms

52

BRIEF CONSULTATION of not more than 5 minutes duration
Fee:$11.00 Benefit: 100% = $11.00
Extended Medicare Safety Net Cap$33.00

53

STANDARD CONSULTATION of more than 5 minutesudation but not more than 25 minutes duration
Fee:$21.00 Benefit: 100% = $21.00
Extended Medicare Safety Net Cap$63.00

54

LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration
Fee:$38.00 Benefit: 100% = $38.00
Extended Medicare Safety Net Cap$114.00

57

PROLONGED CONSULTATION of more than 45 minutes duration
Fee:$61.00 Benefit: 100% = $61.00
Extended Medicare Safety Net Cap$183.00

CONSULTATION AT A PLACE OTHER THAN CONSULTING ROOMS OR A RESIDENTIAL AGED
CARE FACILITY

Professional attendance by a medical practitioner (other than a general practitioner) on 1 or more patients on 1 aqdas®
other than consulting rooms or a residential aged care facility.

58

BRIEF CONSULTATION of not more than 5 minuseduration

Derived Fee:An amount equal to $8.50, plus $15.50 divided by the number of patients seen, up to a maximum of six pal
seven or more patiertgin amount equal to $8.50 plus $.70 per patient

Extended Medicare Safety Net Cap300% of theDerived fee for this item, or $500, whichever is the lesser amount

59

STANDARD CONSULTATION of more than 5 minutes duration but not more than 25 minutes duration

Derived Fee:An amount equal to $16.00, plus $17.50 divided by the number of patientsipgena maximum of six patien
For seven or more patientan amount equal to $16.00 plus $.70 per patient

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount

60

LONG CONSULTATION of more han 25 minutes duration but not more than 45 minutes duration
Derived Fee:An amount equal to $35.50, plus $15.50 divided by the number of patients seen, up to a maximum of six
For seven or more patientan amount equal to $35.50 plus $.70 petient

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount

65

PROLONGED CONSULTATION of more than 45 minutes duration
Derived Fee:An amount equal to $57.50, plus $15.50 divided by the nuwibgatients seen, up to a maximum of six patig
For seven or more patientan amount equal to $57.50 plus $.70 per patient

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount

CONSULTATION AT A RESIDENTIAL AGED CARE FACILITY

Professional attendance on 1 or more patients in 1 residential aged care facility (but excluding a professional attarssdi
contained unit) or attendance at consulting rooms situated within such a complextheh@aient is accommodated in
residential aged care facility (excluding accommodation in aceelfained unit) on 1 occasiemach patient

92

BRIEF CONSULTATION of not more than 5 minutes duration

(See para A8 of explanatory notes to this Catgpor

Derived Fee:An amount equal to $8.50, plus $27.95 divided by the number of patients seen, up to a maximum of six pai
seven or more patiertgin amount equal to $8.50 plus $1.25 per patient

Extended Medicare Safety Net Cap300% of the Derive fee for this item, or $500, whichever is the lesser amount

93

STANDARD CONSULTATION of more than 5 minutes duration but not more than 25 minutes duration

(See para A8 of explanatory notes to this Category)

Derived Fee:An amount equal to $16.00, plu81$55 divided by the number of patients seen, up to a maximum of six patie
For seven or more patientan amount equal to $16.00 plus $1.25 per patient

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever idabser amount

11¢



ATTENDANCES OTHER NON-REFERRED

95

LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration

(See para A8 of explanatory notes to this Category)

Derived Fee:An amount equal to $35.50, plus $27.95 dividedH®ynumber of patients seen, up to a maximum of six patien
For seven or more patientan amount equal to $35.50 plus $1.25 per patient

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount

96

PROLONGED CONSULTATION of more than 45 minutes duration

(See para A8 of explanatory notes to this Category)

Derived Fee:An amount equal to $57.50, plus $27.95 divided by the number of patients seen, up to a maximum of six p
For seven or more fiants- an amount equal to $57.50 plus $1.25 per patient

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
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SPECIALIST SPECIALIST

GROUP A3 - SPECIALIST ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

Professional attendance on a patient by a specialist practising in his or her specialty if:

€) the attendance is by video conference; and

(b) the attendance is for a service:
@ provided with item 104 lasting more than 10 minutes; or
(ii) provided with item 105; and

(c) the patient is not an admitted patient; and

(d) the patient:
0] is located both:

(A) within a telehealth eligible area; and
(B) at the time of the attendarécat least 15 kms by road from the specialist; or
(i) is a care recipient in a residential care service; or
(iii) is a patient of:
(A) an Aboriginal Medical Service; or
(B) an Aboriginal Community Controlled Health Service;
for which a direction made under subsection 19 (2) of the Act applies
(See para A58f explanatory notes to this Category)
Derived Fee:50% of the fee for item 104 or 105. Benefit: 85% of the derived fee

99 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
SPECIALIST, REFERRED CONSULTATION - SURGERY OR HOSPITAL
(Professional attendance at consulting rooms or hospital by a specialist in the practice of his or her specialty whent i
referred to him or her)
- INITIAL attendance in a single course of treatment,b@ing a service to which ophthalmology items 106, 109 or obs
item 16401 apply.
Fee:$85.55 Benefit: 75% = $64.20 85% = $72.75

104 Extended Medicare Safety Net Cap$256.65
Each attendanceUBSEQUENT to the first in a single course of treatment
Fee:$43.00 Benefit: 75% = $32.25 85% = $36.55

105 Extended Medicare Safety Net Cap$129.00
- INITIAL SPECIALIST OPHTHALMOLOGIST ATTENDANCE, REFERRED CONSULTATION in a single course ¢
treatment, being an attendance at which the sole service providdrhition testing for the issue of a prescription for spect
or contact lenses not being a service to which items 104, 109 or 10801 to 10816 apply
Fee:$71.00 Benefit: 75% = $53.25 85% = $60.35

106 Extended Medicare Safety Net Cap$213.00
SPECIALIST, REFERRED CONSULTATION - HOME VISITS
(Professional attendance at a place other than consulting rooms or hospital by a specialist in the practice of hiciaith
where the patient is referred to him or her)
- INITIAL attendance in a single couisitreatment
Fee:$125.50 Benefit: 75% = $94.15 85% = $106.70

107 Extended Medicare Safety Net Cap$376.50
Each attendanceUBSEQUENT to the first in a single course of treatment
Fee:$79.45 Benefit: 75% = $59.60 85% = $67.55

108 Extended Medicare Safety [t Cap: $238.35
INITIAL SPECIALIST OPHTHALMOLOGIST PAEDIATRIC ATTENDANCE, REFERRED CONSULTATION in a sing
course of treatment, being an attendance at which a comprehensive eye examination, including pupil dilation, is perig
child aged 9 yars or under, or on a child aged 14 years or under with developmental delay, not being a service to which
106 or any of items 10801 to 10816 applies
Fee:$192.80 Benefit: 75% = $144.60 85% = $163.90

109 Extended Medicare Safety Net Cap$500.00

121



CONSULTANT PHYSICIAN CONSULTANT PHYSICIAN

GROUP A4 - CONSULTANT PHYSICIAN ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

CONSULTANT PHYSICIAN (OTHER THAN IN PSYCHIATRY), REFERRED CONSULTATION - SURGERY OR
HOSPITAL

(Professional attendance at consultiogms or hospital by a consultant physician in the practice of his or her specialty (oth
in psychiatry) where the patient is referred to him or her by a referring practitioner)

- INITIAL attendance in a single course of treatment
Fee:$150.90 Bendit: 75% = $113.20 85% = $128.30
110 Extended Medicare Safety Net Cap$452.70

Professional attendance on a patient by a consultant physician practising in his or her specialty if:
(a) the attendance is by video conference; and
(b) the attendance is farservice:
(i) provided with item 110 lasting more than 10 minutes; or
(ii) provided with item 116, 119, 132 or 133; and
(c) the patient is not an admitted patient; and
(d) the patient:
(i) is located both:
(A) within a telehealth eligible area; é&n
(B) at the time of the attendaréceat least 15 kms by road from the physician; or
(i) is a care recipient in a residential care service; or
(iii) is a patient of:
(A) an Aboriginal Medical Service; or
(B) an Aboriginal Community Controlled Heal8ervice;
for which a direction made under subsection 19 (2) of the Act applies
(See para A58 of explanatory notes to this Category)
Derived Fee:50% of the fee for the associated item. Benefit: 85% of derived fee.
112 Extended Medicare Safety Net Cap300%of the Derived fee for this item, or $500, whichever is the lesser amount




SPECIALIST SPECIALIST

GROUP A3 - SPECIALIST ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

113

Initial professional attendance of 10 minutes or less in duration on a patiespbgialist practising in his or her specialty if:
(a) the attendance is by video conference; and
(b) the patient is not an admitted patient; and
(c) the patient:
(i) is located both:
(A) within a telehealth eligible area; and
(B) at the time ofhe attendanée at least 15 kms by road from the specialist; or
(ii) is a care recipient in a residential care service; or
(iii) is a patient of:
(A) an Aboriginal Medical Service; or
(B) an Aboriginal Community Controlled Health Service;
for which a direction made under subsection 19 (2) of the Act applies; and
(d) no other initial consultation has taken place for a single course of treatment.
(See para A58 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60
Extended Medicare Safety Net Cap$192.60
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CONSULTANT PHYSICIAN CONSULTANT PHYSICIAN

GROUP A4 - CONSULTANT PHYSICIAN ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

Initial professional attendance of 10 minutes or less in duration on a patient by a consulséiamplpyactising in his or h
specialty if:
(a) the attendance is by video conference; and
(b) the patient is not an admitted patient; and
(c) the patient:
(i) is located both:
(A) within a telehealth eligible area; and
(B) at the time of thattendanc@ at least 15 kms by road from the physician; or
(ii) is a care recipient in a residential care service; or
(iii) is a patient of:
(A) an Aboriginal Medical Service; or
(B) an Aboriginal Community Controlled Health Service;
for whicha direction made under subsection 19 (2) of the Act applies; and
(d) no other initial consultation has taken place for a single course of treatment.
(See para A58 of explanatory notes to this Category)
Fee:$113.20 Benefit: 85% = $96.25

114 Extended MedicareSafety Net Cap:$339.60
- Each attendance (other than a service to which item 119 appi&SIEQUENT to the first in a single course of treatment
Fee:$75.50 Benefit: 75% = $56.65 85% = $64.20
116 Extended Medicare Safety Net Cap$226.50
- EachMINOR attendanc&UBSEQUENT to the first in a single course of treatment
(See para All of explanatory notes to this Category)
Fee:$43.00 Benefit: 75% = $32.25 85% = $36.55
119 Extended Medicare Safety Net Cap$129.00
CONSULTANT PHYSICIAN (OTHER THAN IN PSYCHIATRY), REFERRED CONSULTATION - HOME VISITS
(Professional attendance at a place other than consulting rooms or hospital by a consultant physician in the praotidex
specialty (other than in psychiatry) where the patient is referred torhier by a referring practitioner)
- INITIAL attendance in a single course of treatment
Fee:$183.10 Benefit: 75% = $137.35 85% = $155.65
122 Extended Medicare Safety Net Cap$500.00
- Each attendance (other than a service to which item 131 appllB§EQUENT to the first in a single course of treatment
Fee:$110.75 Benefit: 75% = $83.10 85% = $94.15
128 Extended Medicare Safety Net Cap$332.25
- EachMINOR attendanc&UBSEQUENTto the first in a single course of treatment
(See para All of explamay notes to this Category)
Fee:$79.75 Benefit: 75% = $59.85 85% = $67.80
131 Extended Medicare Safety Net Cap$239.25
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CONSULTANT PHYSICIAN CONSULTANT PHYSICIAN

132

CONSULTANT PHYSICIAN (OTHER THAN IN PSYCHIATRY) REFERRED PATIENT TREATMENT AND
MANAGEMEN T PLAN - SURGERY OR HOSPITAL

Professional attendance of at least 45 minutes duration for an initial assessment of a patient with at least two iftbidbichi
include complex congenital, developmental and behavioural disorders), where the pat@:tds by a referring practitiong
and where
a) assessment is undertaken that covers:
- a comprehensive history, including psychosocial history and medication review;
- comprehensive multi or detailed single organ system assessment;
- the formulatiorof differential diagnoses; and
b) aconsultant physician treatment and management plan of significant complexity is developed and provid
referring practitioner that involves:
- an opinion on diagnosis and risk assessment
- treatment options and dsions
- medication recommendations

Not being an attendance on a patient in respect of whom, an attendance under items 110, 116 and 119 has been re
same day by the same consultant physician.

Not being an attendance on the patient in respieathom, in the preceding 12 months, payment has been made under tH
for attendance by the same consultant physician.

(See para Al12 of explanatory notes to this Category)

Fee:$263.90 Benefit: 75% = $197.95 85% = $224.35
Extended Medicare Safety NeCap: $500.00

133

CONSULTANT PHYSICIAN (OTHER THAN IN PSYCHIATRY) REVIEW OF REFERRED PATIENT TREATMENT
AND MANAGEMENT PLAN - SURGERY OR HOSPITAL

Professional attendance of at least 20 minutes duration subsequent to the first attendance in a smgieteatraent for
review of a patient with at least two morbidities (this can include complex congenital, developmental and behavioural) g
where
a) a review is undertaken that covers:
- review of initial presenting problem/s and results of dasiic investigations
- review of responses to treatment and medication plans initiated at time of initial consultation compreheng
or detailed single organ system assessment,
- review of original and differential diagnoses; and
b) a modified condtant physician treatment and management plan is provided to the referring practitioner that i
where appropriate:
- a revised opinion on the diagnosis and risk assessment
- treatment options and decisions
- revised medication recommendations

Not being an attendance on a patient in respect of whom, an attendance under item 110, 116 and 119 has been reg
same day by the same consultant physician or locum tenens.

Being an attendance on a patient in respect of whom, in the preceding 5 nmayment has been made under item 132.
133 can be provided by either the same consultant physician or a locum tenens.

Payable no more than twice in any 12 month period.

(See para Al12 of explanatory notes to this Category)

Fee:$132.10 Benefit: 75% = $99.10 85% = $112.30
Extended Medicare Safety Net Cap$396.30
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ATTENDANCES ATTENDANCES

GROUP A29 - EARLY INTERVENTION SERVICES FOR CHILDREN WITH AUTISM, PERVASIVE
DEVELOPMENTAL DISORDER OR DISABILITY

CONSULTANT PAEDIATRICIAN, REFERRED CO NSULTATION FOR ASSESSMENT, DIAGNOSIS AND
DEVELOPMENT OF A TREATMENT AND MANAGEMENT PLAN FOR AUTISM OR ANY OTHER PERVASIVE
DEVELOPMENTAL DISORDER - SURGERY OR HOSPITAL

Professional attendance of at least 45 minutes duration at consulting rooms or ,hmg@tabnsultant physician in his or
specialty of paediatrics, for assessment, diagnosis and the preparation of a treatment and management plan for anchak
13 years, with autism or any other pervasive developmental disorder, who hasfesed te the consultant paediatrician b
referring practitioner, if the consultant paediatrician does the following:

€) undertakes a comprehensive assessment of the child and forms a diagnosis (using the assistance of o
allied health providrs where appropriate)
(b) develops a treatment and management plan which must include the following:
0] the outcomes of the assessment;
(ii) the diagnosis or diagnoses;
(iii) opinion on risk assessment;
(iv) treatment options and decisions;
(v) appopriate medication recommendations, where necessary.
(c) provides a copy of the treatment and management plan to the:
0} referring practitioner; and
(i) relevant allied health providers (where appropriate).

Not being an attendance on a child in respéavhom payment has previously been made under this item or items 137,
2809.

(See para A13 of explanatory notes to this Category)

Fee:$263.90 Benefit: 75% = $197.95 85% = $224.35

135 Extended Medicare Safety Net Cap$500.00
SPECIALIST OR CONSULTANT PHYSICIAN, REFERRED CONSULTATION FOR ASSESSMENT, DIAGNOSIS
AND DEVELOPMENT OF A TREATMENT AND MANAGEMENT PLAN FOR A CHILD WITH AN ELIGIBLE
DISABILITY - SURGERY OR HOSPITAL
Professional attendance of at least 45 minutes duration, at consultingaobospital, by a specialist or consultant physician
assessment, diagnosis and the preparation of a treatment and management plan for a child aged under 13 years, e
disability, who has been referred to the specialist or consultantcghydly a referring practitioner, if the specialist or consu
physician does the following:
@) undertakes a comprehensive assessment of the child and forms a diagnosis (using the assistance of o
allied health providers where appropriate)
(b) develops a treatment and management plan which must include the following:
0] the outcomes of the assessment;
(ii) the diagnosis or diagnoses;
(iii) opinion on risk assessment;
(iv) treatment options and decisions;
(v) appropriate medication reconendations, where necessary.
(c) provides a copy of the treatment and management plan to the:
0] referring practitioner; and
(ii) relevant allied health providers (where appropriate).
Not being an attendance on a child in respect of whom paymentdasysly been made under this item or items 135, 13
289.
(See para Al4 of explanatory notes to this Category)
Fee:$263.90 Benefit: 75% = $197.95 85% = $224.35
137 Extended Medicare Safety Net Cap$500.00
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ATTENDANCES ATTENDANCES

139

GENERAL PRACTITIO NER CONSULTATION FOR ASSESSMENT, DIAGNOSIS AND DEVELOPMENT OF A
TREATMENT AND MANAGEMENT PLAN FOR A CHILD WITH AN ELIGIBLE DISABILITY

Professional attendance of at least 45 minutes duration, at consulting rooms, by a general practitioner, for adsaHsos
and the preparation of a treatment and management plan for a child aged under 13 years, with an eligible disabiétyerié
practitioner does the following:

€) undertakes a comprehensive assessment of the child and forms a diagringigh@isassistance of one or m
allied health providers where appropriate)
(b) develops a treatment and management plan which must include the following:
0] the outcomes of the assessment;
(ii) the diagnosis or diagnoses;
(iii) opinion on risk asssment;
(iv) treatment options and decisions;
(V) appropriate medication recommendations, where necessary.
(c) provides a copy of the treatment and management plan to the:
0] relevant allied health providers (where appropriate).

Not being an attendanam a child in respect of whom payment has previously been made under this item or items 13
289.

(See para Al4 of explanatory notes to this Category)

Fee:$132.50 Benefit: 100% = $132.50

Extended Medicare Safety Net Cap$397.50
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CONSULT PHYSICIAN/SPECIALIST CONSULT PHYSICIAN/SPECIALIST

GROUP A28 - GERIATRIC MEDICINE

141

Consultant Physician or Specialist in Geriatric Medicine, Referred Patient, Initial Comprehensive Assessment a
Managementi Surgery or Hospital.

Professional attendanoé more than 60 minutes in duration at consulting rooms or hospital by a consultant physician or g
in the practice of his or her specialty of geriatric medicine, if:

(a) the patient is at least 65 years old and referred by a medical practgiant@sing in general practice (including
general practitioner, but not including a specialist or consultant physician) or a participating nurse practition

(b) the attendance is initiated by the referring practitioner for the provision of a eoemsive assessment g
management plan; and

(c) during the attendance:
(i) the medical, physical, psychol ogi cal and s
appropriately validated assessment tools if indicatedagbessme)y and
(ii) the patientds various health pr éobnulaionsand nd

(i) a detailed management plan is prepared ftla@agement plgrsetting out:
(A) the prioritised list of health problesrand care needs; and

(B) short and longer term management goals; and

(C) recommended actions or intervention stra
another relevant health care provider that are likely to improveaintain health status and
readily available and acceptable to the pas

(iv) the management plan is explained and discl

any carers; and
(v) the management plan is communicated in writing to the referring practitioner; and

(d) an attendance to which item 104, 105, 107, 108, 110, 116 or 119 applies has not been provided to the pal
same day by the same practitioner; and

(e) an attedance to which this item or item 145 applies has not been provided to the patient by the same practitic
preceding 12 months.

(See para A15 of explanatory notes to this Category)
Fee:$452.65 Benefit: 75% = $339.50 85% = $384.80
Extended Medicare Safety Net Cap$500.00
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CONSULT PHYSICIAN/SPECIALIST CONSULT PHYSICIAN/SPECIALIST

143

Consultant physician or Specialist in Geriatric Medicine, Review of Referred Patient, Initial Comprehensive Assessmg
and Managementi Surgery or Hospital.

Professional attendance of more than 30 minutes in duration at consulting rooms or hospital by a consultant physiciarst
in the practice of his or her specialty of geriatric medicine to review a management plan previously prepared by tlzeit
physician or specialist under item 141 or 145, if:

(a) the review is initiated by the referring medical practitioner practising in general practice or a participati
practitioner; and

(b) during the attendance:
(i) the pat i ereasséssed;larmlal t h status i s

(i) a management plan prepared under item 141 or 145 is reviewed and revised; and

(iii) the revised management plan is explained
and communicated in writing to tmeferring practitioner; and

(c) an attendance to which item 104, 105, 107, 108, 110, 116 or 119 applies was not provided to the patient o
day by the same practitioner; and

(d) an attendance to which item 141 or 145 applies has been provided patient by the same practitioner in
preceding 12 months; and

(e) an attendance to which this item or item 147 applies has not been provided to the patient in the preceding
unl ess there has been a s iicagl sonditibncoa care circumstange® that raquir
further review.

(See para Al5 of explanatory notes to this Category)
Fee:$282.95 Benefit: 75% = $212.25 85% = $240.55
Extended Medicare Safety Net Cap$500.00




CONSULT PHYSICIAN/SPECIALIST CONSULT PHYSICIAN/SPECIALIST

145

Consultant Physician or Specialist in Geriatric Medicine, Referred Patient, Initial Comprehensive Assessment a|
Management i Home Visit.

Professional attendance of more than 60 minutes in duration at a place other thamgamswhs or hospital by a consult
physician or specialist in the practice of his or her specialty of geriatric medicine, if:

(a) the patient is at least 65 years old and referred by a medical practitioner practising in general practice (i
general practitioner, but not including a specialist or consultant physician) or a participating nurse practition

(b) the attendance is initiated by the referring practitioner for the provision of a comprehensive assess
management plan; and

(c) during the attendance:
(i) the medical, physical, psychol ogi cal and s
appropriately validated assessment tools if indicateda@sessmejtand

(ii) the pat ipehlems and sae naeds ars idemtiiea lartd prioritiseddthmulation); and

(iii) a detailed management plan is prepared ifla@agement plarsetting out:
(A) the prioritised list of health problems and care needs; and

(B) short and longer term marexgent goals; and

(C) recommended actions or intervention stra
another relevant health care provider that are likely to improve or maintain health status
readily availableand acceptd e t o t he patient, the patien

(iv) the management plan is explained and discl

any carers; and
(v) the management plan is communicated in writing to treniafy practitioner; and

(d) an attendance to which item 104, 105, 107, 108, 110, 116 or 119 applies has not been provided to the pal
same day by the same practitioner; and

(e) an attendance to which this item or item 141 applies has nophmeéded to the patient by the same practitioner in
preceding 12 months.

(See para Al5 of explanatory notes to this Category)
Fee:$548.85 Benefit: 85% = $470.45

Extended Medicare Safety Net Cap$500.00
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CONSULT PHYSICIAN/SPECIALIST CONSULT PHYSICIAN/SPECIALIST

147

Consultant physician or Specialist in Geriatric Medicine, Review of Referred Patient, Initial Comprehensive Assessmg
and Managementi Home Visit

Professional attendance of more than 30 minutes in duration at a place other ghatingorooms or hospital by a consult
physician or specialist in the practice of his or her specialty of geriatric medicine to review a management plan f
prepared by that consultant physician or specialist under items141 or 145, if:

(a) the eview is initiated by the referring medical practitioner practising in general practice or a participatin
practitioner; and

(b) during the attendance:
(i) the patientds health status is reassessed;

(i) a management plan that was prepared vitdm 141 or 145 is reviewed and revised; and

(iii) the revised management plan is explained
and communicated in writing to the referring practitioner; and

(c) an attendance to wdfi item 104, 105, 107, 108, 110, 116 or 119 applies has not been provided to the patie
same day by the same practitioner; and

(d) an attendance to which item 141 or 145 applies has been provided to the patient by the same practitig
preeding 12 months; and

(e) an attendance to which this item or 143 applies has not been provided by the same practitioner in the pr
mont hs, unl ess there has been a significant ch
requires a further review.

(See para Al5 of explanatory notes to this Category)
Fee:$343.10 Benefit: 85% = $291.65
Extended Medicare Safety Net Cap$500.00

149

Professional attendance on a patient by a consultant physician or specialist practisrgy imeh specialty of geriatric medici
if:
(a) the attendance is by video conference; and
(b) item 141 or 143 applies to the attendance; and
(c) the patient is not an admitted patient; and
(d) the patient:
(i) is located both:
(A) within a telehetth eligible area; and
(B) at the time of the attendariceat least 15 kms by road from the physician or specialist; or
(ii) is a care recipient in a residential care service; or
(iii) is a patient of:
(A) an Aboriginal Medical Service; or
(B) an Aborignal Community Controlled Health Service
for which a direction made under subsection 19 (2) of the Act applies

(See para A58 of explanatory notes to this Category)
Derived Fee:50% of the fee for item 141 or 143. Benefit: 85% of the derived fee
ExtendedMedicare Safety Net Cap:300% of the Derived fee for this item, or $500, whichever is the lesser amount

131



PROLONGED

PROLONGED

GROUP A5 - PROLONGED ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

PROLONGED PROFESSIONAL ATTENDANCE

Professional attendanceofrbeing a service to which another item in this Category applies) on a patient in imminent d
death. The time period relates to the total time spent with a single patient, even if the time spent by the practitio
continuous. Attendance oone patient at risk of imminent death may be provided by one or more practitioners on

occasion.

160

- For a period of not less than 1 hour but less than 2 hours
(See para A16 of explanatory notes to this Category)
Fee:$221.50 Benefit: 75% = $16.15
Extended Medicare Safety Net Cap$500.00

100% = $221.50

161

- For a period of not less th@hours but less than 3 hours
(See para A16 of explanatory notes to this Category)
Fee:$369.15 Benefit: 75% = $276.90
Extended Medicare Safey Net Cap: $500.00

100% = $369.15

162

- For a period of not less than 3 hours but less than 4 hours
(See para A16 of explanatory notes to this Category)
Fee:$516.65 Benefit: 75% = $387.50
Extended Medicare Safety Net Cap$500.00

100% = $516.65

163

- For a period bnot less than 4 hours but less than 5 hours
(See para Al6 of explanatory notes to this Category)
Fee:$664.55 Benefit: 75% = $498.45
Extended Medicare Safety Net Cap$500.00

100% = $664.55

164

- For a period of 5 hours or more

(See para Al6 of explattay notes to this Category)
Fee:$738.40 Benefit: 75% = $553.80
Extended Medicare Safety Net Cap$500.00

100% = $738.40
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GROUP THERAPY GROUP THERAPY

GROUP A6 - GROUP THERAPY

FAMILY GROUP THERAPY
(Professional attendance for the purpose ofigrtherapy of not less than 1 hours duration given under the direct cont
supervision of a medical practitioner, other than a consultant physician in the practice of his or her specialty ofyp
involving members of a family and persons withsg personal relationships with that family)

- each group of 2 patients

(See para Al7 of explanatory notes to this Category)

Fee:$117.55 Benefit: 75% = $88.20 100% = $117.55
170 Extended Medicare Safety Net Cap$352.65

- each group of 3 patients

(See para A17 of explanatory notes to this Category)

Fee:$123.85 Benefit: 75% = $92.90 100% = $123.85
171 Extended Medicare Safety Net Cap$371.55

- each group of 4 or more patients

(See para Al17 of explanatory notes to this Category)

Fee:$150.70 Benefit: 75% = $113.05 100% = $150.70
172 Extended Medicare Safety Net Cap$452.10
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ACUPUNCTURE ACUPUNCTURE

GROUP A7 - ACUPUNCTURE

LEVEL A

ATTENDANCE at which ACUPUNCTURE is performed by a medical practitioner by application of stimuli on or thra|
surface of the skin by any means, including any consultation on the same occasion and any other attendance on th
related to the condition for which the acupuncture was performed.

(See para A18 of explanatory notes to this Category)

Fee:$21.65 Benefit: 75% = $16.25 100% = $21.65

173 Extended Medicare Safety Net Cap$64.95
LEVEL B
Professional attendance by a general practitioner (not being a service to which any other item in this table applies} |tsiir
20 minutes, including any of thellowing that are clinically relevant:
a) taking a patient history;
b) performing a clinical examination;
C) arranging any necessary investigation;
d) implementing a management plan;
e) providing appropriate preventive health care;
in relation to 1 or me healthrelated issues, with appropriate documentation.
CONSULTATION AT A PLACE OTHER THAN A HOSPITAL
Consultation by a general practitioner, who is a qualified medical acupuncturist at a place other than a hospital
ACUPUNCTURE is performe by the application of stimuli on or through the surface of the skin by any means; includ
consultation on the same occasion and any other attendance on the same day related to the condition for which the
was performed.
(See para A5 and18 of explanatory notes to this Category)
Fee:$37.05 Benefit: 100% = $37.05
193 Extended Medicare Safety Net Cap$111.15
CONSULTATION AT A HOSPITAL
Consultation by a general practitioner, who is a qualified medical acupuncturist at a hospital @nnmre patients on of
occasion at which ACUPUNCTURE is performed by the application of stimuli on or through the surface of the skin
means; including any consultation on the same occasion and any other attendance on the same day relateditiortier
which the acupuncture was performed.
(See para A5 and A18 of explanatory notes to this Category)
Derived Fee:The fee for item 193, plus $25.95 divided by the number of patients seen, up to a maximum of six patients.
seven or more patiemghe fee for item 193 plus $2.00 per patient.
195 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
LEVEL C
Professional attendance by a general practitioner (not being a service to whichesritent in this table applies) lasting at lea|
20 minutes, including any of the following that are clinically relevant:
a) taking a detailed patient history;
b) performing a clinical examination;
C) arranging any necessary investigation;
d) implementinga management plan;
e) providing appropriate preventive health care;
in relation to 1 or more healttelated issues, with appropriate documentation.
CONSULTATION AT A PLACE OTHER THAN A HOSPITAL
Consultation by a general practitioner, who is a qgealifmedical acupuncturist at a place other than a hospital at
ACUPUNCTURE is performed by the application of stimuli on or through the surface of the skin by any means; inclu
consultation on the same occasion and any other attendance @amihelay related to the condition for which the acupun
was performed.
(See para A5 and A18 of explanatory notes to this Category)
Fee:$71.70 Benefit: 100% = $71.70
197 Extended Medicare Safety Net Cap$215.10
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ACUPUNCTURE ACUPUNCTURE

LEVEL D

Professbnal attendance by a general practitioner (not being a service to which any other item in this table applies) ladtin
40 minutes, including any of the following that are clinically relevant:

a) taking an extensive patient history;

b) performing aclinical examination;

C) arranging any necessary investigation;

d) implementing a management plan;

e) providing appropriate preventive health care;

in relation to 1 or more healttelated issues, with appropriate documentation.

199

CONSULTATION AT A PLAC E OTHER THAN A HOSPITAL

Consultation by a general practitioner, who is a qualified medical acupuncturist at a place other than a hospital
ACUPUNCTURE is performed by the application of stimuli on or through the surface of the skin by any mgadsigrany
consultation on the same occasion and any other attendance on the same day related to the condition for which the
was performed.

(See para A5 and A18 of explanatory notes to this Category)

Fee:$105.55 Benefit: 100% = $105.55

Extended Medicare Safety Net Cap$316.65
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CONSULTANT PSYCHIATR IST CONSULTANT PSYCHIATR IST

GROUP A8 - CONSULTANT PSYCHIATRIST ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

Professional attendance on a patient by a consultant physician practisingrihdrispecialty of psychiatry if:
(a) the attendance is by video conference; and
(b) item 291, 293, 296, 300, 302, 304, 306, 308, 310, 312, 314, 316, 318, 319, 348, 350 or 352 applies to the attendanc
(c) the patient is not an admitted patient] an
(d) the patient:
(i) is located both:
(A) within a telehealth eligible area; and
(B) at the time of the attendancat least 15 kms by road from the physician; or
(ii) is a care recipient in a residential care service; or
(iii) is a patient of:
(A) an Aboriginal Medical Service; or
(B) an Aboriginal Community Controlled Health Service;
for which a direction made under subsection 19 (2) of the Act applies

(See para A58 of explanatory notes to this Category)
Derived Fee:50% of the fee for item 29 293,296, 300, 302, 304, 306, 308, 310, 312, 314, 316, 318, 319, 348, 350 or
352.Benefit: 85% of derived fee.

288 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
CONSULTANT PSYCHIATRIST, REFERRED CONSULTATION FOR ASSESSMENT, DIAGNOSIS AND
DEVELOPMENT OF A TREATMENT AND MANAGEMENT PLAN FOR AUTISM OR ANY OTHER PERVASIVE
DEVELOPMENTAL DISORDER - SURGERY OR HOSPITAL
Professional attendance of at least 45 minutes duration, at consulting sodmwspital, by a consultant physician in his or
specialty of psychiatry, for assessment, diagnosis and the preparation of a treatment and management plan for a afelq
13 years, with autism or any other pervasive developmental disordemhasghbeen referred to the consultant psychiatrist
referring practitioner, if the consultant psychiatrist does the following:

@) undertakes a comprehensive assessment of the child and forms a diagnosis (using the assistance of o
allied heath providers where appropriate)
(b) develops a treatment and management plan which must include the following:
0] the outcomes of the assessment;
(i) the diagnosis or diagnoses;
(iii) opinion on risk assessment;
(iv) treatment options and decisions;
(v) appropriate medication recommendations, where necessary.
(c) provides a copy of the treatment and management plan to the:
0] referring practitioner; and
(ii) relevant allied health providers (where appropriate).
Not being an attendance on a childrespect of whom payment has previously been made under this item or items 135
1309.
(See para Al13 of explanatory notes to this Category)
Fee:$263.90 Benefit: 75% = $197.95 85% = $224.35
289 Extended Medicare Safety Net Cap$500.00
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CONSULTANT PSYCHIATRIST CONSULTANT PSYCHIATR IST

CONSULTANT PSYCHIATRIST, REFERRED PATIENT ASSESSMENT AND MANAGEMENT
Professional attendance by a consultant physician in the practice of his or her speciality of PSYCHIATRY where the
referred for the progion of an assessment and management plan by a medical practitioner practising in general
(including a general practitioner, but not including a specialist or consultant physician) or participating nurse practitiers
the attendance is imdtted by the referring practitioner and where the consultant psychiatrist provides the referring prg
with an assessment and management plan to be undertaken by that practitioner for the patient, where clinically appropr|

An attendance of mothan 45 minutes duration at consulting rooms during which:

- An outcome tool is used where clinically appropriate

- A mental state examination is conducted

- A psychiatric diagnosis is made

- The consultant psychiatrist decides that the patient can bepajgely managed by the referring practitioner without
need for ongoing treatment by the psychiatrist

- A 12 month management plan, appropriate to the diagnosis, is provided to the referring practitioner which must:

a) comprehensively evaluate bigfical, psychological and social issues;

b) address diagnostic psychiatric issues;

C) make management recommendations addressing biological, psychological and social issues; and
d) be provided to the referring practitioner within two weeks of complatiagassessment of the patient.

- The diagnosis and management plan is explained and provided, unless clinically inappropriate, to the patient
carer (with the patient's agreement)
- The diagnosis and management plan is communicated in writthg referring practitioner

Not being an attendance on a patient in respect of whom, in the preceding 12 months, payment has been made under t
(See para A19 of explanatory notes to this Category)
Fee:$452.65 Benefit: 85% = $384.80

291 Extended Medicare Safety Net Cap$500.00
CONSULTANT PSYCHIATRIST, REVIEW OF REFERRED PATIENT ASSESSMENT AND MANAGEMENT
Professional attendance by a consultant physician in the practice of his or her speciality of PSYCHIATRY to
management plan previouslygpared by that consultant psychiatrist for a patient and claimed under item 291, where the
initiated by the referring medical practitioner practising in general practice or participating nurse practitioner.
An attendance of more than 30 minulbes not more than 45 minutes duration at consulting rooms where that attendance
item 291 and during which:
- An outcome tool is used where clinically appropriate
- A mental state examination is conducted
- A psychiatric diagnosis is made
- A managment plan provided under Item 291 is reviewed and revised
- The reviewed management plan is explained and provided, unless clinically inappropriate, to the patient and/o
(with the patient's agreement)
- The reviewed management plan is commueidan writing to the referring medical practitioner or participating n
practitioner

Being an attendance on a patient in respect of whom, in the preceding 12 months, payment has been made under iten
payment has been made under item 35%alpi@ no more than once in any 12 month period.
(See para Al9 of explanatory notes to this Category)
Fee:$282.95 Benefit: 85% = $240.55

293 Extended Medicare Safety Net Cap$500.00
CONSULTANT PSYCHIATRIST, INITIAL CONSULTATION ON A NEW PATIENT, CONSULT ING ROOMS
Professional attendance of more than 45 minutes by a consultant physician in the practice of his or her sp
PSYCHIATRY where a patient is referred to him or her by a referring practitioner, and where the patient:
- is a new patient fothis consultant psychiatrist; or
- is a patient who has not received a professional attendance from this consultant psychiatrist in the preceding 24 mq
Not being an attendance on a patient in respect of whom payment has been made under itiei$e287 or 299, or any
items 300 to 346 or 353 to 358 or 361 to 370 in the preceding 24 month period
(See para Al9 of explanatory notes to this Category)
Fee:$260.30 Benefit: 75% = $195.25 85% = $221.30

296 Extended Medicare Safety Net Cap$500.00
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CONSULTANT PSYCHIATRI ST CONSULTANT PSYCHIATR IST

CONSULTANT PSYCHIATRIST, INITIAL CONSULTATION ON A NEW PATIENT, HOSPITAL

Professional attendance of more than 45 minutes at hospital by a consultant physician in the practice of his or heof
PSYCHIATRY where a patient is referred to him or her by a referring practitioner, and where the patient:

- is a new patient for this consultant psychiatrist; or
- is a patient who has not received a professional attendance from this consultant pstyichiiaér preceding 24 months.

Not being an attendance on a patient in respect of whom payment has been made under this item, items 296 or 299as
300 to 346 or 353 to 358 or 361 to 370 in the preceding 24 month period

(See para A19 of explatory notes to this Category)

Fee:$260.30 Benefit: 75% = $195.25 85% = $221.30

297 Extended Medicare Safety Net Cap$500.00
CONSULTANT PSYCHIATRIST, INITIAL CONSULTATION ON A NEW PATIENT, HOME VISITS
Professional attendance of more than 45 minutaspéace other than consulting rooms or hospital by a consultant physiciar
practice of his or her speciality of PSYCHIATRY where a patient is referred to him or her by a referring practitionerera
the patient:
- is anew patient for thisomsultant psychiatrist; or
- is a patient who has not received a professional attendance from this consultant psychiatrist in the preceding 24 mq
Not being an attendance on a patient in respect of whom payment has been made under this iten§, de2872%r any g
items 300 to 346 or 353 to 358 or 361 to 370 in the preceding 24 month period
(See para A19 of explanatory notes to this Category)
Fee:$311.30 Benefit: 75% = $233.50 85% = $264.65

299 Extended Medicare Safety Net Cap$500.00

CONSULTANT PSYCHIATRIST, REFERRED CONSULTATION, CONSULTING ROOMS

(Professional attendance by a consultant physician in the practice of his or her speciality of PSYCHIATRY where the
referred to him or her by a referring practitioner)
- An attendance ofot more than 15 minutes duration at consulting rooms, where that attendance and any other atte
which items 296, 300 to 308 and items 353 to 358 or 361 to 370 apply have not exceeded the sum of 50 attendances
year.
Fee:$43.35 Bendit: 75% = $32.55 85% = $36.85

300 Extended Medicare Safety Net Cap$130.05
- An attendance of more than 15 minutes duration but not more than 30 minutes duration at consulting rooms,
attendance and any other attendance to which items 296p 308 and items 353 to 358 or 361 to 370 apply have not exd
the sum of 50 attendances in a calendar year.
Fee:$86.45 Benefit: 75% = $64.85 85% = $73.50

302 Extended Medicare Safety Net Cap$259.35
- An attendance of more than 30 minutes duratimt not more than 45 minutes duration at consulting rooms, wher
attendance and any other attendance to which items 296, 300 to 308 and items 353 to 358 or 361 to 370 apply have r
the sum of 50 attendances in a calendar year.
Fee:$133.10 Benefit: 75% = $99.85 85% = $113.15

304 Extended Medicare Safety Net Cap$399.30
- An attendance of more than 45 minutes duration but not more than 75 minutes duration at consulting rooms,
attendance and any other attendance to which it&®s3D0 to 308 and items 353 to 358 or 361 to 370 apply have not ex
the sum of 50 attendances in a calendar year.
Fee:$183.65 Benefit: 75% = $137.75 85% = $156.15

306 Extended Medicare Safety Net Cap$500.00
- An attendance of more than 75 mirsutduration at consulting rooms, where that attendance and any other attendance
items 296, 300 to 308 and items 353 to 358 or 361 to 370 apply have not exceeded the sum of 50 attendances in a calg
Fee:$213.15 Benefit: 75% = $159.90 85% =$181.20

308 Extended Medicare Safety Net Cap$500.00
- An attendance of not more than 15 minutes duration at consulting rooms, where that attendance and any other af
which items 296, 300 to 318 and items 353 to 358 or 361 to 370 apply &&aedendances in a calendar year.
Fee:$21.60 Benefit: 75% = $16.20 85% = $18.40

310 Extended Medicare Safety Net Cap$64.80
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CONSULTANT PSYCHIATR IST CONSULTANT PSYCHIATR IST

- An attendance of more than 15 minutes duration but not more than 3Oesiurtation at consulting rooms, where
attendance and any other attendance to which items 296, 300 to 318 and items 353 to 358 or 361 to 370 apply|
attendances in a calendar year.

Fee:$43.35 Benefit: 75% = $32.55 85% = $36.85

312 Extended Medicae Safety Net Cap:$130.05
- An attendance of more than 30 minutes duration but not more than 45 minutes duration at consulting rooms,
attendance and any other attendance to which items 296, 300 to 318 and items 353 to 358 or 361ply 8X0Oead 5
attendances in a calendar year.
Fee:$66.65 Benefit: 75% = $50.00 85% = $56.70
314 Extended Medicare Safety Net Cap$199.95
- An attendance of more than 45 minutes duration but not more than 75 minutes duration at consulting roombat
attendance and any other attendance to which items 296, 300 to 318 and items 353 to 358 or 361 to 370 apply
attendances in a calendar year.
Fee:$91.95 Benefit: 75% = $69.00 85% = $78.20
316 Extended Medicare Safety Net Cap$275.85
- An atendance of more than 75 minutes duration at consulting rooms, where that attendance and any other attendan
items 296, 300 to 318 and items 353 to 358 or 361 to 370 apply exceed 50 attendances in a calendar year.
Fee:$106.60 Benefit: 75% = $795 85% = $90.65
318 Extended Medicare Safety Net Cap$319.80
- An attendance of more than 45 minutes duration at consulting rooms, where the patient has:
@) been diagnosed as suffering severe personality disorder, anorexia nervosa, bulimia nerbgmicdglsorder
substanceelated disorder, somatoform disorder or a pervasive development disorder; and
(i)  for persons 18 years and over, been rated with a level of functional impairment within the range 1 to 50 accorg
Global Assessment éfunctioning Scale
where that attendance and any other attendance to which items 296, 300 to 308 and items 353 to 358 or 86flyadd7to
exceed 160 attendances in a calendar year.
(See para A20 of explanatory notes to this Category)
Fee:$183.65 Benefit: 75% = $137.75 85% = $156.15
319 Extended Medicare Safety Net Cap$500.00
CONSULTANT PSYCHIATRIST, REFERRED CONSULTATION,
HOSPITAL
(Professional attendance by a consultant physician in the practice of his or her speciality of PSYCHIATRY wherenthis
referred to him or her by a referring practitioner)
- An attendance of not more than 15 minutes duration at hospital.
Fee:$43.35 Benefit: 75% = $32.55 85% = $36.85
320 Extended Medicare Safety Net Cap$130.05
- An attendance of more tha® iinutes duration but not more than 30 minutes duration at hospital
Fee:$86.45 Benefit: 75% = $64.85 85% = $73.50
322 Extended Medicare Safety Net Cap$259.35
- An attendance of more than 30 minutes duration but not more than 45 minutes duratgpitalt ho
Fee:$133.10 Benefit: 75% = $99.85 85% = $113.15
324 Extended Medicare Safety Net Cap$399.30
- An attendance of more than 45 minutes duration but not more than 75 minutes duration at hospital
Fee:$183.65 Benefit: 75% = $137.75 85% = $156.15
326 Extended Medicare Safety Net Cap$500.00
- An attendance of more than 75 minutes duration at hospital
Fee:$213.15 Benefit: 75% = $159.90 85% = $181.20
328 Extended Medicare Safety Net Cap$500.00




CONSULTANT PSYCHIATR IST CONSULTANT PSYCHIATR IST

CONSULTANT PSYCHIATRIST, REFERRED CONSULTATION, HOME VISITS

(Professional attendance by a consultant physician in the practice of his or her speciality of PSYCHIATRY where the
referred to him or her by a referring practitioner)

- An attendancef not more than 15 minutes duration where that attendance is at a place other than consulting rooms of
Fee:$79.55 Benefit: 75% = $59.70 85% = $67.65

330 Extended Medicare Safety Net Cap$238.65
- An attendance of more than 15 minutes dorabut not more than 30 minutes duration where that attendance is at a pla
than consulting rooms or hospital
Fee:$124.65 Benefit: 75% = $93.50 85% = $106.00

332 Extended Medicare Safety Net Cap$373.95
- An attendance of more than 30 minutesation but not more than 45 minutes duration where that attendance is at a pla|
than consulting rooms or hospital
Fee:$181.65 Benefit: 75% = $136.25 85% = $154.45

334 Extended Medicare Safety Net Cap$500.00
- An attendance of more than 45 miesitduration but not more than 75 minutes duration where that attendance is at a plg
than consulting rooms or hospital
Fee:$219.75 Benefit: 75% = $164.85 85% = $186.80

336 Extended Medicare Safety Net Cap$500.00
- An attendance of more than #Bnutes duration where that attendance is at a place other than consulting rooms or hosp
Fee:$249.55 Benefit: 75% = $187.20 85% = $212.15

338 Extended Medicare Safety Net Cap$500.00

CONSULTANT PSYCHIATRIST - GROUP PSYCHOTHERAPY

Group psychotherapfincluding any associated consultation with a patient taking place on the same occasion and relat|
condition for which group therapy is conducted) of not less than 1 hours duration given under the continuous direatrsoy)
a consultant phsician in the practice of his or her specialty of psychiatry where the patients are referred to him or
referring practitioner.
- GROUP PSYCHOTHERAPY on a group of 2 to 9 unrelated patients OR FAMILY GROUP psychotherapy on a group
than 3patients, EACH PATIENT
Fee:$49.30 Benefit: 75% = $37.00 85% = $41.95

342 Extended Medicare Safety Net Cap$147.90
- FAMILY GROUP PSYCHOTHERAPY on a group of 3 patients, EACH PATIENT
Fee:$65.45 Benefit: 75% = $49.10 85% = $55.65

344 Extended Medicare Safey Net Cap: $196.35
- FAMILY GROUP PSYCHOTHERAPY on a group of 2 patients, EACH PATIENT
Fee:$96.80 Benefit: 75% = $72.60 85% = $82.30

346 Extended Medicare Safety Net Cap$290.40
CONSULTANT PSYCHIATRIST - INTERVIEW OF A PERSON OTHER THAN A PATIENT - SURGERY,
HOSPITAL OR RESIDENTIAL AGED CARE FACILITY
Professional attendance by a consultant physician in the practice of his or her recognised specialty of psychiatrypatieng
is referred to him or her by a referring practitioner involvingraarview of a person other than the patient of not less thé
minutes duration but less than 45 minutes duration, in the course of initial diagnostic evaluation of a patient, whenevitha|
is at consulting rooms, hospital or residential aged taility
(See para A21 of explanatory notes to this Category)
Fee:$126.75 Benefit: 75% = $95.10 85% = $107.75

348 Extended Medicare Safety Net Cap$380.25
- An attendance of not less than 45 minutes duration
(See para A21 of explanatory notes to thégegory)
Fee:$175.00 Benefit: 75% = $131.25 85% = $148.75

350 Extended Medicare Safety Net Cap$500.00
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CONSULTANT PSYCHIATR IST CONSULTANT PSYCHIATR IST

CONSULTANT PSYCHIATRIST - INTERVIEW OF A PERSON OTHER THAN A PATIENT - IN THE COURSE OF
CONTINUI NG MANAGEMENT OF A PATIENT

Professional attendance by a consultant physician in the practice of his or her specialty of psychiatry, where thegfatred
to him or her by a referring practitioner, involving an interview of a person other thgratieat of not less than 20 minu
duration, in the course of continuing management of a patjgtable not more than 4 times in any 12 month period

(See para A21 of explanatory notes to this Category)

Fee:$126.75 Benefit: 75% = $95.10 85% = $107.75

352 Extended Medicare Safety Net Cap$380.25
CONSULTANT PSYCHIATRIST, REFERRED CONSULTATION VIA TELEPSYCHIATRY FOR ASSESSMENT,
DIAGNOSIS AND TREATMENT
A telepsychiatry consultation by a consultant physician in the practice of his or her specialty @HIRFIRY (not being a
attendance to which items 291 to 319 apply), where:
-the patient is referred to him or her by a referring practitioner for assessment, diagnosis and/or treatment andris
a regional, rural or remote area (RRMAR
-that casultation and any other consultation to which items 353 to 361 apply, have not exceeded 12 consultg
calendar year,
-any other attendance to which items 300 to 308 and 353 to 358 or 361 to 370 apply, have not exceeded the
attendancem a calendar year.
A telepsychiatry consultation of not more than 15 minutes duration.
(See para A49 of explanatory notes to this Category)
Fee:$57.20 Benefit: 75% = $42.90 85% = $48.65
353 Extended Medicare Safety Net Cap$171.60
A telepsychiatry cosultation of more than 15 minutes duration but not more than 30 minutes duration.
(See para A49 of explanatory notes to this Category)
Fee:$114.45 Benefit: 75% = $85.85 85% = $97.30
355 Extended Medicare Safety Net Cap$343.35
A telepsychiatry consudtion of more than 30 minutes duration but not more than 45 minutes duration.
(See para A49 of explanatory notes to this Category)
Fee:$167.80 Benefit: 75% = $125.85 85% = $142.65
356 Extended Medicare Safety Net Cap$500.00
A telepsychiatry consultath of more than 45 minutes duration but not more than 75 minutes duration
(See para A49 of explanatory notes to this Category)
Fee:$231.45 Benefit: 75% = $173.60 85% = $196.75
357 Extended Medicare Safety Net Cap$500.00
A telepsychiatry consultatiorf more than 75 minutes duration
(See para A49 of explanatory notes to this Category)
Fee:$282.00 Benefit: 75% = $211.50 85% = $239.70
358 Extended Medicare Safety Net Cap$500.00
CONSULTANT PSYCHIATRIST, REFERRED CONSULTATION VIA TELEPSYCHIATRY FOR REV IEW OF
REFERRED PATIENT ASSESSMENT AND MANAGEMENT
A telepsychiatry consultation of more than 30 minutes but not more than 45 minutes duration by a consultant physi
practice of his or her specialty of PSYCHIATRY where:
- the patient is located i regional, rural or remote area (RRMA'B
- inthe preceding 12 months, payment has been made under item 291
- an outcome tool is used where clinically appropriate
- amental state examination is conducted
- apsychiatric diagnosis is made
- amanagement plan prided under Item 291 is reviewed and revised
- the reviewed management plan is explained and provided, unless clinically inappropriate, to the patient and/or tha
the patient's agreement)
- the reviewed management plan is communicated in writingetodferring practitioner
Not being an attendance on a patient in respect of whom payment has been made under this item or item 293 in the [
month period.
(See para A49 of explanatory notes to this Category)
Fee:$325.35 Benefit: 75% = $244.05 85% = $276.55
359 Extended Medicare Safety Net Cap$500.00

141



CONSULTANT PSYCHIATR IST CONSULTANT PSYCHIATR IST

CONSULTANT PSYCHIATRIST, REFERRED INITIAL CONSULTATION VIA TELEPSYCHIATRY ON A NEW
PATIENT

A telepsychiatry consultation of more than 45 né@suby a consultant physician in the practice of his or her specia

PSYCHIATRY where:

- the patient is a new patient for this consultant psychiatrist, or a patient who has not received a professional atten
this consultant psychiatrist in theggeding 24 months

- the patient is located in a regional, rural or remote area (RRF)A3

Not being an attendance on a patient in respect of whom payment has been made under this item, items 296 to 29%m0s
300 to 346 or 353 to 370 in the preeyi24 month period.

(See para A49 of explanatory notes to this Category)

Fee:$299.30 Benefit: 75% = $224.50 85% = $254.45

361 Extended Medicare Safety Net Cap$500.00
CONSULTANT PSYCHIATRIST, REFERRED CONSULTATION FOR ASSESSMENT, DIAGNOSIS AND
TREATME NT FOLLOWING TELEPSYCHIATRY
Professional attendance by a consultant physician in the practice of his or her specialty of PSYCHIATRY, where:
- the patient is referred to him or her by a referring practitioner,
- that attendance occurs following a telegisgtry consultation (items 353 to 361),
- that attendance and any other attendance to which items 300 to 308 and 353 to 358 or 361 to 370 apply
exceeded the sum of 50 attendances in a calendar year.
These items may only be used after telepmtcy consultation(s) have been conducted in accordance with items 353 to 361
A faceto-face attendance of not more than 15 minutes duration.
(See para A49 of explanatory notes to this Category)
Fee:$43.35 Benefit: 75% = $32.55 85% = $36.85
364 Extended Meldicare Safety Net Cap:$130.05
A faceto-face attendance of more than 15 minutes duration but not more than 30 minutes duration
(See para A49 of explanatory notes to this Category)
Fee:$86.45 Benefit: 75% = $64.85 85% = $73.50
366 Extended Medicare Safey Net Cap: $259.35
A faceto-face attendance of more than 30 minutes duration but not more than 45 minutes duration.
(See para A49 of explanatory notes to this Category)
Fee:$133.10 Benefit: 75% = $99.85 85% = $113.15
367 Extended Medicare Safety Net @p: $399.30
A faceto-face attendance of more than 45 minutes duration but not more than 75 minutes duration
(See para A49 of explanatory notes to this Category)
Fee:$183.80 Benefit: 75% = $137.85 85% = $156.25
369 Extended Medicare Safety Net Cap$50000
A faceto-face attendance of more than 75 minutes duration.
(See para A49 of explanatory notes to this Category)
Fee:$213.15 Benefit: 75% = $159.90 85% = $181.20
370 Extended Medicare Safety Net Cap$500.00
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CONSULT OCCUPATIONAL PHYSICIAN CONSULT OCCUPATIONAL PHYSI CIAN

GROUP A12 - CONSULTANT OCCUPATIONAL PHYSICIAN ATTENDANCES TO WHICH NO OTHER
ITEM APPLIES

Initial professional attendance of 10 minutes or less in duration on a patient by a consultant occupational physidiamip
his or her specialty of occupational medicine if:
(a) the attendance is by video conference; and
(b) the patient is not an admitted patient; and
(c) the patient:
(i) is located both:
(A) within a telehealth eligible area; and
(B) at the time of th attendané® at least 15 kms by road from the physician; or
(ii) is a care recipient in a residential care service; or
(iii) is a patient of:
(A) an Aboriginal Medical Service; or
(B) an Aboriginal Community Controlled Health Service;
for which a direction made under subsection 19 (2) of the Act applies; and
(d) no other initial consultation has taken place for a single course of treatment
(See para A58 of explanatory notes to this Category)
Fee:$64.20 Benefit: 85% = $54.60

384 Extended MedicareSafety Net Cap:$192.60
CONSULTANT OCCUPATIONAL PHYSICIAN, REFERRED CONSULTATION - SURGERY OR HOSPITAL
(Professional attendance at consulting rooms or hospital by a consultant occupational physician in the practice of
specialty of occupainal medicine where the patient is referred to him or her by a referring practitioner)
-INITIAL attendance in a single course of treatment
(See para A22 of explanatory notes to this Category)
Fee:$85.55 Benefit: 75% = $64.20 85% = $72.75
385 Extended Medicae Safety Net Cap:$256.65
- Each attendanceUBSEQUENTto the first in a single course of treatment
(See para A22 of explanatory notes to this Category)
Fee:$43.00 Benefit: 75% = $32.25 85% = $36.55
386 Extended Medicare Safety Net Cap$129.00
CONSULTANT OCCUPATIONAL PHYSICIAN, REFERRED CONSULTATION -HOME VISITS
(Professional attendance at a place other than consulting rooms or hospital by a consultant occupational physiciastioe
of his or her specialty of occupational medicine whbeepatient is referred to him or her by a referring practitioner)
- INITIAL attendance in a single course of treatment
(See para A22 of explanatory notes to this Category)
Fee:$125.50 Benefit: 75% = $94.15 85% = $106.70
387 Extended Medicare Safety Net Cap$376.50
- Each attendanceUBSEQUENT to the first in a single course of treatment
(See para A22 of explanatory notes to this Category)
Fee:$79.45 Benefit: 75% = $59.60 85% = $67.55
388 Extended Medicare Safety Net Cap$238.35
Professional attersshce by a consultant occupational physician practising in his or her specialty of occupational medicine
(a) by video conference; and
(b) the attendance is for a service:
(i) provided with item 385 lasting more than 10 minutes; or
(ii) provided with iem 386; and
(c) the patient is not an admitted patient; and
(d) the patient:
(i) is located both:
(A) within a telehealth eligible area; and
(B) at the time of the attendaricet least 15 kms by road from the physician; or
(i) is a care recipient ia residential care service; or
(iii) is a patient of:
(A) an Aboriginal Medical Service; or
(B) an Aboriginal Community Controlled Health Service;
for which a direction made under subsection 19 (2) of the Act applies
(See para A58 of explanatorytes to this Category)
Derived Fee:50% of the fee for item 385 or 386. Benefit: 85% of the derived fee
389 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
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PUBLIC HEALTH PUBLIC HEALTH

GROUP A13 - PUBLIC HEALTH PHYSICIAN ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

PUBLIC HEALTH PHYSICIAN ATTENDANCES - AT CONSULTING ROOMS

Professional attendance at consulting rooms by a public health physician in the practice of his or her specialtyheffib
medicine

LEVEL A
Attendance for an obvious problem characterised by the straightforward nature of the task that requires a short pgtemd,
if required, limited examination and management.
(See para A40 of explanatory notes to thédéegory)
Fee:$19.55 Benefit: 75% = $14.70 85% = $16.65

410 Extended Medicare Safety Net Cap$58.65
LEVEL B
Professional attendance by a general practitioner (not being a service to which any other item in this table applies) |t
20 minutes, including any of the following that are clinically relevant:
a) taking a patient history;
b) performing a clinical examination;
C) arranging any necessary investigation;
d) implementing a management plan;
e) providing appropriate preventive health care
in relation to 1 or more healttelated issues, with appropriate documentation.
(See para A40 of explanatory notes to this Category)
Fee:$42.75 Benefit: 75% = $32.10 85% = $36.35
411 Extended Medicare Safety Net Cap$128.25
LEVEL C
Professional attetance by a general practitioner (not being a service to which any other item in this table applies) lastin
20 minutes, including any of the following that are clinically relevant:
a) taking a detailed patient history;
b) performing a clinical exaination;
C) arranging any necessary investigation;
d) implementing a management plan;
e) providing appropriate preventive health care;
in relation to 1 or more healttelated issues, with appropriate documentation.
(See para A40 of explanatory notestiis tCategory)
Fee:$82.65 Benefit: 75% = $62.00 85% = $70.30
412 Extended Medicare Safety Net Cap$247.95
LEVEL D
Professional attendance by a general practitioner (not being a service to which any other item in this table applias)dast
40 nminutes, including any of the following that are clinically relevant:
a) taking an extensive patient history;
b) performing a clinical examination;
C) arranging any necessary investigation;
d) implementing a management plan;
e) providing appropriate prevéwme health care;
in relation to 1 or more healttelated issues, with appropriate documentation.
(See para A40 of explanatory notes to this Category)
Fee:$121.70 Benefit: 75% = $91.30 85% = $103.45
413 Extended Medicare Safety Net Cap$365.10
PUBLIC HEALTH PHYSICIAN ATTENDANCES - OTHER THAN AT CONSULTING ROOMS
Professional attendance other than at consulting rooms by a public health physician in the practice of his or herfgpédialt
health medicine.
LEVEL A
Attendance for an obvious problesharacterised by the straightforward nature of the task that requires a short patient his
if required, limited examination and management.
(See para A40 of explanatory notes to this Category)
Derived Fee:The fee for item 410, plus $25.45 dividieylthe number of patients seen, up to a maximum of six patients. Fo
seven or more patientghe fee for item 410 plus $1.95 per patient.
414 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
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PUBLIC HEALTH PUBLIC HEALTH

LEVEL B
Professional attendance by a general practitioner (not being a service to which any other item in this table applies) |t
20 minutes, including any of the following that are clinically relevant:

a) taking a patient history;

b) performing a clinical examination;

C) arranging any necessary investigation;

d) implementing a management plan;

e) providing appropriate preventive health care;

in relation to 1 or more heaktelated issues, with appropriate dowentation.

(See para A40 of explanatory notes to this Category)

Derived Fee:The fee for item 411, plus $25.45 divided by the number of patients seen, up to a maximum of six patients.
seven or more patientshe fee for item 411 plus $1.95 per patien

415 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
LEVEL C
Professional attendance by a general practitioner (not being a service to which any other item in this table applias)dast
20 minutes, including any of the following that are clinically relevant:
a) taking a detailed patient history;
b) performing a clinical examination;
C) arranging any necessary investigation;
d) implementing a management plan;
e) providing appropate preventive health care;
in relation to 1 or more healttelated issues, with appropriate documentation.
(See para A40 of explanatory notes to this Category)
Derived Fee:The fee for item 412, plus $25.45 divided by the number of patients seen, o@atinaum of six patients. For
seven or more patiertghe fee for item 412 plus $1.95 per patient.
416 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
LEVEL D
Professional attendance byeneral practitioner (not being a service to which any other item in this table applies) lasting
40 minutes, including any of the following that are clinically relevant:
a) taking an extensive patient history;
b) performing a clinical examination;
c) arranging any necessary investigation;
d) implementing a management plan;
e) providing appropriate preventive health care;
in relation to 1 or more healttelated issues, with appropriate documentation.
(See para A40 of explanatory notes to this Caitgg
Derived Fee:The fee for item 413, plus $25.45 divided by the number of patients seen, up to a maximum of six patients.
seven or more patierighe fee for item 413 plus $1.95 per patient.
417 Extended Medicare Safety Net Cap300% of the Derived fefor this item, or $500, whichever is the lesser amount
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MEDICAL PRACTITIONER EMERGENCY MEDICINE

GROUP A21 - MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES TO WHICH NO
OTHER ITEM APPLIES

SUBGROUP 1 - CONSULTATIONS

MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES 7 EMERGENCY DEPARTMENT
LEVEL 1
Professional attendance on a patient at a recognised emergency department of a private hospital by a medical pradit
an emergency physician in the practice of emergency medicine

Attendance for the unscheduled evaluation and management of a patient requiring the taking of a problem focuss
limited examination, diagnosis and initiation of appropriate treatment interventions involving straightforward mediaath

making
(See para A50 of explanatory notes to this Category)
Fee:$34.20 Benefit: 75% = $25.65 85% = $29.10
501 Extended Medicare Safety Net Cap$102.60
MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES i EMERGENCY DEPARTMENT
LEVEL 2
Professional attendae on a patient at a recognised emergency department of a private hospital by a medical practitior
an emergency medicine physician in the practice of emergency medicine
Attendance for the unscheduled evaluation and management of a patienhgetipgirtaking of an expanded problem focus
history, expanded examination of one or more systems and the formulation and documentation of a diagnosis and n
plan in relation to one or more problems, and the initiation of appropriate treatrtemeitions involving medical decisi
making of low complexity.
(See para A50 of explanatory notes to this Category)
Fee:$57.80 Benefit: 75% = $43.35 85% = $49.15
503 Extended Medicare Safety Net Cap$173.40
MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES i EMERGENCY DEPARTMENT
LEVEL 3
Professional attendance on a patient at a recognised emergency department of a private hospital by a medical pradst
an emergency physician in the practice of emergency medicine
Attendance for the uoheduled evaluation and management of a patient requiring the taking of an expanded problem
history, expanded examination of one or more systems, ordering and evaluation of appropriate investigations, the farmd
documentation of a diagnssand management plan in relation to one or more problems, and the initiation of appropriate t
interventions involving medical decision making of moderate complexity.
(See para A50 of explanatory notes to this Category)
Fee:$97.05 Benefit: 75% =$72.80 85% = $82.50
507 Extended Medicare Safety Net Cap$291.15
MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES i EMERGENCY DEPARTMENT
LEVEL 4
Professional attendance on a patient at a recognised emergency department of a private hospitaichy @ramtitioner who |
an emergency physician in the practice of emergency medicine
Attendance for the unscheduled evaluation and management of a patient requiring the taking of a detailed histor
examination of one or more systems, ordedand evaluation of appropriate investigations, the formulation and documenta
a diagnosis and management plan in relation to one or more problems, the initiation of appropriate treatment inteiaisoti
with relevant health care professionafal discussion with the patient, his/her agent/s and/or relatives, involving medical d
making of moderate complexity.
(See para A50 of explanatory notes to this Category)
Fee:$137.30 Benefit: 75% = $103.00 85% = $116.75
511 Extended Medicare Safety NeCap: $411.90
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MEDICAL PRACTITIONER EMERGENCY MEDICINE

MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES i EMERGENCY DEPARTMENT
LEVEL 5

Professional attendance on a patient at a recognised emergency department of a private hospital Hypeastgiioar who is

an emergency physician in the practice of emergency medicine

Attendance for the unscheduled evaluation and management of a patient requiring the taking of a comprehensi
comprehensive examination of one or more systemgriogiand evaluation of appropriate investigations, the formulatior
documentation of a diagnosis and management plan in relation to one or more problems, the initiation of appropriate
interventions, liaison with relevant health care professi® and discussion with the patient, his/her agent/s and/or rel
involving medical decision making of high complexity.

(See para A50 of explanatory notes to this Category)

Fee:$212.60 Benefit: 75% = $159.45 85% = $180.75

515 Extended Medicare Safety NeCap: $500.00
SUBGROUP 2 - PROLONGED PROFESSIONAL ATTENDANCES TO WHICH NO OTHER GROUP
APPLIES
MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES i EMERGENCY DEPARTMENT
Professional attendance on a patient at a recognised emergency depafranervate hospital by a medical practitioner wh
an emergency physician in the practice of emergency medicine
Attendance for emergency evaluation of a critically ill patient with an immediately life threatening problem requiringaie
and rapidassessment, initiation of resuscitation and electronic vital signs monitoring, comprehensive history and evaluat
undertaking resuscitative measures, ordering and evaluation of appropriate investigations, transitional evaluation ang,
the formulation and documentation of a diagnosis and management plan in relation to one or more problems, the ir
appropriate treatment interventions, liaison with relevant health care professionals and discussion with the patiesgehisd
and/or relatives prior to admission to arpiatient hospital bed
-For a period of not less than 30 minutes but less than 1 hour of total physician time spent with each patient
(See para A51 of explanatory notes to this Category)
Fee:$146.20 Benefit: 75%= $109.65 85% = $124.30
519 Extended Medicare Safety Net Cap$438.60
-For a period of not less than 1 hour but less than 2 hours of total physician time spent with each patient
(See para A51 of explanatory notes to this Category)
Fee:$280.85 Benefit: 75% = $210.65 85% = $238.75
520 Extended Medicare Safety Net Cap$500.00
-For a period of not less than 2 hours but less than 3 hours of total physician time spent with each patient
(See para A51 of explanatory notes to this Category)
Fee:$460.30 Benefit: 75% = $345.25 85% = $391.30
530 Extended Medicare Safety Net Cap$500.00
-For a period of not less than 3 hours but less than 4 hours of total physician time spent with each patient.
(See para A51 of explanatory notes to this Category)
Fee:$63975 Benefit: 75% = $479.85 85% = $561.35
532 Extended Medicare Safety Net Cap$500.00
-For a period of not less than 4 hours but less than 5 hours of total physician time spent with each patient
(See para A51 of explanatory notes to this Category)
Fee:$819.35 Benefit: 75% = $614.55 85% = $740.95
534 Extended Medicare Safety Net Cap$500.00
-For a period of 5 hours or more of total physician time spent with each patient.
(See para A51 of explanatory notes to this Category)
Fee:$909.10 Benefit: 75% =$681.85 85% = $830.70
536 Extended Medicare Safety Net Cap$500.00
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ATTENDANCES ATTENDANCES

GROUP A1l - URGENT ATTENDANCE AFTER HOURS

SUBGROUP 1 - URGENT ATTENDANCE - AFTER HOURS

Professional attendance by a general practitioner on not mord thatient on the 1 occasidneach attendang@ther than an
attendance between 11pm and 7aim)n afterhours period if:

a) the attendance is requested by the patient or a responsible person in, or not more than 2 hours before the
same untoken urgent aftehours period;

b) the patientdéds condition requires urgent medical t
C) if the attendance is undertaken at consulting rooms, it is necessary for the practitioner to return to, and speg

the consulting rooms for théteandance.
(See para A5 and A10 of explanatory notes to this Category)
Fee:$129.80 Benefit: 75% = $97.35 100% = $129.80

597 Extended Medicare Safety Net Cap$389.40
Professional attendance by a medical practitioner (other than a general practitionatryrre than 1 patient on the 1 occa$i
each attendandether than an attendance between 11pm and 7aman afterhours period if:
a) the attendance is requested by the patient or a responsible person in, or not more than 2 hours beforé, tine
same unbroken urgent afeours period;
b) the patientds condition requires urgent medical t
c) if the attendance is undertaken at consulting rooms, it is necessary for the practitioner to return to, and speg
the consultingooms for the attendance.
Fee:$104.75 Benefit: 75% = $78.60 100% = $104.75

598 Extended Medicare Safety Net Cap$314.25

SUBGROUP 2 - URGENT ATTENDANCE UNSOCIABLE AFTER HOURS

Professional attendance, by a general practitioner on not more than 1 patiee 1 occasion each attendandeetween 11pn
and 7am if:
a) the attendance is requested by the patient or a responsible person in, or not more than 2 hours before the
same unbroken aftdrours period; and
b) t he pat i en guéres urgeot medicdl treatmentr amd
C) if the attendance is undertaken at consulting rooms, it is necessary for the practitioner to return to and speciadi
consulting rooms for the attendance.
(See para A5 and A10 of explanatory notes to thie@bdry)
Fee:$153.00 Benefit: 75% = $114.75 100% = $153.00

599 Extended Medicare Safety Net Cap$459.00
Professional attendance, by a medical practitioner, (other than a general practitioner) on not more than 1 patientcasitg
i each attendarebetween 11pm and 7anif:
a) the attendance is requested by the patient or a responsible person in, or not more than 2 hours before the
same unbroken aftdrours period; and
b) the patientds condition ®dequires urgent medical t
C) if the attendance is undertaken at consulting rooms, it is necessary for the practitioner to return to and speciadi
consulting rooms for the attendance.
(See para A10 of explanatory notes to this Category)
Fee:$124.25 Benefit: 75% = $93.20 100% = $124.25

600 Extended Medicare Safety Net Cap$372.75




PROFESSIONAL ATTENDANCES PROFESSIONAL ATTENDA NCES

GROUP A14 - HEALTH ASSESSMENTS

HEALTH ASSESSMENTS
The category of people eligible for health assessments are :

a) Healthy Kids Check for cldren who have received or are receiving their four year old immunisation

b) People aged 40 to 49 years (inclusive) with a high risk of developing type 2 diabetes as determined by the Aus
Type 2 Diabetes Risk Assessment Tool

) People between the @gf 45 and 49 (inclusive) who are at risk of developing a chronic disease

d) People aged 75 years and older

e) Permanent residents of a Residential Aged Care Facility

f) People who have an intellectual disability

0) Humanitarian entrants who are residienfustralia with access to Medicare services, including Refugees and Spg
Humanitarian Program and Protection Program entrants

h) Former serving members of the Australian Defence Force including former members of permanent and reserve

HEAL TH ASSESSMENT - BRIEF
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultan)pto,
perform a brief health assessment, lasting not more than 30 minutes and, including:

a) Collection of réevant information, including taking a patient history;

b) A basic physical examination;

c) Initiating interventions and referrals as indicated; and

d) Providing the patient with preventive health care advice and information.

(See para A25 and A26 and A27d A28 and A29 and A30 and A31 and A32 and A59 of explanatory notes to this Catego
Fee:$59.35 Benefit: 100% = $59.35

701 Extended Medicare Safety Net Cap$178.05
HEALTH ASSESSMENT - STANDARD
Attendance by a medical practitioner (including a gengrattitioner, but not including a specialist or consultant physicial
perform a standard health assessment, lasting more than 30 minutes but less than 45 minutes, including:
a) Detailed information collection, including taking a patient history;
b) An extensive physical examination;
c) Initiating interventions and referrals as indicated; and
d) Providing a preventive health care strategy for the patient.
(See para A25 and A26 and A27 and A28 and A29 and A30 and A31 and A32 and A59 of explanatorthiso@etegory)
Fee:$137.90 Benefit: 100% = $137.90
703 Extended Medicare Safety Net Cap$413.70
HEALTH ASSESSMENT - LONG
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant)pioy
perform a long health assessment, lasting at least 45 minutes but less than 60 minutes, including:
a) Comprehensive information collection, including taking a patient history;
b) An extensive examination of thenctplmti entods medical
C) Initiating interventions and referrals as indicated; and
d) Providing a basic preventive health care management plan for the patient.
(See para A25 and A26 and A27 and A28 and A29 and A30 and A31 and A32 and A59 of explanatory notesgptl)s Cat
Fee:$190.30 Benefit: 100% = $190.30
705 Extended Medicare Safety Net Cap$500.00
HEALTH ASSESSMENT - PROLONGED
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultan)pto,
perfform a prolonged health assessment, lasting at least 60 minutes, including:
a) Comprehensive information collection, including taking a patient history;
b) An extensive examination of the patient 6 dunatiomdi c al
C) Initiating interventions and referrals as indicated; and
d) Providing a comprehensive preventive health care management plan for the patient.
(See para A25 and A26 and A27 and A28 and A29 and A30 and A31 and A32 and A59 of explanatorthiso@etegory)
Fee:$268.80 Benefit: 100% = $268.80
707 Extended Medicare Safety Net Cap$500.00
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ABORIGINAL AND TORRES STRAIT ISLANDER PEOPLES HEALTH ASSESSMENT

Details of the requirements for the Algirial and Torres Strait Islander Peoples Health Assessment,
The Aboriginal and Torres Strait Islander Peoples Health Assessment is available to:

a) Children between ages of 0 and 14 years,
b) Adults between the ages of 15 and 54 years,
C) Older people ovethe age of 55 years.

715

ABORIGINAL AND TORRES STRAIT ISLANDER PEOPLES HEALTH ASSESSMENT
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultar)pa
consulting rooms or in anothergoke other than a hospital or Residential Aged Care Facility, for a health assessment of
who is of Aboriginal or Torres Strait Islander descembt more than once in a 9 month period.

(See para A33 and A34 and A35 and A36 of explanatory nateis ©ategory)

Fee:$212.25 Benefit: 100% = $212.25

Extended Medicare Safety Net Cap$500.00
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GROUP A15 - GP MANAGEMENT PLANS, TEAM CARE ARRANGEMENTS, MULTIDISCIPLINARY
CARE PLANS

SUBGROUP 1 - GP MANAGEMENT PLANS, TEAM CARE ARRANGEMENTS AND
MULTIDISCIPLINARY CARE PLANS

Attendance bya medical practitioner (including a general practitioner, but not including a specialist or consultant physi
the PREPARATION of &GP MANAGEMENT PLAN (GPMP) for a patient (not being a service associated with a sery
whichitems 735 to 75&pply).

This CDM service is for a patient who has at least one medical condition that:
€) has been (or is likely to be) present for at least six months; or
(b) is terminal.

A rebate will not be paid within twelve months of a previous claim for item 721, or within three months of a claim fa12ide
731 or 732 (for a review of a GPMP), except where there are exceptional circumstances that require the rpodpanatio
GPMP.

(See para A37 of explanatory notes to this Category)

Fee:$144.25 Benefit: 75% = $108.20 100% = $144.25

721 Extended Medicare Safety Net Cap$432.75
Attendance by a medical practitioner (including a general practitioner, but not inmgladipecialist or consultant physician
COORDINATE the development ofEAM CARE ARRANGEMENTS (TCAs) for a patient (not being a service associ
with a service to whickitems 735 to 75&pply).
This CDM service is for a patient who:
@) has at leastne medical condition that:
i has been (or is likely to be) present for at least six months; or
il is terminal; and
(b) requires ongoing care from at least three collaborating health or care providers, each of whom provides a diff
of treatmenor service to the patient, and at least one of whom is a medical practitioner.
A rebate will not be paid within twelve months of a previous claim for item 723, or within three months of a claim f@32
(for a review of TCASs), except where there axeeptional circumstances that require the coordination of new TCAs.
(See para A37 of explanatory notes to this Category)
Fee:$114.30 Benefit: 75% = $85.75 100% = $114.30

723 Extended Medicare Safety Net Cap$342.90
CONTRIBUTION by a medical practitiogr (including a general practitioner, but not including a specialist or cong
physician) TO A MULTIDISCIPLINARY CARE PLAN prepared by another provider OR TO A REVIEW OF A
MULTIDISCIPLINARY CARE PLAN prepared by another provider (not being a servise@dated with a service to whi
items 735 to 75&pply).
This CDM service is for a patient who:
@) has at least one medical condition that:
i. has been (or is likely to be) present for at least six months; or
ii. is terminal; and
(b) requires ongoig care from at least three collaborating health or care providers, each of whom provides a diffe
of treatment or service to the patient, and at least one of whom is a medical practitioner; and
(c) is not a care recipient in a residential agee ¢acility.
A rebate will not be paid within twelve months of a claim by the same practitioner for item 721 or 723, within three fre
claim for item 729 or within three months of a claim for item 731 or 732, except where there are exceptionatasices thg
require a new contribution to the multidisciplinary care plan.
(See para A37 of explanatory notes to this Category)
Fee:$70.40 Benefit: 100% = $70.40

729 Extended Medicare Safety Net Cap$211.20
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731

CONTRIBUTION by a medical practitioner (including a general practitioner, but not including a specialist or cof
physician) to:

(a) a multidisciplinary care plan for a patient in A RESIDENTIAL AGED CARE FACILITY (RACF) , prepared by thd
facility, or to a REVIEW of such a planprepared by a RACF; or

(b) a multidisciplinary care plan prepared for a resident by another provider before the resident is discharged fraahar ho
approved daynospital facility, or to a review of suchpdan prepared by another provider; (not being a service associated
service to whichitems 735 to 75&pply).

This CDM service is for a patient who:

@ has at least one medical condition that:
i has been (or is likely to be) present for at lseasmonths; or
ii is terminal; and

(b) requires ongoing care from at least three collaborating health or care providers, each of whom provides ¢
kind of treatment or service to the patient, and at least one of whom is a medical practitidner; a
(c) is a care recipient in a residential aged care facility.

A rebate will not be paid within three months of a previous claim for item 731 or within three months of a claim for jt@&87
729 or 732 except where there are exceptional circumstdinaerequire a new contribution to the multidisciplinary care plan
(See para A37 of explanatory notes to this Category)

Fee:$70.40 Benefit: 100% = $70.40

Extended Medicare Safety Net Cap$211.20

732

Attendance by a medical practitioner (includingemeral practitioner, but not including a specialist or consultant physician)
() REVIEW A GP MANAGEMENT PLAN to which item 721 applies.

Where these services were provided by that medical practitioner (or an associated medical practitioner), ampdansétvece
associated with a service to which items-738 apply.

This CDM service is for a patient who has at least one medical condition that:

i. has been (or is likely to be) present for at least six months; or

ii. is terminal.

or

(b) COORDINATE A REVIEW OF TEAM CARE ARRANGEMENTS to which item 723 applies.

This CDM service is for a patient who:

i. has at least one medical condition that has been (or is likely to be) present for at least six mentrsjioal, and

ii. also requires ongoing care from at least three collaborating health or care providers, each of whom provides kirtiffef!
treatment or service to the patient, and at least one of whom is a medical practitioner.

Each servicea which item 732 applies may only be claimed once in a im@eth period, except where there are excepti
circumstances that necessitate earlier performance of the service to the patient.

(See para A37 of explanatory notes to this Category)

Fee:$72.05 Benefit: 75% = $54.05 100% = $72.05

Extended Medicare Safety Net Cap$216.15
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CHRONIC DISEASE MANA GEMENT CASE CONFERENCES

SUBGROUP 2 - CASE CONFERENCES

MULTIDISCIPLINARY CASE CONFERENCE - MEDICAL PRACTITIONER (OTHER THAN A SPECIALIST OR
CONSULTANT PHYSICIAN)

These services are for patients who:
(€) have at least one medical condition that:
i has been (or is likely to be) present for at least six months; or
ii. is terminal; and
(b) require ongoing care from a multidisciplinary case conferé&sa® which includes:
i a medical practitioner; and
ii. at least two other members, each of whom provides a different kind of care or service to the
and is not a family carer of the patient, and one of whom may be another medical practitioner.

For the purposes of items 7358, a multidisciplinary case conference is a process by which a multidisciplinary case conf¢
team:

@ di scusses a patientodés history; and

(b) identifies the patientds multidisciplinary ca

(c) identifies outcomes to be achieved by members of the case conference team giving care and service
patient; and

(d) identifies tasks that need to be undertaken to achieve these outcomes, and allocates those tasks to n
the case conference team; and

(e) assesses whether previously identified outcomes (if any) have been achieved.

Participation in a multidisciplinary case conference must be at the request of the person who organises and coordinates
conference.

Attendance by a medical gutitioner (including a general practitioner, but not including a specialist or consultant physicia
member of a case conference teamQRGANISE AND COORDINATE A CASE CONFERENCE IN A RESIDENTIAL
AGED CARE FACILITY OR A COMMUNITY CASE CONFERENCE OR A DISCHARGE CASE CONFERENCE (not
being a service associated with a service to which i#hgo 732apply)

where the conference timeasleast 15 minutes and less than 20 minutes
(See para A39 of explanatory notes to this Category)
Fee:$70.65 Benefit: 75% = $53.00 100% = $70.65

735 Extended Medicare Safety Net Cap$211.95
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant)plagsé
member of a case conference teamQRGANISE AND COORDINATE A CASE CONFERENCE IN A RESIDENTIAL
AGED CARE FACILITY OR A COMMUNITY CASE CONFERENCE OR A DISCHARGE CASE CONFERENCE (not
being a service associated with a service to which i#hgo 732apply)
where the conference timeasleast 20 mhutes and less than 40 minutes
(See para A39 of explanatory notes to this Category)
Fee:$120.95 Benefit: 75% = $90.75 100% = $120.95

739 Extended Medicare Safety Net Cap$362.85
Attendance by a medical practitioner (including a general practitionendbincluding a specialist or consultant physician),
member of a case conference teamQRGANISE AND COORDINATE A CASE CONFERENCE IN A RESIDENTIAL
AGED CARE FACILITY OR A COMMUNITY CASE CONFERENCE OR A DISCHARGE CASE CONFERENCE (not
being a servie associated with a service to which itef@d to 732apply)
where the conference timedsleast 40 minutes
(See para A39 of explanatory notes to this Category)
Fee:$201.65 Benefit: 75% = $151.25 100% = $201.65

743 Extended Medicare Safety Net Cap$500.00
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Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant)plagsé
member of a case conference teamPARTICIPATE IN A CASE CONFERENC E IN A RESIDENTIAL AGED CARE
FACILITY OR A COMMUNITY CASE CONFERENCE OR A DISCHARGE CASE CONFERENCE (not being a servic
associated with a service to which itefi&l to 732apply)

where the conference timeasleast 15 minutes and less than 20 minutes
(See para A39 of explanatory notes to this Category)
Fee:$51.90 Benefit: 75% = $38.95 100% = $51.90

747 Extended Medicare Safety Net Cap$155.70
Attendance by a medical practitioner (including a general practitioner, but not including a specialstuttanb physician), as
member of a case conference teamPARTICIPATE IN A CASE CONFERENCE IN A RESIDENTIAL AGED CARE
FACILITY OR A COMMUNITY CASE CONFERENCE OR A DISCHARGE CASE CONFERENCE (not being a servic
associated with a service to which itef2l to 732apply)
where the conference timeasleast 20 minutes and less than 40 minutes
(See para A39 of explanatory notes to this Category)
Fee:$89.00 Benefit: 75% = $66.75 100% = $89.00

750 Extended Medicare Safety Net Cap$267.00
Attendance by medical practitioner (including a general practitioner, but not including a specialist or consultant physici
member of a case conference teamPARTICIPATE IN A CASE CONFERENCE IN A RESIDENTIAL AGED CARE
FACILITY OR A COMMUNITY CASE CONFERENCE OR A DISCHARGE CASE CONFERENCE (not being a servic
associated with a service to which itefi®&l to 732apply)
where the conference timeasleast 40 minutes
Fee:$148.20 Benefit: 75% = $111.15 100% = $148.20

758 Extended Medicare Safety Net Cap$444.60

CASE CONFERENCE - CONSULTANT PHYSICIAN

Attendance by a consultant physician in the practice of his or her specialty, as a member of a case confereng
ORGANISE AND COORDINATE A COMMUNITY CASE CONFERENCE of at least 15 minutes but less thanm3ibutes
with a multidisciplinary team of at least three other formal care providers of different disciplines
(See para A41 of explanatory notes to this Category)
Fee:$139.10 Benefit: 75% = $104.35 85% = $118.25

820 Extended Medicare Safety Net Cap$417.30
Attendance by a consultant physician in the practice of his or her specialty, as a member of a case confereng
ORGANISE AND COORDINATE A COMMUNITY CASE CONFERENCE of at least 30 minutes but less than 45 mint
with a multidisciplinary teanof at least three other formal care providers of different disciplines
(See para A41 of explanatory notes to this Category)
Fee:$208.70 Benefit: 75% = $156.55 85% = $177.40

822 Extended Medicare Safety Net Cap$500.00
Attendance by a consultant physit in the practice of his or her specialty, as a member of a case conference t
ORGANISE AND COORDINATE A COMMUNITY CASE CONFERENCE of at least 45 minutes, with a multidiscipling
team of at least three other formal care providers of differenptiises
(See para A41 of explanatory notes to this Category)
Fee:$278.15 Benefit: 75% = $208.65 85% = $236.45

823 Extended Medicare Safety Net Cap$500.00
Attendance by a consultant physician in the practice of his or her specialty, as a membersefcanfarence team,
PARTICIPATE IN A COMMUNITY CASE CONFERENCE (other than to organise and to coordinate the conference
least 15 minutes but less than 30 minutes, with a multidisciplinary team of at least two other formal care providerenb
disciplines
(See para A41 of explanatory notes to this Category)
Fee:$99.90 Benefit: 75% = $74.95 85% = $84.95

825 Extended Medicare Safety Net Cap$299.70
Attendance by a consultant physician in the practice of his or her specialty, as a merabeas#f conference team,
PARTICIPATE IN A COMMUNITY CASE CONFERENCE (other than to organise and to coordinate the conference
least 30 minutes but less than 45 minutes, with a multidisciplinary team of at least two other formal care provitiersno
disciplines
(See para A41 of explanatory notes to this Category)
Fee:$159.30 Benefit: 75% = $119.50 85% = $135.45

826 Extended Medicare Safety Net Cap$477.90
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CHRONIC DISEASE MANA GEMENT CASE CONFERENCES

Attendance by a consultant physiciam the practice of his or her specialty, as a member of a case conference t|
PARTICIPATE IN A COMMUNITY CASE CONFERENCE (other than to organise and to coordinate the conference
least 45 minutes, with a multidisciplinary team of at least twerdtirmal care providers of different disciplines

(See para A41 of explanatory notes to this Category)

Fee:$218.75 Benefit: 75% = $164.10 85% = $185.95

828 Extended Medicare Safety Net Cap$500.00
Attendance by a consultant physician in the practicédnisfor her specialty, as a member of a case conference te
ORGANISE AND COORDINATE A DISCHARGE CASE CONFERENCE of at least 15 minutes but less than 30 mint
with a multidisciplinary team of at least three other formal care providers of diffaseilohes
(See para A41 of explanatory notes to this Category)
Fee:$139.10 Benefit: 75% = $104.35 85% = $118.25

830 Extended Medicare Safety Net Cap$417.30
Attendance by a consultant physician in the practice of his or her specialty, as a membeasef @nference team,
ORGANISE AND COORDINATE A DISCHARGE CASE CONFERENCE of at least 30 minutes but less than 45 mint
with a multidisciplinary team of at least three other formal care providers of different disciplines
(See para A41 of explanatomptes to this Category)
Fee:$208.70 Benefit: 75% = $156.55 85% = $177.40

832 Extended Medicare Safety Net Cap$500.00
Attendance by a consultant physician in the practice of his or her specialty, as a member of a case confereng
ORGANISE AND COORDINATE A DISCHARGE CASE CONFERENCE of at least 45 minutes, with a multidiscipling
team of at least three other formal care providers of different disciplines
(See para A41 of explanatory notes to this Category)
Fee:$278.15 Benefit: 75% = $208.65 85%= $236.45

834 Extended Medicare Safety Net Cap$500.00
Attendance by a consultant physician in the practice of his or her specialty, as a member of a case confereng
PARTICIPATE IN A DISCHARGE CASE CONFERENCE of at least 15 minutes but lessath 30 minutes, with
multidisciplinary team of at least two other formal care providers of different disciplines
(See para A41 of explanatory notes to this Category)
Fee:$99.90 Benefit: 75% = $74.95 85% = $84.95

835 Extended Medicare Safety Net Cap$299.70
Attendance by a consultant physician in the practice of his or her specialty, as a member of a case confereng
PARTICIPATE IN A DISCHARGE CASE CONFERENCE of at least 30 minutes but less than 45 minutes, w
multidisciplinary team of at kst two other formal care providers of different disciplines
(See para A41 of explanatory notes to this Category)
Fee:$159.30 Benefit: 75% = $119.50 85% = $135.45

837 Extended Medicare Safety Net Cap$477.90
Attendance by a consultant physician in fhractice of his or her specialty, as a member of a case conference te
PARTICIPATE IN A DISCHARGE CASE CONFERENCE of at least 45 minutes, with a multidisciplinary team of at |
two other formal care providers of different disciplines
(See para A4df explanatory notes to this Category)
Fee:$218.75 Benefit: 75% = $164.10 85% = $185.95

838 Extended Medicare Safety Net Cap$500.00

CASE CONFERENCE - CONSULTANT PSYCHIATRIST

Attendance by a consultant physician in the practice of his or her spedi®§YCHIATRY, as a member of a case conferg
team, toORGANISE AND COORDINATE A COMMUNITY CASE CONFERENCE of at least 15 minutes, but less than
minutes with a multidisciplinary team of at least two other formal care providers of different discipline
(See para A52 of explanatory notes to this Category)
Fee:$139.10 Benefit: 75% = $104.35 85% = $118.25

855 Extended Medicare Safety Net Cap$417.30
Attendance by a consultant physician in the practice of his or her specialty of PSYCHIATRY, as a ofeantese conferen
team, toORGANISE AND COORDINATE A COMMUNITY CASE CONFERENCE of at least 30 minutes, but less than
minutes with a multidisciplinary team of at least two other formal care providers of different disciplines
(See para A52 of explaray notes to this Category)
Fee:$208.70 Benefit: 75% = $156.55 85% = $177.40

857 Extended Medicare Safety Net Cap$500.00
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Attendance by a consultant physician in the practice of his or her specialty @H¥SVRY, as a member of a case confere
team, to ORGANISE AND COORDINATE A COMMUNITY CASE CONFERENCE of at least 45 minutes with
multidisciplinary team of at least two other formal care providers, of different disciplines

(See para A52 of explanatorgtes to this Category)

Fee:$278.15 Benefit: 75% = $208.65 85% = $236.45

858 Extended Medicare Safety Net Cap$500.00
CASE CONFERENCE - CONSULTANT PSYCHIATRIST

Attendance by a consultant physician in the practice of his or her specialty of PSYCHIATRYmember of a case confere
team, toORGANISE AND COORDINATE A DISCHARGE CASE CONFERENCE, of at least 15 minutes, but less than
minutes with a multidisciplinary team of at least two other formal care providers of different disciplines
(See para A5pf explanatory notes to this Category)
Fee:$139.10 Benefit: 75% = $104.35 85% = $118.25

861 Extended Medicare Safety Net Cap$417.30
Attendance by a consultant physician in the practice of his or her specialty of PSYCHIATRY, as a member of aareseq
team, toORGANISE AND COORDINATE A DISCHARGE CASE CONFERENCE, of at least 30 minutes, but less than
minutes with a multidisciplinary team of at least two other formal care providers of different disciplines
(See para A52 of explanatory notestiis tCategory)
Fee:$208.70 Benefit: 75% = $156.55 85% = $177.40

864 Extended Medicare Safety Net Cap$500.00
Attendance by a consultant physician in the practice of his or her specialty of PSYCHIATRY, as a member of a case
team, to ORGANISE AND COORDINATE A DISCHARGE CASE CONFERENCE, of at least 45 minutes with
multidisciplinary team of at least two other formal care providers of different disciplines
(See para A52 of explanatory notes to this Category)
Fee:$278.15 Benefit: 75% = $208.65 85% = $236.45

866 Extended Medicare Safety Net Cap$500.00

MULTIDISCIPLINARY CANCER CARE CASE CONFERENCE

Attendance by a medical practitioner (including a specialist or consultant physician in the practice of his or her @pea
general practitiom®, as a member of a case conference tearbF#®D AND COORDINATE A MULTIDISCIPLINARY
CASE CONFERENCE ON A PATIENT WITH CANCER TO DEVELOP A MULTIDISCIPLINARY TREATMENT
PLAN, where the case conference is of at least 10 minutes, with a multidisciplinaryofeaimeast three other medig
practitioners from different areas of medical practice (which may include general practice), and, in addition, allig
providers.
(See para A55 of explanatory notes to this Category)
Fee:$80.30 Benefit: 75% = $60.25 85% = $68.30

871 Extended Medicare Safety Net Cap$240.90
Attendance by a medical practitioner (including a specialist or consultant physician in the practice of his or her @pa
general practitioner), as a member of a case conference tedPARBICIPATE IN A MULTIDISCIPLINARY CASE
CONFERENCE ON A PATIENT WITH CANCER TO DEVELOP A MULTIDISCIPLINARY TREATMENT PLAN ,
where the case conference is of at least 10 minutes, with a multidisciplinary team of at least four medical practitio
different areas of medical practice (which may include general practice), and, in addition, allied health providers.
(See para A55 of explanatory notes to this Category)
Fee:$37.40 Benefit: 75% = $28.05 85% = $31.80

872 Extended Medicare Safety Net Cap$112.20
CASE CONFERENCE - CONSULTANT PHYSICIAN IN GERIATRIC OR REHABILITATION MEDICINE
Attendance by a consultant physician in the practice of his or her specialty of GERIATRIC OR REHABILITATION MED
as a member of a case conference teanG@ORDINATE A CASE CONFERENCE ON AN ADMITTED HOSPITAL
PATIENT of at least 10 minutes but less than 30 minutes, with a multidisciplinary team of at least two other for
providers of different disciplines
(See para A53 of explanatory notes to this Category)
Fee:$48.65 Benefit: 75% = $36.50

880 Extended Medicare Safety Net Cap$145.95
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GROUP A17 - DOMICILIARY AND RESIDENTIAL MANAGEMENT REVIEWS

Participation by a medical practitioner (including a general practitioner, but not includpegialist or consultant physician) i
Domiciliary Medication Management Review (DMMR) for patients living in the community setting, where the meq
practitioner:

- assesses a patient's medication management needs, and following that assessraaht peféent to a commun
pharmacy or an accredited pharmacist for a DMMR, and provides relevant clinical information required for the review
patient's consent; and

- discusses with the reviewing pharmacist the results of that review inclsdiggested medication managen
strategies; and

- develops a written medication management plan following discussion with the patient.

Benefits under this item are payable not more than once in each 12 month period, except where there has beant @isangyf
in the patient's condition or medication regimen requiring a new DMMR.
(See para A42 of explanatory notes to this Category)

Fee:$154.80 Benefit: 100% = $154.80

900 Extended Medicare Safety Net Cap$464.40
Participation by a medical practitier (including a general practitioner, but not including a specialist or consultant physicig
collaborative Residential Medication Management Review (RMMR)for a permanentesident of a residential aged cal
facility, where the medical practitioner:
- discusses and seeks consent for an RMMR from the new or existing resident;
- collaborates with the reviewing pharmacist regarding the pharmacy component of the review;
- provides input from the resident's Comprehensive Medical Assessment (CMA), 6MA&has not been undertake
provides relevant clinical information for the resident's RMMR;
- discusses findings of the pharmacist review and proposed medication management strategies with the
pharmacist (unless exceptions apply);
- develops andr revises a written medication plan for the resident; and
- consults with the resident to discuss the medication management plan and its implementation.
Benefits under this item are payable for one RMMR service for new residents on admission to rtiReagkd Care Facilit
and for continuing residents on an as required basis, with a maximum of one RMMR for a resident in any 12 month pefr
where there has been a significant change in medical condition or medication regimen requiring a niew RMM
(See para A42 of explanatory notes to this Category)
Fee:$106.00 Benefit: 100% = $106.00

903 Extended Medicare Safety Net Cap$318.00
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ATTENDANCES TELEHEALTH ATTENDANC ES

GROUP A30 - MEDICAL PRACTITIONER (INCLUDING A GENERAL PRACTITIONER, SPECIALIST OR
CONSULTANT PHYSICIAN) TELEHEALTH ATTENDANCES

SUBGROUP 1 - TELEHEALTH ATTENDANCE AT CONSULTING ROOMS, HOME VISITS OR OTHER
INSTITUTIONS

Level A - Telehealth attendance at consulting rooms
Professional attendance at consulting rooms of at leastdes in duration (whether or not continuous) by a medical practit
providing clinical support to a patient who:
(a) is participating in a video conferencing consultation with a specialist or consultant physician; and
(b) is not an admitted patierand
(c) either:
(i) is located both:
(A) within a telehealth eligible area; and
(B) at the time of the attendaricat least 15 kms by road from the specialist or physician mentioned in par
(a); or
(ii) is a patient of:
(A) an Aboriginal MedichService; or
(B) an Aboriginal Community Controlled Health Service for which a direction made under subsection 19 (2
Act applies

(See para A57 of explanatory notes to this Category)
Fee:$22.90 Benefit: 100% = $22.90

2100 Extended Medicare Safety NeCap: $68.70
Level A - Telehealth attendance other than at consulting rooms
Professional attendance not in consulting rooms of at least 5 minutes in duration (whether or not continuous) by
practitioner providing clinical support to a patit who:
(@) is participating in a video conferencing consultation with a specialist or consultant physician; and
(b) is not an admitted patient; and
(c) is not a care recipient in a residential care service; and
(d) is located both:
0] within a tekhealth eligible area; and
(ii) at the time of the attendaricat least 15 kms by road from the specialist or physician mentioned in par
(a);
for an attendance on one or more patients at one place on one atcesibnpatient
(See para A57 of exqohatory notes to this Category)
Derived Fee:The fee for item 2100 plus $25.95 divided by the number of patients seen, up to a maximum of six patients
seven or more patientshe fee for item 2100 plus $2.00 per patient.
2122 Extended Medicare Safety NeCap: 300% of the Derived fee for this item, or $500, whichever is the lesser amount
SUBGROUP 2 - TELEHEALTH ATTENDANCE AT A RESIDENTIAL AGED CARE FACILITY
Level A - Telehealth attendance at a residential aged care facility
A professional attendaadyy a medical practitioner (not being a service to which any other item applies) lasting at least 5§
(whether or not continuous) that requires the provision of clinical support to a patient who is:
a) a care recipient receiving care in a residéraged care service (other than a professional attendance atcargaihed
unit); or
b) at consulting rooms situated within such a complex where the patient is a resident of the aged care service
accommodation in a setontained unit)
andwho is participating in a video consultation with a specialist or consultant physician, on 1 oeeasibmpatient.
(See para A57 of explanatory notes to this Category)
Derived Fee:The fee for item 2100 plus $46.70 divided by the number of patientsiggéma maximum of six patients. For
seven or more patiemghe fee for item 2100 plus $3.30 per patient.
2125 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount




ATTENDANCES TELEHEALTH ATTENDA NCE

SUBGROUP 1 - TELEHEALTH ATTENDANCE AT CONSULTING ROOMS, HOME VISITS OR OTHER
INSTITUTIONS

Level B - Telehealth attendance at consulting rooms
Professional attendance at consulting rooms of less than 20 minutes in duration (whether or modusyrity a medic
practitioner providing clinical support to a patient who:
(a) is participating in a video conferencing consultation with a specialist or consultant physician; 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 attendaricat least 15 kms by road from the specialist or physician mentioned in par:
(a); or
(ii) is a patient of:
(A) an Aboriginal Medical Service; or
(B) an Aboriginal Community @ntrolled Health Service for which a direction made under subsection 19 (2)
Act applies

(See para A57 of explanatory notes to this Category)
Fee:$49.95 Benefit: 100% = $49.95

2126 Extended Medicare Safety Net Cap$149.85
Level B - Telehealth atendance other than at consulting rooms
Professional attendance not in consulting rooms of less than 20 minutes in duration (whether or not continuous) by
practitioner providing clinical support to a patient who:
(@) is participating in a vide conferencing consultation with a specialist or consultant physician; and
(b) is not an admitted patient; and
(c) is not a care recipient in a residential care service; and
(d) is located both:
0} within a telehealth eligible area; and
(i) a the time of the attendan&eat least 15 kms by road from the specialist or physician mentio
paragraph (a);
for an attendance on one or more patients at one place on one oEcesobnpatient
(See para A57 of explanatory notes to this Category)
Derived Fee: The fee for item 2126 plus $25.95 divided by the number of patients seen, up to a maximum of six patients
seven or more patierighe fee for item 2126 plus $2.00 per patient.
2137 Extended Medicare Safety Net Cap300% of the Derived fee fohis item, or $500, whichever is the lesser amount
SUBGROUP 2 - TELEHEALTH ATTENDANCE AT A RESIDENTIAL AGED CARE FACILITY
Level B - Telehealth attendance at residential aged care facility
Professional attendance of less than 20 minutes in dur@tibether or not continuous) by a medical practitioner provi
clinical support to a patient who:
(a) is participating in a video conferencing consultation with a specialist or consultant physician; and
(b) is a care recipient in a residential care isenand
(c) is not a resident of a salbntained unit;
for an attendance on one or more patients at one place on one oEcesobnpatient
(See para A57 of explanatory notes to this Category)
Derived Fee:The fee for item 2126 plus $46.70 divided by tlienber of patients seen, up to a maximum of six patients. Fo
seven or more patientshe fee for item 2126 plus $3.30 per patient.
2138 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
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SUBGROUP 1 - TELEHEALTH ATTENDANCE AT CONSULTING ROOMS, HOME VISITS OR OTHER
INSTITUTIONS

Level C- Telehealth attendance at consulting rooms
Professional attendance at consulting rooms of at leastififies in duratio (whether or not continuous) by a med
practitioner who provides clinical support to a patient who:
(a) is participating in a video conferencing consultation with a specialist or consultant physician; 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 attendaneat least 15 kms by road from the specialist or physician mentioned in par
(a); or
(ii) is a patient of:
(A) an Aboriginal Medical Service; or
(B) an Aboriginal Community Controlled Health Service for which a direction made under subsection 19 (2
Act applies

(See para A57 of explanatory notes to this Category)
Fee:$96.85 Benefit: 100% = $96.85

2143 Extended Medicare Safety Net Cap$290.55
Level C- Telehealth attendance other than at consulting rooms
Professional attendance not in consulting rooms of at least 20 minutes in duration (whether or not continuous) by
practitioner providing clinical support to a patient who:
(a)is participating in a video conferencing consultation with a specialist or consultant physician; and
(b) is not an admitted patient; and
(c) is not a care recipient in a residential care service; and
(i) is located both:
(A) within a telehealth eligil@ area; and
(B) at the time of the attendancat least 15 kms by road from the specialist or physician
mentioned in paragraph (a);
for an attendance on one or more patients at one place on one oEcesobnpatient
(See para A57 of explanatory noteghis Category)
Derived Fee:The fee for item 2143 plus $25.95 divided by the number of patients seen, up to a maximum of six patients
seven or more patierighe fee for item 2143 plus $2.00 per patient.
2147 Extended Medicare Safety Net Cap300% of he Derived fee for this item, or $500, whichever is the lesser amount
SUBGROUP 2 - TELEHEALTH ATTENDANCE AT A RESIDENTIAL AGED CARE FACILITY
Level C - Telehealth attendance at residential aged care facility
A professional attendance by a medicedqitioner (not being a service to which any other item applies) lasting at le|
minutes (whether or not continuous) that requires the provision of clinical support to a patient who is:
a) a care recipient receiving care in a residential aged careesdother than a professional attendance at aceelaineg
unit); or
b) at consulting rooms situated within such a complex where the patient is a resident of the aged care service
accommodation in a setiontained unit);
and who is particigting in a video consultation with a specialist or consultant physician, on 1 oceasidn patient.
(See para A57 of explanatory notes to this Category)
Derived Fee:The fee for item 2143 plus $46.70 divided by the number of patients seen, up to aimafigix patients. For
seven or more patientshe fee for item 2143 plus $3.30 per patient.
2179 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
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SUBGROUP 1 - TELEHEALTH ATTENDANCE AT CONSULTING ROOMS, HOME VISITS OR OTHER
INSTITUTIONS

Level D - Telehealth attendance at consulting rooms
Professional attendance at consulting rooms of at leastififies in duration (whether or not continuous) by a oa
practitioner providing clinical support to a patient who:
(a) is participating in a video conferencing consultation; and
(b) is not an admitted patient; and
(c) either:
(i) is located both:
(A) within a telehealth eligible area; and
(B) at the timeof the attendanceat least 15 kms by road from the specialist or consultant physician
mentioned in paragraph (a); or
(ii) is a patient of:
(A) an Aboriginal Medical Service; or
(B) an Aboriginal Community Controlled Health Service for which a dioecthade under subsection 19 (2) of
Act applies

(See para A57 of explanatory notes to this Category)
Fee:$142.50 Benefit: 100% = $142.50

2195 Extended Medicare Safety Net Cap$427.50
Level D - Telehealth attendance other than at consulting rooms
Professional attendance not in consulting rooms of at least 40 minutes in duration (whether or not continuous) by
practitioner providing clinical support to a patient who:
(a) is participating in a video conferencing consultation with a speaaliginsultant physician; and
(b) is not an admitted patient; and
(c) is not a care recipient in a residential care service; and
(d) is located both:
(i) within a telehealth eligible area; and
(ii) at the time of the attendaneat least 15 kms by eal from the specialist or physician mentioned in paragraph (a);
for an attendance on one or more patients at one place on one oEcesobnpatient
(See para A57 of explanatory notes to this Category)
Derived Fee:The fee for item 2195 plus $25.95 dividegthe number of patients seen, up to a maximum of six patients. F
seven or more patiertghe fee for item 2195 plus $2.00 per patient.
2199 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
SUBGROUP 2 - TELEHEALTH ATTENDANCE AT A RESIDENTIAL AGED CARE FACILITY
Level D - Telehealth attendance at residential aged care facility
A professional attendance by a medical practitioner (not being a service to which any other item appligsatldestist 4
minutes (whether or not continuous) that requires the provision of clinical support to a patient who is:
a) a care recipient receiving care in a residential aged care service (other than a professional attendano®mrmeg
unit); or
b) at consulting rooms situated within such a complex where the patient is a resident of the aged care service
accommodation in a setiontained unit);
and who is participating in a video consultation with a specialist or consultant physitidroccasion each patient.
(See para A57 of explanatory notes to this Category)
Derived Fee:The fee for item 2195 plus $46.70 divided by the number of patients seen, up to a maximum of six patients
seven or more patientshe fee for item 219plus $3.30 per patient.
2220 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
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INCENTIVE ITEMS GENERAL PRACTITIONER

GROUP A18 - GENERAL PRACTITIONER ATTENDANCE ASSOCIATED WITH PIP INCENTIVE
PAYMENTS

SUBGROUP 1 - TAKING OF A CERVICAL SMEAR FROM AN UNSCREENED OR SIGNIFICANTLY
UNDERSCREENED PERSON

LEVEL A
Professional attendance involving taking a short patient history and, if required, limited examination and management

and at which a cengal smear is taken from a person at least 20 years old and not older than 69 years old, who has
cervical smear in the last 4 years.

CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms

(See para A5 and A43 of explgory notes to this Category)
Fee:$16.95 Benefit: 100% = $16.95

2497 Extended Medicare Safety Net Cap$50.85
LEVEL B
Professional attendance by a general practitioner (not being a service to which any other item in this table applies} |tsir
20 minutes, including any of the following that are clinically relevant:
a) taking a patient history;
b) performing a clinical examination;
C) arranging any necessary investigation;
d) implementing a management plan;
e) providing appropriate preventive hduattare;
in relation to 1 or more healttelated issues, with appropriate documentation
and at which a cervical smear is taken from a person at least 20 years old and not older than 69 years old, who has not
cervical smear in the last 4 years.
CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms
(See para A5 and A43 of explanatory notes to this Category)
Fee:$37.05 Benefit: 100% = $37.05
2501 Extended Medicare Safety Net Cap$111.15
CONSULTATION AT A PLACE OTHER THA N CONSULTING ROOMS
Professional attendance at a place other than consulting rooms.
(See para A5 and A43 of explanatory notes to this Category)
Derived Fee:The fee for item 2501, plus $25.95 divided by the number of patients seen, up to a maximuratodrsix. pFor
seven or more patierighe fee for item 2501 plus $2.00 per patient.
2503 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
LEVEL C
Professional attendance by a general practitiom& being a service to which any other item in this table applies) lasting at
20 minutes, including any of the following that are clinically relevant:
f) taking a detailed patient history;
0) performing a clinical examination;
h) arranging any nessary investigation;
i) implementing a management plan;
) providing appropriate preventive health care;
in relation to 1 or more healttelated issues, with appropriate documentation
and at which a cervical smear is taken from a person at least 28 gileand not older than 69 years old, who has not had a
cervical smear in the last 4 years.
CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms.
(See para A5 and A43 of explanatory notes to this Category)
Fee:$71.70 Beneit: 100% = $71.70
2504 Extended Medicare Safety Net Cap$215.10
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2506

CONSULTATION AT A PLACE OTHER THAN CONSULTING ROOMS
Professional attendance at a place other than consulting rooms.

(See para A5 and A43 of explanatootes to this Category)

Derived Fee:The fee for item 2504, plus $25.95 divided by the number of patients seen, up to a maximum of six patientg
seven or more patiertshe fee for item 2504 plus $2.00 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount

LEVEL D

Professional attendance by a general practitioner (not being a service to which any other item in this table applesiekstin
40 minutes, including any ofi¢ following that are clinically relevant:

a) taking an extensive patient history;

b) performing a clinical examination;

C) arranging any necessary investigation;

d) implementing a management plan;

e) providing appropriate preventive health care;

in relaion to 1 or more healthelated issues, with appropriate documentation

and at which a cervical smear is taken from a person at least 20 years old and not older than 69 years old, who has not
cervical smear in the last 4 years.

2507

CONSULTATION AT CONSULTING ROOMS

Professional attendance at consulting rooms

(See para A5 and A43 of explanatory notes to this Category)
Fee:$105.55 Benefit: 100% = $105.55
Extended Medicare Safety Net Cap$316.65

2509

CONSULTATION AT A PLACE OTHER THAN CONSULTING RO OMS

Professional attendance at a place other than consulting rooms.
(See para A5 and A43 of explanatory notes to this Category)
Derived Fee:The fee for item 2507, plus $25.95 divided by the number of patients seen, up to a maximum of six patient
seven or more patientghe fee for item 2507 plus $2.00 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
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SUBGROUP 2 - COMPLETION OF A CYCLE OF CARE FOR PATIENTS WITH ESTABLISHED
DIABETES MELLITUS

The minimum requirements of care to complete an annual Diabetes Cycle of Care for patients with established diabetes
must be completed over a period of at least 11 months and up to #8streomd must include:

- Assess diabetes control by measuring HbAlc At least once every year
- Ensure that a comprehensive eye examination is carried out* At least once every two years
- Measure weight and height and calculate BMI** At least twice egry cycle of care
- Measure blood pressure At least twice every cycle of care
- Examine feet*** At least twice every cycle of care
- Measure total cholesterol, triglycerides and HDL cholesterol At least once every year
- Test for microalbuminuria At least once every year
- Test for estimated Glomerular Filtration Rate (eGFR) At least once every year
- Provide selfcare education Patient education regarding diabetes managen
- Review diet Reinforce information abdwappropriate dietary
choices
- Review levels of physical activity Reinforce information about appropriate levels
physical activity
- Check smoking status Encourage cessation of smoking (if reletyan
- Review of medication Medication review
* Not required if the patient is blind or does not have both eyes.
* Initial visit: measure height and weight and calculate BMI as part of the initial patient assessment.
Subsequent visits: measure weight.
rkk Not required if the patient does not have both feet.
LEVEL B

Professional attendance by a general practitioner (not being a service to which any other item in this table appliesk |tiir
20 minutes, including any of the following that atmically relevant:

a) taking a patient history;

b) performing a clinical examination;

c) arranging any necessary investigation;

d) implementing a management plan;

e) providing appropriate preventive health care;

in relation to 1 or more healttelated $sues, with appropriate documentation

AND which completegshe minimum requirements of a cycle of care for a patient with established diabetes mellitus.

2517

CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms.

(See para A5 and4¥ of explanatory notes to this Category)
Fee:$37.05 Benefit: 100% = $37.05
Extended Medicare Safety Net Cap$111.15

2518

CONSULTATION AT A PLACE OTHER THAN CONSULTING ROOMS
Professional attendance at a place other than consulting rooms.

(See para A5rad A44 of explanatory notes to this Category)

Derived Fee:The fee for item 2517, plus $25.95 divided by the number of patients seen, up to a maximum of six patient
seven or more patierighe fee for item 2517 plus $2.00 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount

LEVEL C

Professional attendance by a general practitioner (not being a service to which any other item in this table appleseksti
20 minutesijncluding any of the following that are clinically relevant:

a) taking a detailed patient history;

b) performing a clinical examination;

c) arranging any necessary investigation;

d) implementing a management plan;

e) providing appropriate preventive hé#atare;

in relation to 1 or more healttelated issues, with appropriate documentation

AND which completeghe minimum requirements of a cycle of care for a patient with established diabetes mellitus.

2521

CONSULTATION AT CONSULTING ROOMS
Professionahttendance at consulting rooms.

(See para A5 and A44 of explanatory notes to this Category)
Fee:$71.70 Benefit: 100% = $71.70
Extended Medicare Safety Net Cap$215.10
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CONSULTATION AT A PLACE OTHER THAN CONSU LTING ROOMS
Professional attendance at a place other than consulting rooms.

(See para A5 and A44 of explanatory notes to this Category)

Derived Fee:The fee for item 2521, plus $25.95 divided by the number of patients seen, up to a maximum of six patientg
seven or more patientghe fee for 2521 plus $2.00 per patient.

2522 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
LEVEL D
Professional attendance by a general practitioner (not besegvice to which any other item in this table applies) lasting at I¢
40 minutes, including any of the following that are clinically relevant:
a) taking an extensive patient history;
b) performing a clinical examination;
C) arranging any necessary irstigation;
d) implementing a management plan;
e) providing appropriate preventive health care;
in relation to 1 or more heaktelated issues, with appropriate documentation
AND which completeghe minimum requirements of a cycle of care for a patietiit @stablished diabetes mellitus.
CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms.
(See para A5 and A44 of explanatory notes to this Category)
Fee:$105.55 Benefit: 100% = $105.55
2525 Extended Medicare Safety Net Cap$316.6
CONSULTATION AT A PLACE OTHER THAN CONSULTING ROOMS
Professional attendance at a place other than consulting rooms.
(See para A44 of explanatory notes to this Category)
Derived Fee:The fee for item 2525, plus $25.95 divided by the number ofrgateen, up to a maximum of six patients. Fo
seven or more patientghe fee for 2525 plus $2.00 per patient.
2526 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
SUBGROUP 3 - COMPLETION OF THE ASTHMA CYCLE OF CARE
Note: Benefits are payable for only one service included in Subgroup 3 or A19, Subgroup amortiPeriod, unless a furthe
Asthma Cycle of Care is clinically indicated.
At a minimum the Asthma Cycle of Care must include:
- a least 2 asthma related consultations within 12 months for a patient with moderate to severe asthma (at least 1 ef wh
review consultation) is a consultation that was planned at a previous consultation)
- documented diagnosis and assessment of ééasthma control and severity of asthma
- review of the patient's use of and access to asthma related medication and devices
- provision to the patient of a written asthma action plan (if the patient is unable to use a written asthma attidisquision
with the patient about an alternative method of providing an asthma action plan, and documentation of the discussion in
patient's medical records)
- provision of asthma sethanagement education to the patient
- review of the written or document@sthma action plan.
LEVEL B
Professional attendance by a general practitioner (not being a service to which any other item in this table applies} |tsiir
20 minutes, including any of the following that are clinically relevant:
a) taking a paent history;
b) performing a clinical examination;
C) arranging any necessary investigation;
d) implementing a management plan;
e) providing appropriate preventive health care;
in relation to 1 or more healttelated issues, with appropriate documentatio
AND which completeghe minimum requirements of the Asthma Cycle of Care.
CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms.
(See para A5 and A45 of explanatory notes to this Category)
Fee:$37.05 Benefit: 100% = $37.05
2546 Extended Medicare Safety Net Cap$111.15
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CONSULTATION AT A PLACE OTHER THAN CONSULTING ROOMS
Professional attendance at a place other than consulting rooms.

(See para A5 and A45 of explanatory notes toGlaiggory)

Derived Fee:The fee for item 2546, plus $25.95 divided by the number of patients seen, up to a maximum of six patientg
seven or more patiertshe fee for item 2546 plus $2.00 per patient.

2547 Extended Medicare Safety Net Cap300% of the Deaved fee for this item, or $500, whichever is the lesser amount
LEVEL C
Professional attendance by a general practitioner (not being a service to which any other item in this table applesiekstin
20 minutes, including any of the following thaxe clinically relevant:
a) taking a detailed patient history;
b) performing a clinical examination;
C) arranging any necessary investigation;
d) implementing a management plan;
e) providing appropriate preventive health care;
in relation to 1 or more héth-related issues, with appropriate documentation
AND which completeghe minimum requirements of the Asthma Cycle of Care.
CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms.
(See para A5 and A45 of explanatory notethi® Category)
Fee:$71.70 Benefit: 100% = $71.70
2552 Extended Medicare Safety Net Cap$215.10
CONSULTATION AT A PLACE OTHER CONSULTING ROOMS
Professional attendance at a place other than consulting rooms.
(See para A45 of explanatory notes to thiseQaty)
Derived Fee:The fee for item 2552, plus $25.95 divided by the number of patients seen, up to a maximum of six patient
seven or more patiertghe fee for item 2552 plus $2.00 per patient.
2553 Extended Medicare Safety Net Cap300% of the Derive fee for this item, or $500, whichever is the lesser amount
LEVEL D
Professional attendance by a general practitioner (not being a service to which any other item in this table applesksti
40 minutes, including any of the following thaealinically relevant:
a) taking an extensive patient history;
b) performing a clinical examination;
C) arranging any necessary investigation;
d) implementing a management plan;
e) providing appropriate preventive health care;
in relation to 1 or more héth-related issues, with appropriate documentation
AND which completeghe minimum requirements of the Asthma Cycle of Care.
CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms.
(See para A5 and A45 of explanatory notethi® Category)
Fee:$105.55 Benefit: 100% = $105.55
2558 Extended Medicare Safety Net Cap$316.65
CONSULTATION AT A APLACE OTHER THAN CONSULTING ROOMS
Professional attendance at a place other than consulting rooms.
(See para A5 and A45 of explanatoryemto this Category)
Derived Fee:The fee for item 2558, plus $25.95 divided by the number of patients seen, up to a maximum of six patient
seven or more patiertghe fee for item 2558 plus $2.00 per patient.
2559 Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesser amount
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