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DISCLAIMER

We are consultants and not 
attorneys, so this is not legal 
advice.
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We are consultants and not 
doctors, so this is not medical 
advice.



WHO ARE WE?
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• 37 Years of Reimbursement Consulting
• Coding Consultations (CMCS, CPC)
• Expert Testimony in Federal and State Courts
• ERISA Expert
• Author – Books, Geriatrics Magazine, ERISA, Medical Office Management
• Website:   www.donself.com more than 9 million visits since 1994
• Seminar/Webinar Leader  (More than 900 webinars/seminars over past 37 years)

• AOA, AAFP, ASIM, ACOFP, AAPC, AHIMA, FOMA, NCOMA, GAFP, POMA, PAHCOM, PAFP, 
MGMA, GOMA, VCOM, PCOM, TCOM, KCOM, COMA, PAHCS, TOMA, TNOMA, CPSA, 
NOMA, NMOMA, OOA, KOMA, MOMA, MSOMA, VANDERBILT U., UTHSC and 171 live  
webinars in 2020-2022.

• CEO, Don Self & Associates, Inc
• President, Telecare-USA

http://www.donself.com/
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COMMON ERRORS MADE BY MOST CLINICS
1. They fail to bill for their services
2. They allow themselves to be intimidated
3. They assume CPT & Medicare rules are always identical
4. They fail to know the laws that apply
5. They confuse quantity with quality
6. They fail to manage for lack of measuring
7. They believe myths regarding billing or collections
8. They react slowly to changes in the industry

WHAT WE WILL 
DISCUSS



MULTIPLE REASONS:

1. Provider or nurse fails to inform billing 
personnel of all of the services provided

2. Billing personnel have incorrect pre-set 
beliefs as to what can or cannot be billed

3. Billing Clearing-house scrubs services that 
would be payable from the claims so that 
third-party payers never process all of the 
charges. 5

THEY FAIL TO BILL 
FOR THEIR SERVICES



THEY FAIL TO BILL FOR 
THEIR SERVICES
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Provider or nurse fails to inform billing 
personnel of all of the services provided

69209/69210

G0180/G0179
96372

Q0091

YOUR BILLING PERSON WILL 
NOT BILL IT IF THEY DO NOT 
KNOW YOU PERFORMED IT

17000 IS FOR FIRST LESION
17003 IS FOR THE 2ND THROUGH 14TH EACH



THEY FAIL TO BILL 
FOR THEIR SERVICES
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Incorrect pre-set beliefs as to what can 
or cannot be billed

“We billed it to all
of the third-party 
companies and 

none paid”

“Commercial 
carriers do not 

recognize G codes”

”Everyone uses 
Medicare’s global fee 

rules”



THEY FAIL TO BILL 
FOR THEIR SERVICES
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Incorrect pre-set beliefs as to what can 
or cannot be billed

“No one pays 
consult codes 

99241-99255 any 
longer”

“Don’s Med-Mgr Listserv”

” Here in Florida, BCBS and 

Tricare cover consults.”

JOIN:   https://gaggle.email/join/med-mgrs@gaggle.email



THEY FAIL TO BILL 
FOR THEIR SERVICES
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Billing Clearing-house scrubs 
services

36415 & 85025



MULTIPLE REASONS:

1.Misunderstanding Medicare CBR 
letters

2.Believing Insurance Company or 
Third-Party Administrator (or 
alleged attorney Letters regarding 
coding levels.
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THEY ALLOW THEMSELVES TO 
BE INTIMIDATED BY 
INSURANCE OR MEDICARE



INTIMIDATION
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Misunderstanding Medicare CBR 
letters

Comparative Billing Reports, CBRs 

A report that compares 
providers on a state or 

specialty and nationwide level 
and summarizes one 

provider’s Medicare claims 
data statistics for areas that 
may be at risk for improper 

Medicare payment 

“Receiving a CBR is not in any way an 
indication of, or precursor to, an audit” 

Medicare Fee-for-Service Supplemental 
Improper Payment Data report reflects possible
improper payment rates for specific areas of 
coding and code sets 



INTIMIDATION
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Letters from Insurance 
Companies or TPAs

Comparative Billing Reports, CBRs 

Dear Medical Provider,
Your billing usage on codes 
99214 far exceed that of 

other doctors in your area, 
which can cause an expensive 

audit whereby we fine you, 
keep your kids out of the best 

colleges, dissuade your 
neighbors from coming to 
your backyard parties, etc.

“Oh no!  We can’t ever code anything 
above a level 3 any more!” 

ARE YOU AWARE OF THE CHANGES WITH THE 
OFFICE VISIT CODING SINCE 2021?

DON’T LET THESE FOLKS INTIMIDATE YOU!



Sometimes they are.  
Sometimes they are NOT!

1. Global Fee Periods
2. Telehealth
3. AWVs vs Preventive Codes Time Frames
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THEY ASSUME COMMERCIAL INS AND MEDICARE 
RULES ARE ALWAYS IDENTICAL



THEY ASSUME COMMERCIAL INS 
AND MEDICARE RULES ARE 
ALWAYS IDENTICAL
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GLOBAL FEE PERIODS

Not All Global Packages Are Equal

Medicare: includes all the 
necessary services furnished by a 

surgeon before, during, and after a 
procedure

CPT: includes all the necessary 
services routinely furnished by a 
surgeon before, during, and after a 

procedure

INFECTIONS?



THEY ASSUME COMMERCIAL INS 
AND MEDICARE RULES ARE 
ALWAYS IDENTICAL
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TELEHEALTH

DIFFERENT RULES FOR DIFFERENT PAYORS

“SOME” COMMERCIAL CARRIERS

POS 02: Telehealth Provided Other Than in Patient’s Home – The location where health services 
and health related services are provided or received, through telecommunication technology. 
Patient is not located in their home when receiving health services or health related services 
through telecommunication technology.

POS 10: Telehealth Provided in Patient’s Home – The location where health services and health 
related services are provided or received through telecommunication technology. Patient is 
located in their home (which is a location other than a hospital or other facility where the patient 
receives care in a private residence) when receiving health services or health related services 
through telecommunication technology.

CMS: VERY CLEAR:  ”For Part B 
Claims, If you bill an office visit code 

99202-99215 for telehealth, use 
regular POS code and 95 modifier and 
document what audio-video platform 

was used”

POS 10? 
MLN Matters Number: MM12427

“Medicare hasn’t identified a need for new 
POS code 10. Our MACs will instruct their 
providers to continue to use the Medicare 
billing instructions for Telehealth claims in 
Pub. 100-04, Medicare Claims Processing 

Manual, Chapter 12, Section 190. “



THEY ASSUME COMMERCIAL INS 
AND MEDICARE RULES ARE 
ALWAYS IDENTICAL
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PART B -

LIST OF TELEHEALTH SERVICES, UPD 1/5/22

https://www.cms.gov/Medicare/Medicare-
General-Information/Telehealth/Telehealth-

Codes

BLANK MEANS 
AUDIO-VIDEO IS 
REQUIRED IN 
ORDER TO BILL 
CODE

COVID PHE EXTENDED TO JULY 15, 2022

https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes


THEY ASSUME COMMERCIAL INS 
AND MEDICARE RULES ARE 
ALWAYS IDENTICAL
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TELEHEALTH

DIFFERENT RULES FOR DIFFERENT PAYORS

Part C Medicare (Advantage 
Plans) & Commercial 

Insurance Companies:  

“Do whatever we tell you if 
you want our money”

https://www.ahip.org/health-insurance-
providers-respond-to-coronavirus-covid-19/

https://www.ahip.org/health-insurance-providers-respond-to-coronavirus-covid-19/


THEY ASSUME COMMERCIAL INS 
AND MEDICARE RULES ARE 
ALWAYS IDENTICAL
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AWV vs PREVENTIVE CODES

AWV
• No physical involved
• 11 full calendar months
• Can be 100% performed by 

nurse

PREVENTIVE 99381-99397
• Examination
• Ordering of lab/diagnostics
• Performed by provider
• Usually 365 days



THEY ASSUME COMMERCIAL INS 
AND MEDICARE RULES ARE 
ALWAYS IDENTICAL
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AWV vs PREVENTIVE CODES

36416
Finger, heel, ear Sticks

• Bundled by Medicare
• Payable by some commercial plans

Dear Provider, Since you left a code off the claim, we appended the claim with the 
appropriate code on your behalf and sent additional payment….   

Signed:    Your loving Insurance Payer 



Sometimes they are truthful.  
Sometimes they are not!

1. Pre-Authorizations
2. Timely Filing Period
3. Denial Appeal Period
4. Recoupment

20

THEY FAIL TO KNOW THE 
LAWS THAT APPLY



WHAT DO THESE OKLAHOMA 
EMPLOYERS HAVE IN COMMON?



ALL OF THEM OFFER ERISA 
PROTECTED INSURANCE POLICIES 

TO EMPLOYEES



ERISA IS A FEDERAL LAW THAT APPLIES 
TO MORE THAN 80% OF THE 

COMMERCIAL CLAIMS YOU DEAL WITH 
DAILY

EMPLOYEE 
RETIREMENT 

INCOME SECURITY 
ACT OF 1974



THERE ARE ONLY 2 CRITERIA TO 
DETERMINE IF IT IS AN ERISA POLICY

1. Was the policy provided by an 
employer to an employee

2. If yes, is the employer anyone 
other than the government or 

church

If both is yes – then it IS an ERISA policy
Your employment compensation package includes salary, vacations, paid 
holidays, retirement, insurance plans……   - ALL of it falls under US DOL 



THERE ARE ONLY 2 CRITERIA TO 
DETERMINE IF IT IS AN ERISA POLICY

DOESN’T IT HAVE TO BE SELF-
FUNDED TO BE ERISA?

IT DOESN’T MATTER IF IT’S SELF-FUNDED OR 
FULLY FUNDED - IT’S STILL ERISA



BASICS:
WHOSE INSURANCE POLICY IS IT?

1. THE MEDICAL PROVIDER?

2. THE PATIENT?

OF COURSE IT IS NOT THE 
MEDICAL PROVIDER’S POLICY!



BASICS:
WHOSE INSURANCE CLAIM IS IT?

1. THE MEDICAL PROVIDER?

2. THE PATIENT?

OBVIOUSLY, SINCE THE POLICY 
BELONGS TO THE PATIENT, SO 

DOES THE CLAIM ON THE POLICY



HOW DOES ERISA HELP ME WITH MY 
INSURANCE CLAIMS?

But the patient assigned 
the claim to me – so 

doesn’t that make it my 
claim?

THE PAYMENT MAY BE MADE TO THE 
CLINIC– BUT THE CLAIM BELONGS TO 
THE POLICHOLDER, WHICH IS A GOOD 
THING – BECAUSE IT GIVES YOU MORE 

POWER!



BUT I SIGNED AN IN-NETWORK 
AGREEMENT WITH THE INS. COMPANY

DO YOU THINK THAT YOUR 

SIGNATURE ON A CONTRACT 
WITH AN INSURANCE 

COMPANY IS POWERFUL 
ENOUGH TO ALTER OR 

CHANGE THE TERMS OF A 

PATIENT’S POLICY?

September 2, 1974



YOUR SIGNATURE IS NOT MORE 
POWERFUL THAN A FEDERAL LAW

THE CONTRACT YOU HAVE WITH THE INSURANCE 
COMPANY CANNOT INTERFERE WITH THE CONTRACT 

THE PATIENT (POLICYHOLDER) HAS WITH THE CARRIER 
– AS IT IS PROTECTED BY FEDERAL LAW

PATIENT

INS. CO.MEDICAL 
PROVIDER



THE POLICY (PROTECTED BY 
ERISA) TRUMPS ANYTHING THE 

CLINIC/HOSPITAL SIGNED

MEDICAL 
PROVIDER-

CARRIER
CONTRACT

PATIENT’S POLICY 
PROVIDED BY 

EMPLOYER



THEY FAIL TO KNOW THE LAWS 
THAT APPLY
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PRE-AUTHORIZATION

”We are denying your service for lack of 
pre-authorization”

• Is the preauthorization required in the patient’s policy?
• “But, it’s in the provider agreement that we signed with the insurance company”
• OK – but is it in the policy?  It is the patient’s claim…. NOT YOUR CLAIM!



SUCCESS STORY FROM AUG 2018

"We had an out of network surgery with innovative
services on a small child done by a pediatric
surgeon. Many unlisted codes, all told $132,000
surgery. Originally they paid $648.00, Medicare
rate. After ERISA appeal, they paid $64,000, the 50%
of billed charges as the plan spec outlined. It
works. I had to share. "
Zia Rivera-Clarkson MBA MDiv CPC BCS EHR MAA CBCS
ziaclarkson@gmail.com
Adjunct Professor, American Business and Technology University
Director of Coding, Auditing and Compliance, The Patriot Group

mailto:ziaclarkson@gmail.com


THEY FAIL TO KNOW THE LAWS 
THAT APPLY
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TIMELY FILING PERIOD

”You have a 90-day filing period”

• What is the timely filing limit in the patient’s policy?
• “But, it’s in the provider agreement that we signed with the insurance company”
• OK – but what is it in the policy?  It is the patient’s claim…. NOT YOUR CLAIM!



THEY FAIL TO KNOW THE LAWS 
THAT APPLY
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DENIAL APPEAL PERIOD

”You have a 30-day appeal period”

• What is the appeal period limit in the patient’s policy?
• The US Dept of Labor says the patient has at least 180 days and no less!
• “But, it’s in the provider agreement that we signed with the insurance company”
• OK – but what is it in the policy?  It is the patient’s claim…. NOT YOUR CLAIM!



THEY FAIL TO KNOW THE LAWS 
THAT APPLY
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RECOUPMENTS & REFUNDS

”You have 14 days to refund us or we’ll 
recoup it per the terms of our agreement”

• The US Dept of Labor says they must get it from the patient – not the medical provider.
• The US Supreme Court has upheld this 3 separate times
• “But, they sent us the check, making us responsible for refunding them”
• It doesn’t matter if you accepted assignment or if they sent you the check.   It is the patient’s 

claim…. NOT YOUR CLAIM!



SUCCESS STORY FROM 
SEP 2018

"I have been using Don Self's methods from his webinars and books. We
have stopped every single overpayment request! Yes, every single one! My
staff estimates in 2017 about 270 times and in 2018 about 60+. A dramatic
drop from one year to another. The payers know we are going to call them
on their BS. We literally get clients contacting us just to write overpayment
letters."
David Martinez, Owner, CEO, CMRS, CMBS, CCPB, CCBS, CPC-P, CPC-I, CCA, CBCS, 
CCPC, CMB, CHP 
Accurate Medical Billing & Audit Rancho Cucamonga, CA
dmartinez@accuratemedbilling.com www.AccurateMedBilling.com

https://www.facebook.com/donself1?fref=gs&dti=417052422007522&hc_location=group
mailto:dmartinez@accuratemedbilling.com
http://www.accuratemedbilling.com/


SUCCESS STORY

Just an update on the UHC claim that was recouped after 19 days. Don scripted 
a letter for me to forward to the CEO,. I was able to track down the CEO email 
address and sent it yesterday. I received a call today from his office stating they 
had researched what I stated and they are attempting to correct the issue and 
will repay the recoupment once the data has been updated. He assured me 
that I would receive the money back and he would be following up with me until it 
is resolved. I was able to get his direct phone contact information as well.
If you haven't started to stand up to them you need to. If enough of us start 
fighting back maybe they'll get the hint that we aren't going to roll over.

Regina DeLorenzo, Practice Administrator
delorenzo_fmly@sbcglobal.net

mailto:delorenzo_fmly@sbcglobal.net


THEY FAIL TO KNOW THE LAWS 
THAT APPLY
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DEAR CEO or Plan Administrator
Re: ERISA Claim # xx, subject to 29 CFR 2560-503-1.

We recently discovered that your company has recouped funds from one policyholder of an ERISA policy from another policyholder 
of a different ERISA policy. Surely, as the Plan Administrator or CEO, you are aware of ERISA law and 29 CFR 2560-503-1.   Are 
you?

You may want to check with your legal department and have them check on a U.S. Supreme Court decision of Great-West Life & 
Annuity Ins. Co. v Knudson dated Jan 8, 2002 or the Jan 2016 case of Montanile v. Board of Trustees of the National Elevator 
Industry Health Benefit Plan and advise you.

You may also want to check on the federal court decision in 3/28/2014 of PCA v BCBSA and see how much was agreed upon by the 
court that the insurance company had to pay for ILLEGALY RECOUPING.

You have 10 days, my friend to have that money back in our hands or we will consider advising the patient, the employer and the 
US Dept of Labor about this case.  Perhaps you have an extra $350 Million to spend in penalties as another company did in 2014 
that you want to explain to your board of directors about?  
Ten Days!   Have a nice day!



THEY FAIL TO KNOW THE LAWS 
THAT APPLY
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Cannot Balance bill patient

”You are prohibited from 
balance billing the patient per 

state law”
• If it’s an ERISA claim, state law does not matter.
• If it’s an ERISA claim, medical provider contract/agreement with carrier does not matter

PAY ATTENTION FLORIDA!!!



For more info, full 
webinar & book on 

ERISA
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www.donself.com/erisa

Don’s website has had more than 9 million visits and 
has free information, free documents, free webinars, 
articles, etc.    There is a reason why so many have 
used our website since 1994.

http://www.donself.com/erisa


SEEING MORE PATIENTS MIGHT 
NOT BE THE BEST WAY TO 

MAKE MORE MONEY

1. WORK  SMARTER - NOT HARDER
2. BURN-OUT IS REAL!
3. WHAT KIND OF PROVIDER DO YOU WANT 

TO SEE AS A PATIENT? 42

THEY CONFUSE QUANTITY 
WITH QUALITY



THEY CONFUSE QUANTITY WITH 
QUALITY
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Work Smarter – Not Harder

Mike Benavides, D.O.,  Dallas, Texas
“I’m too busy to see my family, losing money every month, taking out 
loans, letting good employees go, considering closing my practice and 
joining the Army as a doctor.  I haven’t had a paycheck in 3 months!”

6 Months later:   Employees rehired, both loans paid off, hasn’t missed a paycheck 
in five months, increasing savings, home with family by 6:15pm every day!
1 year later:   Moved out of a rented office, bought his own office 



THEY CONFUSE QUANTITY WITH 
QUALITY
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Medical Burnout is Real

Use your staff and 
the result might be 

$505 p/hour in 
collectable revenue 
or $1799 per year 

per Part B patient in 
actual income

• Advanced Care Planning
• Alcohol Misuse Screening
• Annual Wellness Visits
• Chronic Care Management (55% Increase)
• Cognitive Assessment Planning
• Cognitive Testing
• Depression Screening
• IPPE (Welcome to Medicare visit)
• Remote Physiologic Monitoring
• Telehealth
• Transitional Care Management



You cannot manage what you 
do not measure

1. Or… they measure the wrong things
2. How do you compare to your colleagues?
3. How well are you doing?
4. Where should you be on productivity? 45

THEY FAIL TO MANAGE FOR 
LACK OF MEASURING

Regardless of how many 
times I cut it, the board is still 

too short!



THEY FAIL TO MANAGE FOR LACK 
OF MEASURING
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How well are you doing?

WHAT IS YOUR BOTTOM LINE?
• More patients?
• Higher Revenue?
• What is your definition of Revenue?
• More services?
• Higher net profits at end of year?



THEY FAIL TO MANAGE FOR LACK 
OF MEASURING
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Where should you be on productivity?



THEY FAIL TO MANAGE FOR LACK 
OF MEASURING
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In 2019, FP, GP, Internal & Geriatric docs should 
have been paid an average of $2200 per patient, IF 

they were doing what Medicare recommends



THEY FAIL TO MANAGE FOR LACK 
OF MEASURING
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THEY FAIL TO MANAGE FOR LACK 
OF MEASURING
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Average FP 
DO’s 

INCOME 
was $219

10% OF 
WHAT IT 
SHOULD 

HAVE BEEN
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MICHAEL IRVIN,    DO - FP
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MICHAEL IRVIN,   DO - FP
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MICHAEL IRVIN,   DO - FP - 2019

CLAIMS PAID BY MEDICARE PART B IN 2019 
TO FAMILY PHYSICIANS
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WWW.DONSELF.COM/em

https://donself.com/em


55

CURTIS P., D.O.  - FP
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CURTIS PHILLIPS, D.O.  - FP
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CURTIS PHILLIPS, DO - FP - 2019

CLAIMS PAID BY MEDICARE PART B IN 2019 
TO FAMILY PHYSICIANS
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INTERNAL MEDICINE OSTEOPATHICS IN OK
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INTERNAL MEDICINE OSTEOPATHICS IN OK
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INTERNAL MEDICINE OSTEOPATHICS IN OK

Rheumatology
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GEORGE FREEMAN, D.O. - INTERNAL MEDICINE
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GEORGE FREEMAN, D.O. - INTERNAL MEDICINE
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GEORGE FREEMAN, D.O. - INTERNAL MEDICINE



THEY FAIL TO MANAGE FOR LACK 
OF MEASURING
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We have this on every provider that 
treated Part B Patients in 2019

When we perform an analysis of a 
practice - they are always surprised at 
how much they are missing.

REACH OUT TO US IF YOU WANT A REPORT LIKE THIS ON YOUR OWN DOCTOR OR NPP

You can subscribe to Esimplify and get reports like this if you wish

https://esimplifysolutions.com/

Pradeep Kalmat 734 272-4520

YES - WE CAN ALMOST ALWAYS HELP ANY FP OR 
INTERNAL MEDICINE CLINIC INCREASE THEIR 
INCOME BY $160,000 TO $400,000 A YEAR

https://esimplifysolutions.com/


THEY BELIEVE MYTHS 
REGARDING BILLING & 

COLLECTIONS
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MYTH

There is no law or regulation that says 
that.   Medicare does state that you may 
not ROUTINELY and SUBSTANTIALLY
charge other payers (insurance 
companies) less than Medicare.  This 
does not apply to cash pay patients!

“You may never bill anyone 
less than the Medicare allowed 

amount!”



THEY BELIEVE MYTHS 
REGARDING BILLING & 

COLLECTIONS
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MYTH
The contracts and agreements you have 
with Medicare and third-party insurance 
companies include stipulations that you 
cannot routinely waive the patient’s 
portion.    Doing so is a violation of 
those contracts and you can be sued in 
commercial cases or prosecuted (in 
government payer cases) for routinely
waiving the patient’s portion.

“You can routinely 
waive coinsurance, 
deductible or copay 

when you wish”



THEY BELIEVE MYTHS 
REGARDING BILLING & 

COLLECTIONS
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MYTH As long as you are making an honest and 
reasonable (documented) attempt to 
collect, no third-party payer is going to 
object to you writing it off when your 
attempts have been unsuccessful.  In fact, 
if the patient is destitute, have them 
complete a hardship charity application 
and if they are within 200% of poverty 
level – adjust it off and no one cares.

“You will get in 
trouble if you ever 

write off the patient 
portion”



THEY BELIEVE MYTHS 
REGARDING BILLING & 

COLLECTIONS
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MYTH No federal law exists that we know of 
that says that.   Texas & New York are 
the only states that says you cannot bill 
different fees to different third-party 
payers.   This is why we always 
recommend you charge 2 times 
Medicare’s Fee Schedule to everyone 
and then write off the amount above 
contractual agreement.  It’s only 
numbers on paper…. or a computer 
screen.

“You are required by 
law to charge the 

same fee to 
everyone”



THEY REACT SLOWLY TO 
CHANGES IN THE INDUSTRY
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CHANGE IS NECESSARY
Without EMR, you cannot bill out 
for chronic care management or 
maximize your MIPS/MACRA 

scoresSome offices are 
fighting the adoption 

of E-M-R



THEY REACT SLOWLY TO 
CHANGES IN THE INDUSTRY

70

CHANGE IS NECESSARY 14% of FPs billed for G0438
42% of FPs billed for G0439

4% billed for CCMOnly 12% of Medicare 
patients received an 

AWV in 2019
10% of IMs billed for G0438
31% of IMs billed for G0439

4% billed for CCM

NATIONALLY



THEY REACT SLOWLY TO 
CHANGES IN THE INDUSTRY
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CHANGE IS NECESSARY

Medicare has been paying for 
AWVs since 2011.   It does NOT 

need to take the medical provider 
40 minutes.  In fact, 95% of it can 

be done by others and the 
provider takes 4 to 5 minutes.

MOST do not know 
you can do an AWV at 
same time as a sick 

visit.



MANY REACT SLOWLY TO 
CHANGES IN THE INDUSTRY
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CHANGE IS NECESSARY

OK OSTEOPATHIC DOCTORS
271  FP, GP &  IM DOCS

• 125 Billed for an AWV in 2019    
• 17 Billed for ACP in 2019
• 11 Billed for CCM in 2019
• 0 billed for RPM in 2019

• 0 billed for Cog Assess Planning  - 2019

Average Income from Part B to these 
doctors in 2019 was $224 p/year p/pt

THEY SHOULD HAVE AVG’D $2200 P/PT

WHAT ABOUT YOUR 
OWN DOCTORS IN OK?
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SOME REACT SLOWLY TO 
CHANGES IN THE INDUSTRY
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CHANGE IS NECESSARY

CMS & Third-Party 
Insurance loves 
Remote Patient 

Monitoring

Telecare-USA.COM

MEDICARE STARTED PAYING FOR 
99453, 99454 & 99457 IN 2019

99091 was not and is 
not profitable

http://www.telecare-usa.com/


THEY REACT SLOWLY TO 
CHANGES IN THE INDUSTRY
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CHANGE IS NECESSARY
KLAS STUDY SHOWS:

• 38% - Reduced Hospital Admits
• 25% - Reduced Re-Admits
• 25% - Reduced ER Visits
• 13% - Improved rx compliance
• 8% - Decreased A1C levels

CMS & Third-Party 
Insurance loves 
Remote Patient 

Monitoring

Telecare-USA.COM

http://www.telecare-usa.com/


THEY REACT SLOWLY TO 
CHANGES IN THE INDUSTRY
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CHANGE IS NECESSARY

CMS & Third-Party 
Insurance loves 
Remote Patient 

Monitoring

Telecare-USA.COM

Average net profit per patient is 
$72 per month
$864 per year

Nov. 2019:  Classified in same category as 
Chronic Care Management

Able to be performed by the service, the same 
way as CCM

91% of our clients use our monitoring personnel 
instead of their nurses or MAs

http://www.telecare-usa.com/


THEY REACT SLOWLY TO 
CHANGES IN THE INDUSTRY

80

CHANGE IS NECESSARY

AND YOU STRUGGLED 
DURING COVID 

LOCKDOWNS FOR NO 
REASON?

Telecare-USA.COM

Average net profit per patient is 
$72 per month
$864 per year

How many Hypertension pts?  400?
If half of them did bp at home?

200 x $72 = $14,400 p/m,  $172,800 p/y

http://www.telecare-usa.com/


THEY REACT SLOWLY TO 
CHANGES IN THE INDUSTRY
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CHANGE IS NECESSARY

How do you perform a Cognitive Assessment?

One way is profitable.

The other way is not.

Medicare pays for 
Cognitive TESTING

WWW.DONSELF.COM

Average MPFS for code 96138, 
96132 is $143

The test itself helps you determine 
whether there is cognitive impairment

Medicare has been paying for cognitive testing 
since 2003



THEY REACT SLOWLY TO 
CHANGES IN THE INDUSTRY
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CHANGE IS NECESSARY
Researchers believe that 

most patients with mild cognitive 
impairment (MCI) will go on to 
develop dementia. MCI is a stage 

between the mental decline seen in 
normal aging and the onset of early 

dementia

Medicare pays for 
Cognitive TESTING

WWW.DONSELF.COM
Average MPFS for code 96138, 96132 is $143

FAMILIES NEED HOPE AND HELP



THEY REACT SLOWLY TO 
CHANGES IN THE INDUSTRY
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CHANGE IS NECESSARY

Patients with Cognitive Impairments 
need HOPE & CARE

• 26% of Seniors report Anxiety or Depression in 2018.
• How many today after Covid, Riots, Election, Masks, 

Vaccines, Ukraine War, Inflation, Gas Prices, etc?

• A 26 to 50-minute visit with the patient and caregiver 
can make a difference in patient.

Medicare pays for 
Cognitive Assessment 

Planning (99483)

WWW.DONSELF.COM

Average MPFS for code 99483 is $290.68Less than 1% of medical providers billed 
this in all of 2020.  Must be performed by 

medical provider (MD, DO, NP or PA)



THEY REACT SLOWLY TO 
CHANGES IN THE INDUSTRY
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CHANGE IS NECESSARY

Advance Care Planning including the explanation 
and discussion of advance directives such as standard 
forms (including the completion of such forms, when 

performed), by the physician or other qualified 
health professional; first 30 minutes, face-to-face 

with the patient, family members, and/or* 
surrogate.”

Do you perform 
Advanced Care 

Planning?

WWW.DONSELF.COM
Average MPFS for code 99497 IS $87.89

99497-33 
If performed on same day as AWV TIMED CODE:  MIDPOINT RULE



I didn’t want to know that much!



I will spend an hour with you & your manager on a 
Zoom call asking questions & making suggestions.   
At the end of the hour, I’ll ask you if that hour just 

helped you increase the clinic income by $30,000 p/ 
year.  If you say yes, you pay my $500 consult fee & 

if not – you don’t owe me a penny
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THANK
YOU!

DON SELF, CASA, CMCS, CPC

Phone
903 343-2454

Email
DONSELF@DONSELF.COM

WWW.DONSELF.COM

I really can increase 
the average family or 
internal doc’s yearly 
clinic income by $70K 
to $270K - very 
easily…

mailto:DONSELF@DONSELF.COM

