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GUIDE TO SUMMARY OF CHANGES INCLUDED IN THIS EDITION

From 1 November 2023, there will be changes to the Medicare Benefits Schedule (MBS). The changes include administrative
changes, additional indexation @t in line with the 20224 Budget and an increase in greatest permissible gap due to annual
indexation. Further policy changes include the implementation of several measures from tBé Bo28et.

The changes will affect:
9 Health Insurance (General Medical Services Table) Reiuila 2021(GMST);
9 Health Insurance (Pathology Services Table) Regulations gPQ0);
9 Health Insurance (Diagnostic Imaging Services Table) Regulations (No. 2YR0&0); and
I Health Insurance Regulations 281

Inde xation

From 1 November 2023, an additional indexation factor of 0.5 per cent will be applied to:
T most of the general medical services items;
T  most diagnostic imaging services (but excluding nuclear imaging services); and
9 pathology items in Group P12 (7499@991, 75861, 75962, 75863 and 75864).

On 1 July 2023, annual fee indexation of 3.6 percent was applied to most services under the MBI&yQ0ZB, as part of the
202324 Budget, the Government announced changes to the indexation methodology apgBomgrnment programs,
including the MBS, to better align with economic conditions.

Greatest Permissible Gap
On 1 November 2023, the GreatPsrmissible Gap (GPG) amount will be indexed in line with the consumer price index
(September quarter).

From 1November 2023, the GPG will be set at $98.70, which means that-al-bospital Medicare services which have an
MBS fee of $658.35 or more Ivattract a benefit that is greater than 85% of the MBS fee.

Bulk -billing and Level E Consultation items

From1 November 2023, seven existing bdiiling incentive (BBI) items will be amended and 13 new BBI items will be added
to the MBS. The new itemse 75870, 75871, 75872, 75873, 75874, 75875, 75876, 75880, 75881, 75882, 75883, 75884 and
75885.

New MBS itens will also be introduced to the general medical services table (GMST), which provide services to patients
requiring a consultation of 60 minutesmore (also known as level E consultation items) with existing 40 minute or more
consultation items (also kavn as level D consultation items) being amended to include a maximum attendance time.

Other changes to general medical services

From 1 November@3, the following changes will be made to the MBS:

A minimum service time will be introduced to general itemer consultation items, with items 23, 24, 5020, 5023
and 5028 applying to a consultation service lasting at least six minutes and les3 thiant2s;

New telehealth items 91920, 91923 and 91926 will be introduced for general practice attendenestirey 60
minutes or more;

New phone items 91900, 91903, 91906, 91910, 91913 and 91916 will be introduced for longer general practice
attendanes, where the patient is registered uridgMedicarewith the billing practice;

Amendments to telehealth iter®1800, 91805 and 91808 to introduce appropriate minimum and maximum
consultation times;

New items 38372, 38373, 38374 and 38375 will be introddieethe insertion, replacement or removal of a leadless
permanent pacemaker;

All groups and subgroups, exding subgroup 10 of Group A7, of titealth Insurance (Section 3C General Medical
Serviced Other Medical Practitioner) Determination 2018ll be incorporated into the GMST;

Amendments to otolaryngology items 11340, 11341 and 11343 to allow servieeshase items to be provided by
persons other than medical practitioners;

Amendment to item descriptors for iteths729and11730to remove references to ceased item numbers

Minor administratve amendment to item 11332)d

Amendment to seven plastindireconstructive surgery items 45575794, 45797, 46108, 46116, 46120 and 46122 to
better align with contemporary clinical practice.

=a =4 =4 = = = = = = =
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Pathology Testing Services
From 1 November 2023, the following changes will be made to pathology services:

=A =8 =4 =4 =

= =4

A=A =4 =4 -4

Introduce pthology items 73437, 73438 and 73439, which allow testing for genetic variants in patients with non
squamous nesmall cell lung carcinoma to be performed as aqlatfistdeterminable service;

A fee increase for item 73418 for genetic testing for caratidnythmias;

New items 73440, 73441, 73442, 73443 and 73444 will be introduced for genetic testing for childhood hearing loss;
New items 73445, 73446, 73447 and Z84ill be introduced for gene panel testing for haematological malignancies;
New items 7345 and 73452 will be introduced for genetic testing to determine carrier status of cystic fibrosis, spinal
muscular atrophy, and fragile X syndrome in patients whgknning pregnancy or already pregnant, and their
reproductive partner;

New items 7345373454 and 73455 will be introduced for reproductive carrier testing for specific genetic variants that
cause nine severe conditions commonly found in the Ashk@eaish population, with testing available to individuals

of reproductive age who identify aging of Ashkenazi Jewish decent;

New items 73456, 73457, 73458, 73459, 73460, 73461 and 73462 will introduced for the diagnosis of mitochondrial
disease in patigs who are suspected of having either acute or chronic diseases, and the cascadettesiting of
biological relatives;

Amendment to the schedule fee for item 73418 from $400.00 to $1,200.00;

New item 66585 will be introduced for the quantification efdininal pro Btype natriuretic peptide (NproBNP) or
B-type natriuretic peptide (BNP) in pants with systemic sclerosis, to assess the risk of pulmonary arterial
hypertensions;

Amendments to prostate specific antigen testing items 66655, 66656, 66653680dand introduction of new item

66654 for testing patients with a first degree relaivea gnosed wi th prostate cancer as
New items 71202 and 73310 will be introduced for the detection of measurable residual disease (MR&)tawygtti

acute lymphoblastic leukaemia using flow cytometry and-gereration sequencimgethods;

New item 73306 will be introduced for the EndoPredict brand gene expression profiling test, which is a genetic test that
looks at expression levels of sealegenes that can be involved in breast cancer;

Pathology item 73343 will be incorporateda the PST; and

Amendments to item 73296 and 73297 to expand the eligible patient population which ca access testing of genes
associated with breast, ovarian, dglian tube or primary peritoneal cancer.

Diagnostic Imaging Services
From 1 November 2023he following information will be made to the diagnostic imaging services table:

f
f

Amendment to item descriptors for items 61321, 61325, 61324, 61329, 61345, 613%Y,,@l1398, 61406, 61414,
61349 and 61410 to remove references to ceased item numbers; and

Amendment to the schedule fee for adrenal study item 61485 from $999.20 to $3,364.00 to cover the cost of the
radiopharmaceutical administered as part of the service
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SUMMARY OF CHANGES FROM 01/11/2023

The 01/11/2@3 changes to the MBS are summarisddweand are identified in the Schedule pages by one or more of the
following words appearing above the item number:

(&) new item

(b) amended description
fee amended
item number chreged
EMSN changed

(©)
(d)
(e)

Deleted ltems

91894

91895

New ltems

123
5261
73439
73454
75874
91903

124
5262
73440
73455
75875
91906

151

38372
73441
73456
75876
91910

Descri ption Amended

23
189
225
239
285
763
972
11332
46116
61349
73337
90035
91820
92059
92150
92736

24
191
226
240
286
766
973
11729
46120
61357
73341
90096
91821
92118
92151
92739

Fee Amended

3

108
133
170
199
226
240
286
309
326
385
588
729
761
826

4
109
135
171
203
227
243
287
310
328
386
591
731
763
828

57
203
227
243
287
769
975
11730
46122
61394
73343
90183
91844
92119
92152
92742

23

110
137
172
206
228
244
289
311
330
387
594
732
766
830

165

38373
73442
73457
75880
91913

65
206
228
244
309
772
986
25200
51300
61398
73344
90188
91845
92120
92153

24

111
139
177
214
229
245
291
312
332
388
599
733
769
832

301

38374
73443
73458
75881
91916

111
214
229
245
311
776
5020
25205
51303
61406
73418
90202
92024
92121
92171

36

115
141
179
215
230
249
293
313
334
410
600
735
772
834

303

38375
73444
73459
75882
91920

115
215
230
249
313
788
5023
38477
51800
61410
73436
90212
92025
92122
92186

37

116
143
181
218
231
272
296
314
336
411
699
737
776
835

2197

66585
73445
73460
75883
91923

117
218
231
272
315
789
5028
41740
51803
61414
73826
90300
92026
92123
92188

44

117
145
185
219
232
276
297
315
338
412
701
739
788
837
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New
Amend
Fee
Renum
EMSN
2198 2200
66654 71202
73446 73447
73461 73462
75884 75885
91926
120 177
219 220
232 233
276 277
417 733
792 900
5208 5228
41743 41870
56219 61321
66655 66656
75855 75856
91794 91800
92027 92028
92132 92133
92198 92717
47 65
119 120
147 160
187 189
220 221
233 235
277 279
299 300
316 318
342 344
413 414
703 705
741 743
789 792
838 855

5071

73306
73448
75870
90054

179
221
235
279
737
903
5267
45571
61324
66659
75857
918(®
92055
92136
92720

104
122
161
191
222
236
281
302
319
346
415
707
745
820
857

5076

73310
73451
75871
90098

181
222
236
281
741
946
10990
45794
61325
66660
75858
91806
92056
92137
92723

105
128
162
193
223
237
282
304
320
348
416
715
747
822
858

5077

73437
73452
75872
90215

185
223
237
282
745
969
10991
45797
61329
73296
90001
91807
92057
92138
92726

106
131
163
195
224
238
283
306
322
350
417
721
750
823
861

5209

73438
73453
75873
91900

187
224
238
283
761
971
10992
46108
61345
73297
90002
91808
92058
92139
92733

107
132
164
197
225
239
285
308
324
352
585
723
758
825
864



866
948
2712
2806
298
3051
5004
5027
5044
6023
6057
6081
10809
10922
10941
10957
10990
11024
11235
11312
11507
11627
11725
11820
12005
12210
12315
13030
13209
13312
13762
13851
14100
14219
14258
14285
15211
15248
15308
15335
15509
15553
15900
16500
16522
16591
17620
18226
18250
18278
18351
18375
20146
20212
20352
20452
20546
20700
20790
20815
20855
20902

871
959
2713
2814
2992
3055
5010
5028
5049
6024
6058
6082
10816
10923
10942
10958
10991
11027
11237
11315
11508
11704
11726
11823
12012
12213
12320
13100
13212
13318
13815
13854
14106
14220
14259
14288
15214
15251
15311
15336
15512
15555
16003
16501
16527
16600
17625
18227
18252
18280
18353
18377
20147
20214
20355
20470
20548
20702
20791
20820
20860
20904

872
961
2715
2824
2996
3062
5011
5030
5060
6028
6062
6084
10905
10924
10943
10959
10992
11200
11240
11318
11512
11705
11727
11830
12017
12215
12321
13103
13215
13319
13818
13857
14115
14221
14260
15000
15215
15254
15312
15338
15513
15556
16006
16502
16528
16603
17640
18228
18254
18282
18354
18379
20148
20216
20400
20472
20560
20703
20792
20830
20862
20905

880
962
2717
2832
3000
3069
5012
5031
5063
6029
6063
10660
10907
10925
10944
10960
10997
11204
11241
11324
11600
11707
11728
11833
12021
12217
12322
13104
13218
13400
13830
13870
14118
14224
14263
15003
15218
15257
15315
15339
15515
15559
16009
16505
16530
16606
17645
18230
18256
18284
18360
20100
20160
20220
20401
20474
20600
20704
20793
20832
20863
20906

900
964
2721
2840
3005
3074
5013
5032
5067
6031
6064
10661
10910
10926
10945
10962
11000
11205
11242
11332
11602
11713
11729
11900
12022
12250
12325
13105
13221
13506
13832
13873
14124
14227
14264
15006
15221
15260
15316
15342
15518
15562
16012
16508
16531
16609
17650
1822
18258
18286
18361
20102
20162
20222
20402
20475
20604
20706
20794
20840
20864
20910

903
969
2723
2946
3010
3078
5014
5033
5228
6032
6065
10801
10911
10927
10946
10964
11003
11210
11243
11340
11604
11714
11730
11912
12024
12254
12326
13106
13241
13700
13834
13876
14201
14234
14265
15009
15224
15263
15319
15345
15521
15565
16015
16509
16533
16612
17655
18233
18260
18288
18362
20104
20164
20225
20403
20500
20620
20730
20798
20841
20866
20911

930
971
2725
2949
3014
3083
5016
5035
6007
6034
6067
10802
10912
10928
10950
10966
11004
11211
11244
11341
11605
11716
11731
11917
12200
12258
12500
13109
13251
13703
13835
13881
14202
14237
14266
15012
15227
15266
15320
15348
15524
15600
16018
16511
16534
16615
17680
18234
18262
18290
18365
20120
20170
20230
20404
20520
20622
20740
20799
20842
20867
20912

14

933
972
2727
2954
3018
3088
5017
5036
6009
6035
6068
10803
10913
10929
10951
10968
11005
11215
11300
11342
11607
11717
11735
11919
12201
12261
12524
13110
13260
13706
13837
13882
14203
14245
14270
15100
15230
15269
15323
15351
15527
15700
16400
16512
16564
16618
17690
18236
18264
18292
18366
20124
20172
20300
20405
20522
2063
20745
20800
20844
20868
20914

935
973
2739
2958
3023
3093
5019
5039
6011
6037
6071
10804
10914
10930
10952
10970
11009
11218
11302
11343
11610
11719
11736
12000
12203
12265
12527
13200
13290
13750
1383
13885
14206
14247
14272
15103
15233
15272
15324
15354
15530
15705
16401
16514
16567
16621
18213
18238
18266
18294
18368
20140
20174
20305
20406
20524
20632
20750
20802
20845
20880
20916

937
975
2741
2972
3028
4001
5020
5040
6013
6038
6072
10805
10915
10931
10953
10983
11012
11219
11303
11345
11611
11720
11737
12001
12204
12268
12533
13201
13300
13755
13839
13888
14212
14249
14277
15106
15236
15275
15327
15357
15533
15710
16404
16515
16570
16624
18216
18240
18268
18296
18369
20142
20176
20320
20410
20526
20634
20752
20803
20846
20882
20920

943
986
2743
2974
3032
5000
5021
5041
6015
6042
6074
10806
10916
10932
10954
10987
11015
11220
11304
11503
11612
11721
11800
12002
12205
12272
13015
13202
13303
13757
13840
13899
14216
14255
14278
15109
15239
15303
15328
15500
15536
15715
16406
16518
16571
16627
18219
18242
18270
18297
18370
20143
20190
20321
20420
20528
20670
20754
20804
20847
20884
20924

945
2700
2745
2978
3040
5001
5022
5042
6018
6051
6075
10807
10918
10933
10955
10988
11018
11221
11306
11505
11614
11723
11801
12003
12207
12306
13020
13203
13306
13760
13842
13950
14217
14256
14280
15112
15242
15304
15331
15503
15539
15800
16407
16519
16573
17610
18222
18244
18272
18298
18372
20144
20192
20330
20440
20540
20680
20756
20806
20848
20886
20926

946
2701
2801
2984
3044
5003
5023
5043
6019
6052
6080
10808
10921
10940
10%6
10989
11021
11224
11309
11506
11615
11724
11810
12004
12208
12312
13025
13207
13309
13761
13848
14050
14218
14257
14283
15115
15245
15307
15332
15506
15550
15850
16408
16520
16590
17615
18225
18248
18276
18350
18374
20145
20210
20350
20450
20542
20690
20770
20810
20850
20900
20928



20930
20954
21155
21230
21380
21460
21520
21638
21716

21820
21880
21914
21943
21990
22041
23055
23118
23270
23400
23530
23660
23790
23920
24105
24118
24131
25205
30035
30072
30105
30191
30232
30259
30294
30323
30392
30417
30441
30460
30484
30526
30584
30618
30637
30654
30684
30730
30763
31003
31345
31365
31378
31412
31468
31522
31560
32003
32028
32063
32117
32166
32223

20932
20956
21160
21232
21382
21461
21522
21650
21730
21830
21881
21915
21945
21992
22042
23065
23119
23280
23410
23540
23670
23800
23930
24106
24119
24132
30003
30038
30075
30107
30192
30235
30262
30296
30324
30396
30418
30442
30461
30485
30529
30589
30619
30639
30655
30686
30731
30770
31004
31346
31366
31379
31423
31472
31523
31563
32004
32030
32066
32118
32171
32224

20934
20958
21170
21234
21390
21462
21530
21652
21732
21832
21882
21916
21949
21997
22051
23075
23121
23290
23420
23550
23680
23810
23940
24107
24120
24133
30006
30042
30078
30166
30196
30238
30266
30297
30326
30397
30419
30443

30463
30488
30530
30590
30621
30640

30657
30687
30732
30771
31005
31350
31367
31380
31426
31500
31525
31566
32005
32033
32069
32123
32174
32225

20936
20960
21195
21260
21392
21464
21532
21654
21740
21834
21883
21918

21952
22002
22055
23085
23170
23300
23430
23560
23690
23820
23950
24108
24121
24134
30007
30045
30081
30169
30202
30241
30269
30299
30329
30399
30421
30445
30464
30490
30532
30593
30622
30641
30658
30688
30750
30780
31206
31355
31368
31381
31429
31503
31526
31569
32006
32036
32072
32129
32175
32226

20938
21100
21199
21270
21400
21472
21535
21656
21756
21840
21884
21922
21955
22007
22060
23091
23180
23310
23440
23570
23700
23830
23960
24109
24122
24135
30010
30049
30084
30175
30207
30244
30272
30305
30330
30400
30422
30448
30469
30491
30533
30594
30623
30642
30661
30690
30751
30790
31211
31356
31369
31382
31432
31506
31528
31572
32009
32039
32075
32131
32183
32227

20940
21110
21200
21272
21402
21474
21600
21670
21760
21842
21885
21925
21959
22008
22065
23101
23190
23320
23450
23580
23710
23840
23970
24110
24123
24136
30014
30052
30087
30176
30210
30246
30275
30306
30332
30406
30425
30449
30472
30492
30559
30596
30626
30643
30662
30692
3072

30791
31216
31357
31370
31383
31435
31509

31529
31575
32012
32042
32084
32135
32186
32228

20942
21112
21202
21274
21403
21480
21610
21680
21770
21850
21886
21926
21962
22012
22075
23111
23200
23330
23460
23590
23720
23850
23980
24111
24124
25000
30015
30055
30090
30177
30216
30247
30278
30310
30336
30408
30427
30450
30473
30494
30560
30599
30627
30644
30663
30694
30753
30792
31220
31358
31371
31386
31438
31512
31530
31578
32015
32045
32087
32139
32212
32229

15

20943
21114
21210
21275
21404
21482
21620
21682
21772
21860
21887
21930
21965
22014
22900
23112
23210
23340
23470
23600
23730
23860
23990
24112
24125
25005
30016
30058
30093
30179
30219
30250
30281
30311
30382
30409
30428
30451
30475
30495
30562
30600
30628
30645
30666
30720
30754
30800
31221
31359
31372
31387
31454
31513
31533
31581
32018
32046
32094
32147
32213
32230

20944
21116
21212
21280
21420
21484
21622
21685
21780
21865
21900
21935
21969
22015
22905
23113
23220
23350
23480
23610
23740
23870
24100
24113
24126
25010
30023
30061
30094
30180
30223
30251
30283
30314
30384
30411
30430
30452
30478
30515
30563
30601
30629
30646
30672
30721
30755
30810
31225
31360
31373
31388
31456
31514
31536
31584
3221

32047
32095
32150
32215
32231

20946
21120
21214
21300
21430
21486
21630
21700
21785
21870
21906
21936
21970
22020
23010
23114
23230
23360
23490
23620
23750
23880
24101
24114
24127
25013
30024
30062
30097
30183
30224

30253
30286
30315
30385
30412
30431
30454
30479
30517
30565
30606
30630
30648
30676
30722
30756
30820
31227
31361
31374
31400
31458
31515
31548
31585
32023
32051
32096
32156
32216
32232

20948
21130
21215
21321
21432

21490
21632
21710
21790
21872
21908
21939
21973
22025
23025
23115
23240
23370
23500
23630
23760
23890
24102
24115
24128
25014
30026
30064
30099
30187
30225
30255
30287
30317
30387
30414
30433
30455
30481
30518
30574
30608
30631
30649
30679
30723
30760
31000
31245
31362
31375
31403
31460
31516
31551
31587
32024
32054
32105
32159
32218
32233

20950
21140
21216
21340
21440
21500
21634
21712
21800
21878
21910
21941
21976
22031
23035
23116
23250
23380
23510
23640
23770
23900
24103
24116
24129
25020
30029
30068
30103
30189
30226
30256
30289
30318
30388
30415
30439
30457
30482
30520
30577
30611
30635
30651
30680
30724
30761
31001
31250
31363
31376
31406
31462
31519
31554
31590
32025
32057
32106
321&

32221
32234

20952
21150
21220
21360
21445
21502
21636
21714
21810
21879
21912
21942
21980
22036
23045
23117
23260
23390
23520
23650
23780
23910
24104
24117
24130
25200
30032
30071
30104
30190
30229
30257
30293
303D

30390
30416
30440
30458
30483
30221

30583
30615
30636
30652
30682
30725
30762
31002
31344
31364
31377
31409
31466
31520
31557
32000
32026
32060
32108
32165
32222
32235



32236
32528
32733
33050
33121
33160
33518
33800
33836
34124
34163
34524
34809
35012
35319
35406
35518
35561
35582
35614
35637
35667
35720
36502
36529
36567
36606
3663

36668
36822
36860
37023
37050
37214
37233
37338
37375
37417
37610
37812
37831
38209
38272
38309
38356
38426
38487
38515
38558
38637
38724
38764
38824
38842
38864
39117
39134
39312
39336
39654
39821
40700

32237
32529

32736
33055
33124
33163
33521
33803

33839
34127
34166
34527
34812
35100
35320
35408
35527
35562
35585
35615
35640
35668
35721
36503
36530
36570
36607
36639
36671
36823
36863
37026
37053
37215
37245
37339
37381
37418
37613
37813
37833
38212
38273
38310
38358
38428
38490
38516
38568
38653
38727
38766
38828
38845
39000
39118
39135
39315
39339
39656
39900
40701

32500
32700
32739
33070
33127
33166
33524
33806
33842
34130
34169
34528
34815
35103
35321
35410
35533
35564
35591
35616
35641
35669
35723
36504
36531
36573
36608
36645
36672
36824
37000
37029
37200
37216
37300
37340
37384
37423
37616
37815
37834
38213
38274
38311
38359
38429
38493
38517
38571
38670
38730
38800
38829
38846
39007
39119
39136
39318
39342
39700
39903
40702

32504
32703
32742
33075
33130
33169
33527
33810
33845
34133
34172
34529
34818
35200
35324
35412
35534
35565
35592
35620
35643
35671
35724
36505
36532
36576
36609
36649
36673
36827
37004
37038
37201
37217
37303
37341
37387

37426
37619
37816
37836
38241
38275
38313

38362
38431
38495
38518
38572
38673
38733
38803
38830
38847
39013
39121
39137
39319
39345
39703
39906
40703

32507
32708
32745
33080
33133
33172
33530
33811
33848
34136
3415

34530
34821
35202
35327
35414
35536
35566
35595
35622
35644
35673
35726
36506
36533
36579
36610
36650
36800
36830
37008
37039
37202
37218
37306
37342
37388
37429
37623
37818
37839
38244
38276
38314
38365
38461
38499
38519
38600
38677
38736
38812
38831
38848
39014
39124
39138
39321
39503
39710
40004
40704

32508
32710
32748
33100
33136
33175
33533
33812
34100
34139
34500
34533
34824
35300
35330
35500
35539
35568
35596
35623
35645
35674
35729
36507
36537
36585
36611
36652
36803
36833
37011
37040
37203
37219
37309
37343
37390
37432
37800
37819
37842
38247
38285
38316
38368
38463
38502
38522
38603
38680
38739
38815
38832
38849
39015
39125
39139
39323
39604
39712
40012
40705

32511
32711
32751
33103
33139
33178
33536
33815
34103
34142
34503
34534
34827
35303
35331
35503
35545
35569
35597
35626
35647
35680
35730
36508
36543
36588
36612
36654
36806
36836
37014
37041
37206
37220
37318
37344
37393
37435
37801
37821
37845
38248
38286
38317
38416
38467
38508

38523
38609
38700
38742
38816
38833
38850
39018
39126
39140
39324
39610
39715
40018
40706

16

32514
32712
32754
33109
33142
33181
33539
33818
34106
34145
34506
34538
34830
35306
35360
35506
35548
35570
35599
35630
35648

35691
35750
36509
36546
36591
36615
36656
36809
36840
37015
37042
37207
37221
37321
37345
37396
37438
37803
37822
37848
38249
38287
38319
38417
38471
38509
38550
38612
38703
38745
38817
38834
38851
39100
39127
39141
39327
39612
39718
40104
40707

32517
32715
32757
33112
33145
33500
33542
33821
34109
34148
34509
34539
34833
35307
35361
35507
35551
35571
35608
35631
35649
35694
35751
36516
36549
36594
36618
36663
36811
36842
37016
37044
37208
37223
37324
37348
37402
37601
37804
37824
37851
38251
38288
38320
38419
38472
38510
38553
38615
38706
38748
38818
38837
38852
39109
39128
39300
39328
39615
39720
40106
40708

32520
32718
32760
33115
33148
33506
33545
33824
34112
34151
34512
34540
35000
35309
35362
35508
35552
35573
35609
35632
35653
35697
35753
36519
36552
36597
36621
36664
36812
36845
37018
37045
37209
37224
37327
37351
37405
37604
37806
37825
37854
38252
38290
38322
38420
38474
38511
38554
38618
387®

38751
38820
38838
38853
39110
39129

39303
39329
39638
39801
40109
40709

32522
32721
32763
33116
33151
33509
33548
33827
34115
34154
34515
34800
35003
35312
35363
35509
35554
35577
35610
35633
35657
35700
35754
3652

36558
36600
36624
36665
36815
36348
37019
37046
37210
37226
37330
37354
37408
37605
37807
37827
38200
38254
38293
38323
38422
38477
38512
38555
38621
38715
38754
38821
38839
38857
39111
39130
39306
39330
39639
39803
40112
40712

32523
32724
32766
33118
33154
33512
33551
33830
34118
34157
34518
34803
35006
35315
35401
35513
35557
35578
35611
35635
35658
35703
35756
36525
36561
36603
36627
36666
36818
36851
37020
37047
37211
37227
37333
37369
37411
37606
37809
37828
38203
38256
38307
38350
38423
38484
38513
38556
38624
38718
38757
38822
38840
38858
39113
39131
39307
39331
39641
39815
40119
40801

32526
32730
32769
33119
33157
33515
33554
33833
34121
34160
34521
34806
35009
35317
35404
35517
35560
35581
35612
35636
35661
35717
35759
36528
36564
36604
36633
36667
36821
36854
37021
37048
37213
37230
37336
37372
37415
37607
37810
37830
38206
38270
38308
38353
38425
38485
38514
38557
38627
38721
38760
38823
38841
38859
39116
39133
39309
39332
396581

39818
40600
40803



40850
41506
41545
41578
41615
41650
41698
41734
41786
41832
41881
42509
42543
42581
42614
42647
42677
42707
42744
42782
42811
42854
43533
43832
43861
43915
43966
44102
44338
45003
45035
45206
45496
45520
45538
45558
45578
45602
45629
45660
45689
45761
45809
45849
46050
46088
46110
46123
46136
46158
46179
46318
463%6

46378
46411
46453
46493
46525
47027
47066

47361
47396

40851
41509
41548
41579
41617
41656
41701
41737
41789
41834
41884
42510
42545
42584
42615
42650
42680
42710
42746
42785
42812
42857
43801
43834
43864
43930
439

44104
44342
45006
45036
45207
45497
45522

45539
45560
45581
45605
45632
45661
45692
45767
45811
45851
46052
46090
46111
46124
46140
46159
46180
46321
46348
46379
46414
46456
46495
46528
47030
47069
47362
47399

408382

41512
41551
41581
41618
41659
41702
41740

41793
41837
41885
42512
42548
42587
42617
42651
42683
42713
42749
42788
42815
42860
43804
43835
43867
43933
43972
44105
44346
45009
45045
45209
45500
45523
45540
45561
45584
45608
45635
45665
45695
45773
45813
45855
46060
46092
46112
46125
46141
46160
46181
46322
46351
46380
46417
46464
46498
46531
47033
47301
47364
47402

40854
41515
41554
41584
41620
41662
41703
41743
41797
41840
41886
42515
42551
42588
42620
42652
42686
42716
42752
42791
42818
42863
43805
43837
43870
43936
43975
44108
44350
45012
45048
45212
45501
45524
45541
45562
45585
45609
45641
45668
45698
45776
45815
45857
46062
46094
46113
46126
46142
46161
46182
46324
46354
46381
46420
46465
46500
46534
47042
47304
47367
47405

40856
41518
41557
41587
41623
41668
41704
41746
41801
41843
41887
42518
42554
42590
42622
42653
42689
42719
42755
42794
42821
42866
43807
43838
43873
43939
43978
44111
44354
45015
45051
45221
45502
45527
45542
45563
45587

45611
45644
45669
45701
45779
45823
45865
46064
46101
46114
46127
46143
46170
46183
46325
46357
46384
46423
46468
46501
47000
47045
47307
47370
47408

40858
41521
41560
41590
41626
41671
41705
41749
41804
41855
41888

42521
42557
42593
42623
42656
42692
42725
42758
42801
42824
42869
43810
43840
43876
43942
43981
44114
44358
45018
45054
45224
45503
45528
45545
45564
45588
45614
45645
45671
45704
45782
45825
45871
46066
46102
46115
46128
46150
46171
46184
46330
46360
46387
46426
46471
46502
47003
47047
47310
47373
47411

40860
41524
41563
41593
41629
41674
41707
41752
41807
41861
41890
42524
42563
42596
42626
42662
42695
42731
42761
42802
42833
42872
43813
43841
43879
43945
43984
44130
44359
45019
45060
45227
45504
45529
45546
45565
45589
45617
45646
45674
45707
45785
45827
45873
46068
46103
46116
46129
46151
46172
46185
46333
46363
46390
46432
46474
46503
47007
47049
47313
47381
47414
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40862
41527
41564
41596
41632
41677
41710
41755
41810
41867
41907
42527
42569
42599
42629
42665
42698
42734
42764
42805
42836
43021
43816
43843
43882
43948
43987
44133
44361
45021
45061
45230
45505
45530
45547
45566
45590
45620
45650
4565

45710
45788
45829
45874
46070
46104
46117
46130
46152
46173
46300
46335
46364
46393
46434
46477
46504
47009
47052
47316
47384
47417

40863
41530
41566
41599
41635
41683
41713
41764
41813
41870
41910
42530
42572
426@

42632
42667
42701
42738
42767
42806
42839
43022
43819
43846
43900
43951
43990
44136
44364
45025
45062
45233
45507
45531
45548
45567
45592
45623
45652
45676
45713
45791
45831
45882
46072
46105
46118
46131
46153
46174
46303
46336
46365
46394
46438
46480
46507
47012
47053
47319
47385
47420

40905
41533
41569
41603
41638
41686
41719
41770
41822
41873
42503
42533
42573
42605
42635
42668
42702
42739
42770
42807
42842
43023
43822
43849
43903
43954
43993
44325
44367
45026
45200
45239
45510
45532
45551
45568
45594
45624
45653
45677
45714
45794
45837
45888
46080
46106
46119
46132
46154
46175
46308
46339
46367
46395
46441
46483
46510
47015
47054
47348
47386
47423

41500
41536
41572
41608
41641
41689
41722
41776
41825
41876
42504
42536
42574
42608
42638
42672
42703
42740
42773
42808
42845
43521
43825
43852
43906
43957
43996
44328
44370
45027
45201
45440
45512
45534
45553
45571
45596
45625
45656
45680
45716
45797
45841
45891
46082
46107
46120
46133
461%
46176
46309
46340
46370
46399
46442
46486
46513
47018
47057
47351
47387
47426

41501
41539
41575
41611
41644
41692
41725
41779
41828
41879
42505
42539
42575
42610
42641
42673
42704
42741
42776
42809
42848
43527
43828

43855
43909
43960
43999
44331
44373
45030

45202
45443
45515
45535
45554
45572
45597
45626
45658
45683
45717
45801
45845
45894
46084
46108
46121
46134
46156
46177
46312
46341
46372
46401
46444
46489
46519
47021
47060
47354
47390
47429

41503
41542
41576
41614
41647
41693
41728
41785
41831
41880
42506
42542
42576
42611
42644
42676
42705
42743
42779
42810
42851
43530
43831
43858
43912
43963
44101
44334
45000
45033
45203
45451
45518
45537
45556
45575
45599
45627
45659
45686
45718
45807
45847
45939
46086
46109
46122
46135
46157
46178
46315
46342
46375
46408
46450
46492
46522
47024
47063
47357
47393
47432



47435
47467
47511
47555
47591
47637
47765
47918
47978
48409
48435
48939
49104
49206
49233
49366
49396
49524
49565
49706
49736
49768
49781
49794
49821
49860
50201
50245
50339
50384
50428
50508
50568
50620
51014
51035
51057
51103
51150
51902
52025
52055
52073
52099
52130
52184
52330
52366
52444
52609
52806
53004
53062
53224
53410
53427
54002
55049
55126
55146
55284
55709

47438
47468
47514
47558
47592
47639
47766
47921
47981
48412
48507
48942
49105
49209
49236
49372
49398
49525
49569
49709
49738
49769
49782
49795
49824
49866
50203
50300
50345
50390
50450
50512
50572
50624
51015
51036
51058
51110
51160
51904
52027
52056
52075
52102
52131
52186
52333
52369
52446
52612
52809
53006
53064
53225
53411
53429
54004
55054
55127
55208
55292
55712

47441
47471
47516
47559
47593
47648
47786
47924
47982
48415
48509
48945
49106
49210
49239
49374
49500
49527
49570
49712
49740
49770
49783
49796
49827
49878
50206

50303
50348
50393
50451
50524
50576
50628
51020
51041
51059
51111
51165
51906
52030
52057
52078
52105
52132
52300
52336
52372
52450
52615
52812
53009
53068
53226
53412
53439
55028
55065
55128
55211
55294
55715

47444
47474
47519
47561
47595
47657
47789
47927
47983
48419
48512
48948
49109
49212
49300
49376
49503
49530
49572
49715
49742
49771
49784
49797
49830
49881
50209
50306
50351
50394
50455
50528
50580
50632
51021
51042
51061
51112
51170
52000
52033
52058
52081
52106
52133
52303
52337
52375
52452
52618
52815
53012
53070
53227
53413
53453
55029
55066
55129
55238
55296
55718

47447
47477
47528
47565
47597
47663
47790
47929
47984
48420
48900
48951
49112
49213
49303
49378
49506
49533
49574
49716
49744
49772
49785
49798
49833
49884
50212
50309
50352
50395
50456
50532
50584
50636
51022
51043
51062
51113
51171
52003
52034
52059
52084
52108
52135
52306
52339
52378
52456
52621
52818
53015
53200
53230
53414
534%

55030
55068
55130
55244
55600
55721

47450
47480
47531
47566
47600
47666
47791
47953
48245
48421
48903
48954
49115
49215
49306
49380
49509
49534
49576
49717
49760
49773
49786
49800
49836
49887
50215
50310
50354
503%

50460
50536
50588
50640
51023
5144
51063
51114
51300
52006
52035
52060
52087
52111
52138
52309
52342
52379
52458
52624
52821
53016
53203
53233
53415
53458
55031
55070
55132
55246
55603
55723

47451
47483
47534
47568

47603
47672
47792
47954
48248
48422

48906
48958
49116
49218
49309
49382
49512
49536
49578
49718
49761
49774
49787
49803
49837
49890
50218
50312
50357
50399
50461
50540
50592
50644
51024
51045
51064
51115
51306
52009
52036
52061
52090
52114
52141
52312
52345
52380
52460
52626
52824
53017
53206
53236
53416
53459
55032
55071
55133
55248
55700
55725
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47453
47486
47537
47570
47612
47678
47900
47955
48251
48423
48909
48960
49117
49219
49315
49384
49515
49542
49580
49724
49762
49775
49788
49806
49838
50107
50221
50321
50360
50411
50465
50544
50596
50654
51025
51051
51065
51120
51315
52010
52039
52062
52092
52117
52144
52315
52348
52382
52480
52627
52826
53019
53209
53239
53418
53460
55033
55073
55134
556252
55703
55729

47456
47489
47540
47573
47615
47735
47903
47956
48254
48424
48915
48972
49118
49220
49318
49386
49516
49544
49582
49727
49763
49776
49789
49809
49839
50112
50224
50324
50369
50414
50466
50548
50600
50950
51026
51052
51066
51130
51318
52012
52042
52063
52094
52120
52147
52318
52351
52420
52482
52630
52828
53052
53212
53242
53419
53700
55036
55076
55135
55274
55704
55736

47459
47491
47543
47579
47618
47738
47904
47960
48257
48426
48918
48980
49121

49221
49319
49388
49517
49548
49584
49728

49764
49777
49790
49812
49845
50115
50233
50330
50372
50417
50470
50552
50604
50952
51031
51053
51071
51131
51700
52015
52045
52064
52095
52122
52148
52319
52354
52424
52484
52633
52830
53054
53215
53400
53422
53702
55037
55079
55137
55276
55705
55739

47462
47495
47546
47582
47621
47741
47906
47964
48400
48427
48921
48983
49124
49224
49321
49390
49518
49551
49586
49730
49765
49778
49791
49814
49851
50118
50236
50333
50375
50420
50471
50556
50608
51011
51032
51054
51072
51140
51703
52018
52048
52066
52096
52123
52158
52321
52357
52430
52600
52636
52832
53056
53218
53403
53423
53704
55038
55084
55141
55278
55706
55740

47465
47498
47549
47585
47624
47753
47915
47967
48403
48430
48924
48986
49200
49227
49360
49392
49519
49554
49590
49732
49766
49779
49792
49815
49854
50130
50239
50335
50378
50423
50475
50560
50612
51012
51033
51055
51073
51141
51800
52021
52051
52069
52097
52126
52180
52324
52360
52440
52803

52800
53000
53058
53220
53406
53424
53706
55039
55085
55143
55280
55707
55741

47466
47501
47552
47588
47630
47762
47916
47975
48406
48433
48927
49100
49203
49230
49363
49394
49521
49564
49703
49734
49767
49780
49793

49818
49857
50200
50242
50336
50381
50426
50476
50564
50616
51013
51034
51056
51102
51145
51900
52024
52054
52072
52098
52129
52182
52327
52363
52442
52606
52803
53003
53060
53221
53409
53425
54001
55048
55118
55145
55282
55708
55742



55743
55844
55863
55876
55889
56028
56234
56622
57352
57522
57902
57960
58300
58721
59300
59733
6021

60060
61109
63061
63161
63225
63307
63397
63467
63501
63543
63743
75009
75039
75400
75621
75836
75863
80023
80122
80146
80170
81105
81340
82025
82130
82312
82362
82379
90202
90265
91167
91180
91193
91211
91806
91828
91850
91865
92056
92121
92142
92172
92211
92513
92624

55757
55846
55864
55877
55890
56030
56237
56623
57353
57523
57905
57963
58306
58900
59302
59739
60024
60063
61485
63064
63164
63228
63322
63399
63470
63502
63545
64990
75012
75042
75403
75800
75839
75864
80024
80123
80147
80171
81110
81345
82030
82135
82315
82363
82381
90212
90266
91168
91181
91194
91212
91807
91829
91851
91866
92057
92122
92146
92173
92422
92514
92701

55758
55848
55865
55878
55891
56036
56238
56626
57354
57524
57907
57966
58500
58903
59303
59751
60027
60066
63001
63067
63167
63231
63325
63401
63473
63504
63546
64991
75015
75045
75406
75803
75842
80000
80025
80125
80148
80172
81115
81350
82035
82140
82318
82365
82382
9029

90267
91169
91182
91195
91214
91808

91830
91852
91867
92058
92123
92147
92176
92423
92515
92715

55759
55850
55866
55879
55892
56101
56301
56627
57357
57527
57915
57969
58503
58909
59305
59754
60030
60069
63004
630710

63170
63234
63328
63404
63476
63505

63547
64992
75018
75048
75409
75806
75845
80002
80100
80127
80150
80173
81120
81355
82100
82200
82324
82366
82383
90251
90271
91170
91183
91196
91215
91818
91831
91853
91890
92059
92126
92148
92177
92434
92516
92717

55762
55852
55867
55880
55893
56107
56307
56628
57360
57541
57918
58100
58506
58912
59312
59763
60033
60072
63007
63073
63173
63237
63331
63416
63482
63507
63549
64993
75021
75049
75412
75809
75848
80005
80102
80128
80152
80174
81125
81360
82105
82205
82332
82367
90001
90252
90272
91171
91184
91197
91218
91819
91833
91855
91891
92112
92127
92149
92182
92435
92521
92718

55764
55854
55868
55881
55894
56219
56401
56629
57362
57700
57921
58103
58509
58915
59314
59970
60036
60075
63010
63101
63176
63240
63334
63425
63487
63510
63551
64994
75023
75050
75415
75812
75851
80006
80105
80129
80153
80175
81300
82000
82110
82210
82350
82368
90002
90253
90273
91172
91185
91198
91219
91820
91836
91856
92004
92113
92132
92150
92184
92436
92522
92720

55766
55856
55869
55882
55895
56220
56407
56630
57364
57703
57924
58106
58521
58916
59318
60000
60039
60078
63040
63111
63179
63243
63337
63428
63489
63513
63554
64995
75024
75051
75600
75815
75854
80010
80106
80130
80154
80176
81305
82001
82115
82215
82352
82370
90005
90254
90274
91173
91186
91199
91221
91821
91837
91857
92011
92114
92133
92151
92186
92437
92610
92721
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55768
55857
5587

55883
56001
56221
56409
56801
57506
57706
57927
58108
58524
58921
59700
60003
60042
60500
63043
63114
63182
63271
63340
63440
63491
63516
63557
73418
75027
75150
75603
75818
75855
80012
80110
80131
80155
80177
81310
82002
82116
82300
82354
82371
90020
90255
90275
91174
91187
91200
91222
91822
91838
91858
92024
92115
92136
92152
92188
92455
92611
92723

55770
55858
55871
55884
56007
56223
56412
56807
57509
57709
57930
58109
58527
58927
59703
60006
60045
60503
63046
63125
63185
63274
63361
63443
63494
63519
63560
74990
75030
75153
75606
75821
75856
80015
80112
80135
80156
80178
81315
82003
82118
82301
82355
82373
90035
90256
90276
91175
91188
91201
91790
91823
91839
91859
92025
92116
92137
92153
92194
92456
92612
92724

55772
55859
55872
55885
56010
56224
56501
57001
57512
57712
57933
58112
58700
58933
59712
60009
60048
60506
63049
63128
63201
63277
63385
63446
63496
63522
63563
74991
75033
75156
75609
75824
75857
80016
80115
80137
80160
81000
8130

82005
82120
82302
82357
82374
90043
90257
90277
91176
91189
91202
91794
91824
91842
91861
92026
92117
92138
92162
92196
92457
92613
92726

55774
55860
55873
55886
56013
56225
56507
57007
57515
57715
57939
58115
58706
58936
59715
60012
60051
60509
63052
63131
63204
63280
63388
63454
63497
63531
63564
75001
75034
75200
75612
75827
75858
80020
80116
80140
80162
81005
81325
82010
82123
82304
82358
82375
90051
90260
90278
91177
91190
91203
91800
91825
91843
91862
92027
92118
92139
92163
92198
92458
92614
92731

55812
55861
55874
55887
56016
56226
56553
57201
57518
57721
57942
58120
58715
58939
59718
60015
60054
60918
63055
63151
63219
63301
63391
63461
63498
63533
63740
75004
75036
75203
75615
75830
75861
80021
80120
80141
80165
81010
81330
82015
82125
82306
82359
82376
90183
90261
90300
91178
91191
91204
91801
91826
91844
91863
92028
92119
92140
92170
92200
92459
92618
92733

55814
55862
55875
55888
56022
56233
56620
57341
57521
57901
57945
58121
58718
59103
59724
60018
60057
60927
63058
63154
63222
63304
63395
63464
63499
63541
63741
75006
75037
75206
75618
75833
75862
80022
80121
80145
80166
81100
81335
82020
82127
823®

82360
82378
90188
90264
91166
91179

91192
91205
91802
91827
91845
91864
92055
92120
92141
92171
92210
92460
92623
92734



92736
93040
93100
93202
93660
93705

92737
93041
93103
93203
93661
93716

92739
93043
93108
93284
93680

92740
93044
93110
93285
93682

92742
93048
93113
93286
93683

93000
93061
93118
93644
93685

93013
93074
93121
93645
93690
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93026
93076
93126
93646
93692

93029
93079
93129

93647
93693

93032
93084
93134
93653
93695

93033
93087
93137
93654
93700

93035
93092
93200
93655
93702

93036
93095
93201
93656
93703
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GN.0.1 AskMBS Email Advice Service
If you are a patient seeking advice about Medicare services, benefits or your Medicare claims, please contact
Services Australia on the Medicare general enquiry-lit@2011.

AskMBS responds to enquiries from providefservices listed on the Medicare Benefits Schedule (MBS) seeking
advice on interpretation of MBS items (including those for dental, pathology and diagnostic imaging), explanatory
notes and associated ldgitton. This advice is intended primarily to assiealth professionals, practice managers

and others to understand and comply with MBS billing requirements. AskMBS works closely with policy areas
within the Department of Health and Aged Care, and witlwi€es Australia, to ensure enquirers receiveugte,
authoritative and upo-date information.

If you have a query relating exclusively to interpretation of the Schedule, you shoulciekhsiB S @healtlgov.au

If you are seeking advice in relationtedicare billing, claiming, payments or obtaining a provider number, please
contact Services Australia on the Provider Enquiry Lind®21 50.

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

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

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

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

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

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

Explanatory Notes

Explanatory noterelating 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 sfieniicare located at the beginning of

each Category. While there may be a@mefice following the description of an item to specific notes relating to that
item, there may also be general notes relating to each Group of items.

GN.1.2 Medicare - an outlin e

The Medicare Program (‘Medicare") provides access to medical and hospitassfor all Australian residents and
certain categories of visitors to Austral&ervices Australia administers Medicare and the payment of Medicare
benefits. The major elemes of Medicare are contained in tHealth Insurance Act 1973s amendedpd include
the following:

a. Free treatment for public patients in public hospitals.

b. The payment of 'benefits', or rebates, for professional services listed in the Medicare Behefifisle
(MBS). The relevant benefit rates are:
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i. 100% of the Schedule feerfservices provided by a general practitioner to-referred, non
admitted patients, or for general practitioner attendances specified as not being hospital treatments
- see notdelow;

ii. 100% of the Schedule fee for services provided on behalf of a genacttioner by a practice
nurse or Aboriginal and Torres Strait Islander health practitioner*;

iii. 75% of the Schedule fee for professional services rendered to a patient aspapisode of
hospital treatment (other than services provided to publieqa), including services provided in
hospital outpatient settings but not generally including services set out in the note below. Medical
practitioners must indicate on theircacints if a medical service is rendered in these
circumstances by placing asterisk *' or the letter 'H' directly after an item number where used;
or a description of the professional service and an indication the service was rendered as an
episode of bspital treatment (for example, 'in hospital', 'hospital outpatient seraideiitted' or
'in patient’);

iv. 75% of the Schedule fee for professional services rendered as part of a privately insured episode of
hospitals ubst i tute treaimenheshomeéds OGhospenefrally
services listed below. Mechl practitioners must indicate on their accounts if a medical service is
rendered in these circumstances by placing the words 'hespiistitute treatment' directly after
an iem number where used; or a description of the professional service, prbgededvords
'hospitalsubstitute treatment’;

v. 85% of the Schedule fee for all other services.

Note: while hospital treatments and hospg@abstitute treatments attract a 75% tepmost attendances, services
provided to private patients in emergency depants, pathology services and diagnostic imaging services do not
generally require hospital treatment and therefore do not attract a rebate of 75% of the Schedule feetifiskbss cer
as a 'Type C' treatment. A list of most MBS items in scope of thipémno, and the requirements around certifying

a treatment as 'Type C' can be found inRhgate Health Insurance (Benefit Requirement) Rules 28gfvices
provided to a priva patient in an emergency department are exempted undenvthee Health Isurance (Health
Insurance Business) Rules 2018

Medicare benefits are claimable only for ‘clinically relevant' services rendered by an appropriate health practitioner.
A ‘clinically relevant' service is one which is generally accepted by the relevantginofas 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
practtioner and the patient.

Services listed in the MBS must be rendered accgtdithe provisions of the relevant Commonwealth, State and
Territory laws. For example, medical practitioners must ensure that the medicines and medical devices they use have
bee supplied to them in strict accordance with the provisions of the Thera@agdds Act 1989.

Where a Medicare benefit has been inappropriately S&idjices Australimnay request its return from the
practitioner concerned.

* MBS items 1088 and 10989 generally attract a 100% rebate but can be specified as 'Type C' treatinents an
attract a 75% rebate.

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

TheHealth Insurance Act 197&ipulates that Medicare benefits are payable for professional services.
professional serviis a clinically relevant service which is listed in the MB&Smedical service is clinically
relevant if it is generally accepted in the medical profession &ssauy for the appropriate treatment of the
patient.
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Medical practitioners are free to skeir fees for their professional serviddowever, the amount specified in the
patient's account must be the amount charged for the service spethiefee mg not include a cost of goods or
services which are not part of the MBS service specifieth® account.

Billing practices contrary to the Act

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

Goodssupplied for the patient's home use (such as wheelchairs, oxygen tanks, continence pads) must not be
included in the consultation charg®ledicare benefits are liited to services which the medical practitioner

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

Charging part of all of an episode of hospital treatment or a labspibstitute treatment to a radmitted
consultation is prohibitedThis would constitd a false or misleading statement on behalf of the medical
practitioner and no Medicare benefits would be payable.

An account may not be4issued to include chargend oubf-pocket expenses excluded in the original account.
The account can only be ssuied to correct a genuine error.

Potential consequence of improperly 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 whissued the account, or authorised its issue, may face charges under sections
128A or 128B of thédealth Insurance Act 1973

(c) Medicare benefits paid as asult of a false or misleading statement will be recoverable from the doctor
under sectiol29AC of theHealth Insurance Act 1973

Providers should be aware that Services Australia is legally obliged to investigate doctors suspected of making false
or mideading statements, and may refer them for prosecution if the evidence indicates frazigulging to

Medicare. If Medicare benefits have been paid inappropriately or incorrectly, Services Australia will take recovery
action.

Services Australia (SA) Isadeveloped alealth Practitioner Guideline for responding to a request to substantiate
that a patient attended a servidéhere is also &lealth Practitioner Guideline foubstantiating that a specific
treatment was performe@hese guidelines are located on 8fewebsite.

GN.2.4 Provider eligibility for Medicare
To be eligible to provide medical service which will attract Medicare benefits, or to provide servicesridrehalf
of another practitioner, practitioners must meet one of the following criteria:

(a) be a recognised specialist, consultant physician or general practitioner; or
(b) be in an approved placement under section 3GA dfi¢adth Insurance Act 1978r

(c) be a temporary resident doctor with an exemption under section 19ABHd¢tth Irsurance Act 1973and
working in accord with that exemption.

Any practitioner who does not satisfy the requirements outlined above may still practice meditiedr lsgtrvices
will not be eligible for Medicare benefits.
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NOTE: New Zealand citizens entag Australia do so under a special temporary entry visa and are regarded as
temporary resident doctors.

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

Non-medical practitioners

To be eligible to provide services which will attraddedicare benefits under MBS items 10980977 and MBS
items 8000688000 and 821082140 andB2200:82215, allied health professionals, dentists, and dental specialists,
participating midwives and participating nurse practitioners must be

(a) registered acceding to State or Territory law or, absent such law, be members of a professional asswiiatio
uniform national registration requirements; and

(b) registered witlBServices Australiéo provide these services.

GN.2.5 Provider Numbers

Prectitioners eligible to have Medicare benefits payable for their services and/or who for Medicare puigoses

raise referrals for specialist services and requests for pathology or diagnostic imaging services, niayveppty

to Services Australifor a Medicare provider number for the locations where these services/referrals/requests will be
provided. The form may be downloaded from tBervices Australia website.

For Medicare purposes, ancatint/receipt issued by a practitioner must include the practitioner's narsétasrd
the provider numbeior the location where the service was providethe address where the services were
provided.

Medicare provider number information is releaseddnord with the secrecy provisions of tHealth Insurance Act
1973(section 130) to authorized extermagjanizations including private health insurers, the Department of
Veterans' Affairs and the Department of Health and Aged Care.

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

GN.2.6 Locum tenens

Where a locum tenens will be in a practice for ntben two weeksr in a practice for less than two weeks but on a
regular basis, the locum should apply for a providenimer for the relevant locationf the locum will be in a

practice for less than two weeks and will not be returning there, they sfumilibtServices Australigprovider
liaison- 132 150) to discuss their options (for example, use one of the loctimatspoovider numbers).

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

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

(b) they are associated with aoproved rural placement under Section 3GA oftlealth Insurance Act 1978r

(c) they have access to Medicare benefits result of the issue of an exemption under section 19AB biiethi¢h
Insurance Act 1978.e. they have access to Medicare bdaedt specific practice locations); or

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

GN.2.7 Overseas t rained doctor
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Ten year moratum

Section 19AB of thédealth Insurance Act 197&ates that services provided by overseas trained doctors (including
New Zealand trained doctors) and former overseas medical students trained in Australia, will not adtcacteMe
benefits for 10 yearsom either

a. their date of registration as a medical practitioner for the purposes ldé#ith Insurance Act 1978r
b. their date of permanent residency (the reference date will vary from case to case).

Exclusions- Practitiones who before 1 January 198@d

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

The Minister of Health and Ageing may grant an overseas trained doctor (OTD) or occupational trainee (OT) an
exemption to the requirements of the ten year moratorium, withitbout conditions. When apyghg for a
Medicare provider number, the OTD or OT must

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

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

Changes to Provider Contact Details

It is important that you cdactServices Australipromply of any changes to your preferred contact detaflsur
preferred mailing address is used to contact you about Medicare provider mateersquire requests for changes
to your preferred contact details to be made byptbeider in writing to Servies Australia at:

Medicare

GPO Box 9822

in your capital city

or

the Medicare Provider telephone line on 132 150.

You may also be able to update somevjater details through HPOStp://www.servicesaustralia.gov.au/hpos

GN.3.9 Patient eligibility for Medicare

An "eligible person" is a personhw resides permanently in Awalia. This includes New Zealand citizens and
holders of permanent residence visapplicants for permanent residence may also be eligible persons, depending
on circumstanceskEligible persons must enrol with Medicare beftihey can receive Medicarerefits.

Medicare covers services providedyoinl Australia. It does not refund treatment or evacuation expenses overseas.
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GN.3.10 Medicare cards
ThegreenMedicare card is for people permanently in Australia. Cards méssbed for individuals or faities.

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

Visitors from countries with which Australia has a Reciprocal Health Care Agreement receive a cardibearing
words "RECIPROCAL HEALTHCARE"

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

GN.3.12 Reciprocal Health Care Agreements
Australia hasReciprocal Health Care Agreements with NewlZed, Ireland, the United Kingdom, the Netherlands,
Sweden, Finland, Norway, Italy, Malta, Belgium and Slovenia.

Visitors from these countries are entitled to medically necesssayment while they are inustralia, comprising
public hospital care (asuplic patients), Medicare benefits and drugs under the Pharmaceutical Benefits Scheme
(PBS). Visitors must enroWith Services Australigo receive benefitsA passport is suffient for publc hospital

care and PBS drugs.

Exceptions:

- Visitors from lreland and New Zealand are entitled to public hospital care and PBS drugs, and should present their
passports before treatment as they are not issued with Medicare cards.

- Visitorsfrom Italy ard Malta are covered for a period of six months only.
The Agrements do not cover treatment as a private patient in a public or private hd2edple visiting Australia

for the purpose of receiving treatment are not covered.

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

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

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

(c) a Fellow of the Australian College Rural and Remte Medicine (FACRRM) who participates in, and meets the
requirrments for the ACRRM Quality Assurance and Continuing Medical Education Program; or

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

(e) is undertaking an approved general practice placement in a training progeitheothe award of FACRRMr
a training program recognised by ACRRM asigedf an equiglent standard.

A medical practitioner seeking recognitionaasFRACGP should apply ®ervices Australighaving completed an

application form available frorBervices Australia website.A general practice trainee shouldpfpto General
Practice Education and Training Limited (GPET) for a general practiticsiaee placementGPET will advise
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Services Australiavhen a placement is approve@eneral practitioner trainees need to apply for a provider number
using the appropriate proxédnumber application form available 8ervices Australia website.

Vocational recognition of general practitioners

The only qualifications leading to vocational recognition are FRACGP and FACRRM criteriafor recognition
as a GP are:

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

- has met the minimum requirements of the RACGP for takingipaontinuing medical education and itya
assurance programs.

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

- has met minimon requirements of the RACGP for taking part in continuing medical educatbiquality
assurance programs.

(c) certification by ACRRM that the practitioner
- is a Fellow of ACRRM; and

- has met the minimum regaments of the ACRRM for taking part in ¢dowwing medical education and quality
assurance programs.

In assessing whieer a practitioner's medical practice is predominantly in general practice, the practitioner must have
at least 50% of clinical time anérvices claimed against Medicare. Regaillalso be given as to whether the
practitioner provides a comprehensivemary medical service, including treating a wide range of patients and
conditions using a variety of accepted medical skills and techsigueviding services away from the préotier's

surgery on request, for example, home visits and making appropriatigion for the practitioner's patients to have
access to after hours medical care.

Further information on eligibility for recognitioshould be directed to:
QI&CPD Program Adninistrator, RACGP

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

Secretary, General Practice Recognition Eligibility Committee:
Email at gprec@health.gowa
Executive Assistant, ACRRM:

Tel: (07) 3L05 8200 Email atacrrm@acrrm.org.au

How to apply for vocational recognition

Medical practitioners seeking vocational recognition should ap@etwices Australiasing the approved
Application Formavailable on th&ervices Australiavebsite:https://www.servicesaustralia.gov.aspplicants
should forward their applications, as appropriate, to
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The Secretariat

The General Practice RecognitiBiigibility Committee
National Registration and Accreditation Scheme Pdliegtion
MDP 152

Department of Healtand Aged Care

GPO Box 9848

CANBERRA ACT 2601

email address: gprec@health.gov.au

The Secretariat

The General Practice Recognition Appealluaittee

National Registration and Accreditation Scheme Policy Section
MDP 122

Department of Healtand Aged Care

GPO Box 9848

CANBERRA ACT 2601

email address: gprac@health.gov.au

The relevant body will forward the applicatiorg&gher with its certifiation of eligibility toServices Australi€EO
for processing.

Continued veational recognition is dependent upon:

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

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

Further information on continuing medical education qudlity assurance requirements shdwéddirected to the
RACGP or the ACRRM depending on the college through wthietpractitioner is pursuing, or is intending to
pursue, continuing medical education.

Medical practitioners refused certification by the ®BP, the ACRRM or GPREC may appealiriting to The
Secretariat, General Practice Recognition Appeal CommittB®{&), National Registration and Accreditation
Scheme Policy Section, MDP 152, Department of Headth Aged Care GPO Box 9848, Canberra, ACT, 2601.

Remowal of vocational recogrtion status
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A medical practitioner may at any time requstvices Austradito remove their name from the Vocational
Register of General Practitioners.

Vocational recognition status can also be revoked if the RAG@PACRRM or GPREC certifies ®ervices
Australiathat it is no longer satisfied that the practitioner shoutdaia vocationally recogniseddppeals of the
decision to revoke vocational recognition may be made in writing to GPRAC, abtlve address.

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

GN.5.14 Recognition as a Specialist or Consult  ant Physician

A medical practitioner who:

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

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

and has formallgpplied and paid the prescribed fee, may be recognised by the Ministgpexsalist or consultant
physician for the purposes of thiealth Insurance Act 1973

A relevant specialist College may alsegBervices Australia Chief Executive Officer a vitten notice stating that
a medical practitioner meets the criteria for ggation.

A medical practitioner who is training for a fellowship of a specified specialist College and is uimdgettaking
placements in a private hospital or in general jiractmay provide services which attract Medicare rebates.
Specialist traines should consult the information available at3Bevices Australid Medicare website

Once the practitioner is recognisasia specialist or consultant physician for the purposes éfd¢akth Insuance
Act 1973 Medicare benefits will be palpke at the appropriate higher rate for services rendered in the relevant
speciality, provided the patient has been appropriately egfeorthem.

Further information about applying for recognition is availailtheServices Australi@d Medicare website

Services Australia (SA)as developed adrealth Practitioner Guidelato substantiate that a valid referral existed
(specialist or consultant physiciamhich is located on th8A website.

GN.5.15 Emergency Medicine

A practitioner will be actingis an emerncy medicine specialist when treating a patient within 30 nsraft¢he
patient's presentation, and that patient is

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

(b) suffering flom suspecttacute organ or system failure; or

(© suffering from ariliness or injury where the viability or function of a body part or organ is acutely
threatened; or

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

(e) experiencing severe psychiatric disturbance whereby the hedhie phtient or other people is at immediate
risk; or

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

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

Benefits are not payable where such services are rendered inittenaand mergency departments or outpatient
departments of public hospisal

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

The Conjoint Committee comprises representatives from the Australian and NewdZe&anomé&Society

(ANZGS) and the Royal Australian and New Zealand Colt#g@phthalmologists (RANZCO). For the purposes of
MBS item 42504, specialists performing this procedure must have certification and training recognised by the
Conjoint Committee fothe Recogition of Training in MicreBypass Glaucoma Surgery, aBdrvicesAustralia
notified of that recognition.

GN.6.16 Referral Of Patients To Specialists Or Consultant Physicians
For certain services provided by specialists and consultanicpdnys, the Medicare benefit payable is dependent on
acceptable evidence thaktservice has been provided following referral from another practitioner.

A reference to a referral in this Section does not refer to written requests made for patholeggaetiagnostic

imaging servicednformation about the form of a diagnositisaging request can be foundhiote IN.0.60f the

Diagnostic Imaging Services Table (Category 5) and information about the form of a pathology request can be found
in Note PN.21 of the Pathology Services Table (Category 6).

What is a Referral?

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

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

® the referring practitioner must have undertaken a professional attendance with the patient and
turnedtheir mindto the patient's need for referral and have communicated relevant inforrabhtiat the patient to
the specialist or consultant physician (this need not mean an attendance on the occasion of the referral);

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

(iii) the specialist or consultant physician to whom the patient is referred must have receinstiument
of referral on or prior to the occasion of the professional seteiovhich the referral relates.

The exceptions to the requirements in paragraph above are that

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

- apreanaesthesiaomaultation by a specialist anaesthetist (items 16Y1625);
(b) subparagraph (ii) and (iii) do not apply to

- areferral generated during an episode of hospital treatment, for a service provided or arranged by that hospital,
where the hospital recds provide evidence of a referral (including the referring practitioner'saitige); or

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

(c) subparagraph (iii) does not apply to instances where a writtenre¢fwvas completed by a referring practitioner
but was lost, stolen or destroyed.
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Examination by Specialist Anaesthetists

A referral is not required in the case gire-anaethesia consultation items 1761¥625. However, for benefits to
be payable ate specialist rate for consultations, other thangmaesthesia consultations by specialist anaesthetists
(items 1764017655) a referral is required.

Who can Refer?

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

Referrals by Dentists or Optometrists or Partigpating Midwives or Participating Nurse Practitioners
For Medicare benefit pugses, a referral may be made to

0] a recognised specialist:

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

(b) by aregstered optometrist where the specialist is an ophthalmologist; or

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

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

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

In any other circumstances (i.e. a referrah twnsultant physician by a dentist, other than an approved oral surgeon,
or an optometrist, or a referral by an optometrist to a specialist other than a specialist ophthalmologist)ait is

valid referral. Any resulting consultant physician or spist attendances will attract Medicare benefits at

unreferred rates.

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

Billing

Routine Referrals

In addition to providinghe usual information required to be shown on accounts, receipts or assignment forms,
specialists and consultant physicians must provide the following details (unless th@edateiscumstances as
indicated in paragraph below):

- nameand either practice address or provider number of the referring practitioner;

- date of referral; and

- period of referral (when other tharrft2 months) expressed in months, eg "3", "6" or "18" months, or
"indefinitely" should be shown.

Special Circumstances

(i) Lost, stolen or destroyed referrals.
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If a referral has been made but the letter or note of referral has been lost, stolen oediésnafits will be

payable at the referred rate if the account, receipteoagsignment form shows the name of the referring medical
practitioner, the practice address or provider number of the referring practitioner (if either of these are kn@wn to th
consultant physician or specialist) and the words 'Lost refeifrhls provsion only applies to the initial attendance.

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

(i) Emergencies

If the referral occurred in an emergency, benefit will be payable at the referred rate if the account, receipt or
assignment form is endorsed 'Emergency referfdlis provision aly applies to the initial attendanc&or
subsequent attendances to attraetiMare benefits at the referred rate the specialist/consultant physician must
obtain a letter of referral.

(iii) Hospital referrals.

Private PatientsWhere a referral is geerated during an episode of hospital treatment for a service provided or
arrarged by that hospital, benefits will be payable at the referred rate if the account, receipt or assignment form is
endorsed 'Referral within (hame of hospital)' and the patieodfsital records show evidence of the referral

(including the referring pradioner's signature). However, in other instances where a medical practitioner within a
hospital is involved in referring a patient (e.g. to a specialist or a consultant physipi@date rooms) the normal
referral arrangements apply, including the reguient for a referral letter or note and its retention by the specialist
or the consultant physician billing for the service.

Public Hospital Patients

State and Territory Govements are responsible for the provision of public hospital services to eligédrsons in
accordance with the National Healthcare Agreement.

Bulk Billing

Bulk billing assignment forms should show the same information as detailed ablmweever, fasteprocessing of
the claim will be facilitated where the provider number (rathan 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 whichkisrtto commence on the date of the specialist's
or consultant physician's firservice covered by that referral.

Specialist Referrals

Where a referral originates from a specialist or a consultant physician, the referral is valid for 3 months, except
wher the referred patient is an admitted patidhor admitted patients, the refal is valid for 3 months or the
duration of the admission whichever is the longer.

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

Referrals by other Practitioners

Where the referral originatéom a practitioner other than those listecSipecialist Referralghe referral is valid

for a period of 12 months, unless the referring practitioner indicates that ttralrisfésr a period more or less than
12 months (eg. 3, 6 or 18 months or vafidefinitely). Referrals for longer than 12 months should only be used
where the patient's clinical condition requires continuing care and management of a specialist dtaatconsu
physician for a specific condition or specific conditions.
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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 testage where the patient is referred back to the care of the referringigmectilt

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

physician.

Thepresentation of an unrelated illness, requiring the referral of the patient to the specialist's or the consultant
physician's care would initiate a new course of treatmenhiohacase a new referral would be required.

The receipt by a specialist or cuitant 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 coeatseeott involving

the itemisation of an initial consultatiotn the continung management/treatment situation the new referral is to
facilitate the payment of benefits at the specialist or the consultant physician referred rates rather than tleel unreferr
rates.

However, where the referring practitioner:

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

(b) the patient is seen by the specialist or the consultant physician outside the currency ofefeertdst r
and

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

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

Retention of Referral Letters

The prima facie @dence 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 physiaiis required to retain the instrument of referral (and a hospital is redaired
retain the patient's hospital records which show evidence of a referralyéardrom the date the service was
rendered.

A specialist or a consultant physician is reqd;if requested byservices Australi€EO, to produce to a medical
practitiorer who is an employee &ervices Australiathe instrument of referral within seven days after the request
is received. Where the referral origirmia an emergency situationiara hospital, the specialist or consultant
physician is required to produseach 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 fan attendance on a patient even where the attendance is solely for treemirpo
issuing a referral letter or notélowever, if a medical practitioner issues a referral without an attendance on the
patient, no benefit is gable for any charge raised fissuing the referral.

Locum-tenens Arrangements

It should be noted that velne a norspecialist medical practitioner acts as a logemens for a specialist or
consultant physician, or where a specialist acts as a kbenens for a consultant physicialledicare benefit is
only payable at the level appropriate for the particldemm-tenens, eg, general practitioner level for a general
practitioner locurstenens and specialist level for a referred service rendered by alspéatum tenens.
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Medicare lenefits are not payable where a practitioner is not eligible to provideegattracting Medicare benefits
acts as a locufstenens for any practitioner who is eligible to provide services attracting Medicare benefits.

Fresh referrals are not requiredrflocumtenens acting according to accepted medical practice for thepaiimtia
practice ie referrals to the latter are accepted as applying to the former and benefit is not payable at the initial
attendance rate for atendance by a locutenens ifthe principal has already performed an initial attendance in
respect of th@articular instrument of referral.

Self Referral

Medical practitioners may refer themselves to consultant physicians and specialists and Medgfiteedve
payable at referrechtes.

GN.7.17 Billing procedures
The Services Australia website contaim®rmation on Medicare billing and claiming optionBlease visit the
Services Australiavebsite for further information.

Bulk billing

Under theHealth Insurance Act 1972 bulk billing facilityfor professional services is available to all persons in
Australia who are eligible for a benefit under the Medicare progiémpractitioner bulkbills for a service the
practtioner undertakes to accept the relevant Medicare benefit as full paymémd &ervice. Additional charges
for that service cannot be raisethis includes but is not limited to:

1 any consumables that would be reasonabklyessary to perform the semwj including bandages and/or
dressings;

9 record keeping fees;

1 a booking fe¢o be paid before each service, or;

1 an annual administration or registration fee.

Where the patient is bulk billed, an additional chargeardy beraised against the patient the practitioner where

the patient is provided with a vaccine or vaccinegifthe practitioner's own supply held on the practitioner's
premises.This exemption only applies to general practitioners and othespecialisipractitioners in association

with attendance itento 96 179 to 212733 to 78%and5000 to 5267 inclusve) and only relates to vaccines that
are not available to the patient free of charge through Commonwealth or State funding arrangements er availabl
through the Pharmaceutical iBefits SchemeThe additional charge must only be to cover the supplyeof th

vaccine.

Where a practitioner provides a number of services (excluding operations) on the one occasion, they can choose to
bulk bill some or all othose services and privateljjarge a fee for the other service (or services), in excess of the
Medicare ebate. The privately charged fee can only be charged in relation to said service (or services). Where two
or more operations are provided on the ooceasion, all services must either bulk billed or privately charged.

It should be noted that, where a\gee is not bulk billed, a practitioner may privately raise an additional charge
against a patient, such as for a consumahteadditional chargean also be raised where a fitaaner does not
bulk bill a patient but instead charges a fee that isléqube rebate for the Medicare servideor example, where a
general practitioner provides a professional service to which item 23 relatesdtitgopiex could, in place of bk
billing the patient, charge the rebate for the service and then als@re&lditional charge (such as for a
consumable).

GN.8.18 Provision for review of individual health professionals

The Professional Services Revi€RSR) reviews and investigatesrvice provision by health practitioners to
determine if they have engagedinappropriate practice when rendering or initiating Medicare services, or when
prescribing or dispensing under the PBS.
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Section 82 of thélealthInsurance Act 1978efines ing@propriate practice as conduct that is such that a PSR
Committee could reasably conclude that it would be unacceptable to the general body of the members of the
profession in which the practitioner was practicing when teagered or initiated the seceis under reviewlt is

also an offence under Section 82 for a personfaesfof a body corporate to knowingly, recklessly or negligently
cause or permit a practitioner employed by the person to engage in such conduct.

Services Australianonitors hedh practitioners' claiming patterns. Wh&ervices Australidetects an anoaly, it
may request the Director of PSR to review the practitioner's service providioreceiving the request, the
Director must decide whether to a conduct a review and ichwhanner the review will be conductethe
Director is authorized to re@e that documents and information be provided.

Following a review, the Director must:

decide to take no further actioor,

enter into an agreement with the person under revidicfinmust then be ratified by an independent Determining
Authority); or

refer the matter to a PSR Committee.

A PSR Committee normally comprises three medically qualified members, two of whorhermasimbers of the
same profession as the practitioner urrderew. However, up to two additional Committee members may be
appointeda provide wider range of clinical expertise.

The Committee is authorized to:

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

hold hearings and require the person under review to attend and give evidence;
require the production of documentsquding clinical notes).

The methods available to a PERmmittee to investigate and quantify inappropriate practice are speaified i
legislation:

(a) Patterns of Services TheHealth Insurance (Professional Services Review) Regulationssii#8igy that
when a general practitioner or other medical fitiaaer reaches or exceeds 80 or more attendances on each of 20 or
more dayg in a 12month period, they are deemed to have practiced inappropriately.

A professional attendance means a servielohd mentioned in group Al, A2, A5, A6, A7, A9, All, A¥3 4,
Al5, A16, A17, A18, A19, A20, A21, A22 or A23 of Part 3 of the Genbtatlical Services Table.

If the practitioner can satisfy the PSR Committee that their pattern of service was asat ees@ptional
circumstances, the quantum of inappropriatctice is reduce accordingl¥Exceptional circumstances include, but
arenot limited to, those set out in tikegulations These include:

an unusual occurrence;

the absence of other medicahgces for the practitioner's patients (having regartiegtactice location); and

the characteristics of the patients.

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

(c) Generic findings - If a PSR Committee cannot use patternsesf/ice or sampling (for example, there are
insufficient medical records), tan make a 'generic' finding of inappropriate practice.
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Additional Information

A PSR Committee may not make a findioiginappropriate practice unless it has given the persdarueview
notice of its intention to review them, the reasons for itsfigsli and an opportunity to resporid.reaching their
decision, a PSR Committee is required to consider whether dnenptactitioner has kept adequate and
contemporaneous patierecords (See general explanatory note G15.1 for more information oraselaqd
contemporaneous patient records).

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

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

(i) a repimand,

(ii) counselling;

(iii) repayment of Medicare bentsfj and/or

(iv) complete or partial disqualification from Medicare benafiaagements for up to three years.
Further information is available from the PSR websitevw.psr.gov.au

GN.8.19 Medicare Participation Review Committee

The Medicare Participation Review Committee determines adi@inistrative action should be taken against a
practitioner who:

(a) has been successfully prosecuted for relevantrairoffences;

(b) has breached an Approved Pathology Riacer undertaking;

(c) has engaged in prohibited diagnostic imaging prestior

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

The Committee can take no further action, counsel or reprimand theiprectior determine that the practitioner
be disqualified from Medicare for a particular period or in relation to péatiservices for up to five years.

Medicare benefits areoh payable in respect of services rendered by a practitioner who has edisfualified,
or partly disqualified in relation to relevant services undettbalth Insurance Act 197 ection 18 applies).

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

i. a significant threat to a person's life or health, when caused einig taused or is likely to be caused by
the conduct of theractitioner under review; or
ii. a statement of concerns of Roompliance bya practitioner with ‘professional standards'.

GN.8.21 Comprehensive Management Framework for the MBS

The Government annimced the Comprehensive Management Framework for the MB® 201112 Budget to
improve MBS management and governance into the futisepart of this framework, the Medical Services
Advisory Committee (MSAC) Terms of Reference and membership haveekpanded to provide the Government
with independent expeatdvice on all new proposed services to be funded through the MBS, as arelbhs
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proposed amendments to existing MBS itefRsocesses developed under the previously funded MBS Quality
Frameworkare now being integrated with MSAC processes under thep@ransive Management Framework for
the MBS.

GN.8.22 Medical Services Advi sory Committee

The Medical Services Advisory Committee (MSAC) advises the Minister on the strength of evidence etating t
safety, effectiveness and cost effectiveness of maheaerging medical services and technologies and under what
circumstancesuyblic funding, including listing on the MBS, should be supported.

MSAC members are appointed by the Minister and inchpdeialist practitioners, general practitioners, health
emnomists, a health consumer representative, health planning and adnomisikaérts and epidemiologists.

For more information on the MSAC refer to their websitevw.msac.gov.aor email on
msac.secretariat@health.govanby phoiing the MSAC secretariat on (02) 6289 7550.

GN.8.23 Pathology Services Table Committee

This Pathology Services Table @mittee comprises six representatives from the interestdegsions and six

from the Australian Governmentts primary role is to @vise the Minister on the need for changes to the structure
and content of the Pathology Services Table (except new atlasegiwices and technologies) including the level of
fees.

GN.9.25 Penalties and Liabilities

Penalties of up to $10,000 or imprisonmhéor up to five years, or both, may be imposed on any person who makes
a statement (oral or written) or who issues mspnts a document that is false or misleading in a migperigcular

and which is capable of being used with a claim for bendfiteddition, any practitioner who is found guilty of

such offences by a court shall be subject to examination by a MedHeaticipation Review Committee and may be
counselled oreprimanded or may have services wholly or partially disqualified from #diddre benefit
arrangements.

A penalty of up to $1,000 or imprisonment for up to three months, or both, may be inoposed person who
obtains a patient's signature on a diatiing form without the obligatory details having been entered on the form
before the person signs, or who fails to cause a patient to be given a copy of the completed form.

GN.10.26 Schedule f ees and Medicare benefits

Medicare benefits are based ordaletermined for each medical service. The fee is referred to in thesastte
"Schedule fee". The fee for any item listed in the MBS is that which is regarded as being reasonable ofoaverage
that service having regard to usual and reasonablatizens in the time involved in performing the service on
different occasionand to reasonable ranges of complexity and technical difficulty encountered.

The Schedule fee and Medicare benefit Isfet the medical services contained in the MBS are locaithdhe
item descriptions. Where appropriate, the calculated benefitdmasrbunded to the nearest higher 5 cents.
However, in no circumstances will the Medicare benefit payable exceed thetdedy charged.

There are presently three levels of Med&benefit payable:

a. 75% of the Schedule fee:

i. for professional services rdered to a patient as part of an episode of hospital treatment (other
than services provided to public patients). Medgraktitioners must indicate on their accounts if
a medicakervice is rendered in these circumstances by placing an asterisk &'lettén 'H'
directly after an item number where used; or a description of the professional service and an
indication theservice was rendered as an episode of hospital treatfoeexé&mple, 'in hospital’,
'hospital outpatient service', ‘admitted’ orgatient’). Certain services are not generally considered
hospital treatments see GN1.2;
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ii. for professional services remekd as part of an episode of hosp#abstitute treatmepand the
patient who receives the treatment chooses to receive a bemmfiafprivate health insurer.
Medical practitioners must indicate on their accounts if a medical service is rendereskin th
circumstances by placing the words 'hosgstabstitutereatment’ directly after an item number
where used; or a description oethrofessional service, preceded by the words 'hospitatitute
treatment'. Certain services are not generally coreidieospital treatmenissee GN1.2.
b. 100% of the Scheduleé for norreferred attendances by general practitioners teatmnitted paents
and services provided by a practice nurse or Aboriginal and Torres Strait Islander health practitioner on
behalf ofa general practitionérsee GN1.2 for exceptions.
c. 85% ofthe Schedule fee, or the Schedule fee less $98.70 (indexed annually indeoyenhichever is the
greater, for all other professional services.

Public hospital services are to be provided freehairge to eligible persons who choose to be treated ais publ
patients in accordance with the 262025 Addendum to the National HeaRleform Agreement.

Where a Medicare item with multiple components is provided, and some components are providedsipitdle ho
and the remainder outside of the hospital (e.grete), the 75% benefit level applies. With regard to obstetric
items, bendfs would be attracted at the 75% level where the confinement takes place in hospital.

Pathology tests performed aftesclarge from hospital on bodily specimens taken duringitadisption also attract
the 75% level of benefits if not a type of item aified in GN1.2 as not generally being a hospital treatment.

It should be noted that private health insurers can coeélptiitient gap" (that is, the difference between the
Medicae rebate and the Schedule fee) for services attracting benefits at thevéb%atierga may insure with
private health insurers for the gap between the 75% Medicare benefits and the Seeduferfamounts in excess
of the Schedule fee where thecttr has an arrangement with their health insurer.

GN.10.27 Medicare Safety Nets

The Medicare Safety Nets provide families and individuals with an additional rebate-fafrloagpital Medicare
services, once annual thresholds are reached. There arafetyp sets: the Original Medicare Safety Net (OMSN)
and the Extended Medi@mfGafety Net (EMSN).

Original Medicare Safety Net:

Under the OMSN, the Medicare benefit for -mfithospital servicessiincreased to 100% of the Schedule Fee (up
from 85%) once mannual threshold in gap costs is reached. Gap costs refer to the diffeetween the Medicare
benefit (85%) and the Schedule Fee. The threshold from 1 January 2023 is $531.70. This tupetibsltb all
Medicareeligible individuals and families.

Extended Medicare Safety Net:

Under the EMSN, once an annual thresholdutaf-pocket costs for ouf-hospital Medicare services is reached,
Medicare will pay for up to 80% of any future eaftpocket costs for outf-hospital Medicare services for the
remainder of the calendar year. However, where the item has an EMSN bapgfitere is a maximum limit on the
EMSN benefit that will be paid for that item. Further explanation about EMSN ibeap$ is provided below. Cut
of-pocket costs refer to thifference between the Medicare benefit and the fee charged by the practitio

In 2023, the threshold for concessional individuals and families, including families that received Family Ti#gx Bene
Part (A), is $770.30. The threshold for all other Gwoncessional) individuals and families in 2023 is $2,414.00.

The threshold$or both safety nets are indexed on 1 January each year in line with the Consumer Price Index (CPI).

Individuals are awmatically registered with Services Australia for the safiety. Families (including couples) are
required to register in order to becognised as a family for the purposes of the safety nets. In most cases, registered
families have their expenses comdd to reach the safety net thresholds. This may help tifygiea safety net

benefits more quickly. Registration forms can be cormeplenline at
https://www.servicesaustralia.gov.au/individuals/services/medicare/mediimtynets.
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EMSN Benefit Caps:

The EMSN benefit cap is the maximum EMSN benefit payaii¢hat item and is paid in addition to the standard
Medicare rebate. Whethere is an EMSN benefit cap in place for the item, the amount of the EMSN cap is
displayed in the item descriptor. Ontbe EMSN threshold is reached, each time the item is aththeepatient is
eligible to receive up to the EMSN benefit cap. In otherdsponce the patient reaches the EMSN threskindy,
will receive either 80% of their owdf-pocket costs back or tiEMSN cap amount, whichever is the lower amount.

For exampleltem A has a Schedule fee of $100, theafthospital benefit is $85 (85%f the Schedule fee). The
EMSN benefit cap is $30. Assuming that the patient has reached the EMSN threshold:

o If thefee charged by the doctor for Item A is $125, the standadiddre rebate is $85, with an eftpocket cost
of $40. The EMSN benefisicalculated as $40 x 80% = $32. However, as the EMSN benefit cap is $30, only $30
will be paid.

o If the fee chargedybthe doctor for Item A is $110, the standard Medicare eeisa$85, with an oubf-pocket cost
of $25. The EMSN benefit is calculatad $25 x 80% = $20. As this is less than the EMSN benefit cap, the full $20
is paid.

GN.11.28 Services not listed in  the MBS

Benefits are not generally payable for servicediatad in the MBS.However, there are some procedural services
which are nospecifically listed because they are regarded as forming part of a consultation or else attract benefits
on an attendace basis.For example, intramuscular injections, aspinaticeedle biopsy, treatment of sebhorreic
keratoses and less than 10 solaalk@ses by ablative techniques and closed reduction of the toe (other than the great
toe).

If you are seeking advice nelation to Medicare billing, claiming, payments or obtagna provider number, please
contact Services Australia on the Provider Bngline - 13 21 50.

If you have a query relating exclusively to interpretation of the Schedule, you should
emailmaito:askmbs@health.gov.au

GN.11.29 Ministerial Determinations

Section3C of theHealth Insurance Act973empowers the Minister to determine an item and Schedule fee (for the
purposes of th Medicare benefits arrangements) for a service not inclindé health insurance legislatioihis
provision may be used to facdie payment of benefits for new developed procedures or techniques where close
monitoring is desirableServices whiclhave received section 3C approval are located in theiraneé®roups in

the MBS with the notation(Ministerial Determination) ".

GN.12.30 Professional services

Professional services which attract Medicare benefits include medical services renderashidyedalf of" a

medical practitioner.The latter includeservices where a part of the service is performed by a technician employed
by or, in accordance with accepted medical practice, acting under the supervision of the medical practitioner.

The following medical services will attract benefits only if theyé&éeen personally performed by a medical
practitioner on not more than opatient on the one occasion (i.e. two or more patients cannot be attended
simultaneously, although patients may be samrsecutively), unless a group session is involved (immslte
170-172). The requirement of "personal performance” is met whethertassential assistance is provided,
according to accepted medical practice:
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(a) Category 1 (Professional Attendancisins except 17272, 342346, 826880, 60296042, 60646075

(b) Each of the following items in Group D1 (Miscellaneous Diagnosti¢d12, 11015, 11018, 110211304,
11600, 1162711705, 11724, 117281729, 11730, 11731, 11921, 12000, 12003;

(c) All Group T1 (Miscellaneous Therapeutic) items (except 1302®5,30820013206, 1321213221, 13703,
13706, 1375613760, 13950, 14050, 1422hd 14245);

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

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

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

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

(i) All Group T8 (Operations) items;

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

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

For thegroup psychotherapy and family group therapy services covered by Itenis7170,72,342, 344 and 346,
benefits are payable only if the services have been conducted personally by the medigahpra

Medicare benefits are not payable for these giitams or any of the items listed in (gk) above when the service

is rendered by a medical practitioner employed by the proprietor of a hospital (not being a private hospital), except
where he practitioner is exercising their right of private pragtior is performing a medical service outside the
hospital. For example, beefits are not paid when a hospital intern or registrar performs a service at the request of a
staff specialist or visihg medical officer.

Medicare benefits are only payable fimms 12306 12322 (Bone Densitometry) when the service is performed by
aspecialist or consultant physician in the practice of the specialist's or consultant physician's specialty where the
paient is referred by another medical practitioner.

GN.12.31 Services rendered on behalf of medical practitioners
Medical services in Cagories 2 and 3 not included in GN.12.30 and Category 5 (Diagnostic Imaging) services
continue to attract Medicare beitgfif the service is rendered by:

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

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

See Categg@r6 Notes for Guidance for arrangements relating to Pathology services.

So hat a service rendered by an employee or under the supervision of a medical practitioner may attract a Medicare
rebatethe service must be billed in the name of the practitioter must accept full responsibility for the service.

All practitioners showd ensure they maintain adequate and contemporaneous reatrelements of the service

must be performed in accordanwith accepted medical practice.

Supervision from outsidef dustralia is not acceptable.

While the supervising medical practitionexad not be present for the entire service, they must have a direct

involvement in at least part of the servigdthough the supervision requirements will vary according to theice
in question, they will, as a general rule, be satisfied where thecatgdactitioner has:
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(a) established consistent quality assurance procedures for the data acquisition; and
(b) personby analysed the data and written the report.

Benefits are at payable for these services when a medical practitioner refers patisatsemployed medical or
paramedical personnel, such as radiographers and audiologists, who either bill the pageptamtitioner
requesting the service.

GN.12.32 Medicare benefits and vaccinations

Where a medical practitioner administers an itigecfor immunisation purposes on the medical ptiter's own
patient, Medicare benefits for that service would be pleyan a consultation basis, that is, for the attendance a
which the injection is given. However, the cost of the vaccine itself nlmesttract a Medicare rebate. The Medicare
benefits arrangements cover only the professional component of the medatiigorer's service. There are some
circumstances whereMedicare benefit is not payable when a medical practitioner administergetion for
immunisation purposdsplease refer to example 3 below for further details.

Example 1

A patient presents ta GP to receive the influenza vaccination. The patiembtisn the cohort of patients which is
covered for the influenza vaccineder the NIP.

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

If a patient presented to a GP to reeedvvaccine and to enquire about a medical conditiorGEhenay claim the
appropriate item (such as item 23).

Example 2

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

After taking a short patietitistory, the GP administers the vaccine to the patient. The GP has nejulrements
of a level A consultation and claims item 3. The GP can bulk bill the patient but does not need to chragge se
amount for the cost of the vaccine, which is codarader the NIP.

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

Example 3

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

A Medicare benefit imot payable as the GP is providing the service under an arrangement with the State or
Territory, which is prohibited undesubsection 19(2) of thdealth Insurance Act 1973 he ®rvice is also
prohibited on the basis that it is a mass immunisation wikiphohibited under subsection 19(4).

A mass immunisation is a program to inoculate people that is funded by the Comitloiow&sate Government, or
through an international origate organisation.
GN.13.33 Services which do not attract Medicare benefit s

Services not attracting benefits

(a) issue of repeat prescriptions when the patient doesteodahe surgery in person;
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(b) group attendances (unless otherwise specified in the item, such as items 170, 171, 172, 342, 344 and 346);
(c) nontherapeuticosmetic surgery;

(d) euthanasia and grservice directly related to the procedukéowever, serices rendered for
counselling/assessment about euthanasia will attract benefits.

Medicare benefits are not payable where the medical expenses for the seevic
(a) are paid/payable to a public hitaf

(b) are for a compensable injury or iliness for whike patient's insurer or compensation agency has accepted
liability. (Please note that if the medical expenses relate to a compensable injury/ilinesisticiheh
insurer/compensation agency isplting liability, then Medicare benefits are payablel ting liability is
accepted.);

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

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

(a) the service is rendered by ortwehalf of, or under an arrangement witik Australian Government, a State or
Territory, a local gvernment body or an authority established under Commonwealth, State or Territory law;

(b) the medical expenses are incurred by the employer of the pensborothe service is rendered;

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

(d) the service is a health screening sevi
(e) the service is a prmploymenscreening service

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

(a) chelation therapy (that is, the intravenous administratf ethylenediamine teti@cetic acidbr any of its salts)
other than for the treatment of heametal poisoning;

(b) the injection of human chorionic gonadotrophin in the management of obesity;
(c) the use of hyperbaric oxygen therapy in the treatnfenutiple sclerosis;
(d) the removal ofattoos;

(e) the transplantation of a thoracic or abdahorgan, 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 thoramficer abdominal organ, or part
of anorgan of that kind;

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

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

Pain pumps for postoperative pain management
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The cannulation and/or catheterisation of stabsites associated with pain pumps for pystrative pain
management cannot be billed under any MBS item.

The filling or refilling of drug reservoirs ohmbulatory pain pumps for pesperativepain management cannot be
billed 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 as, or
in connection withan injection of blood or a blood pratitthat is autologous.

No MBS item applies ta service rantioned in the item if the service is provided to a patient at the same time as, or
in connection with, the harvesting, storage, in vitro processing otioneaf nonhaematopoietic stem cells.

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

(a) endoluminal gastrdipation, for the treatment of gastaesophageal 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 yscosupplementation, for the treatmehbsteoarthritis of the knee;

(f) low intensity ultrasoundreatment, for the acceleration of bone fracture healing, using a bone growth stimulator;
(9) lung volume reduction surgery, for advanced emphysema;

(h) phobdynamic therapy, for skin and mucosahcer;

() placement of artificial bowel sphincters, iretmanagement of faecal incontinence;

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

(k) specific mass measuremefitbone alkaline phosphatase;

() transmyocardial laser raegcularisation;

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

(n) autologous chondrocyte implantation and matrduced autologous choralyte implantation;
(o) extracorporeal agnetic innervation.

Health Screening Services

Unless tle Minister otherwise directs Medicare benefits are not payable for health screening sérieath
screening service is defined as a medical examinatitest that is not reasonably requifedthe management of
the medical condition of the patierServices covered by this proscription include such items as:

(a) multiphasic health screening;
(b) mammography screening (except as provided for in 183860/59303);

(c) testing of fitness tandergo physical training program, vocational activities/eight reduction programs;
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(d) compulsory examinations and tests to obtain a flying, commercial driving or other licence;
(e) entrance to schools and otkducational facilities;
(f) for the purmses of legal proceedings;

(g) compulsory examinations fadmission to aged persons' accommodation and pathology services associated with
clinical ecology.

The Minister has directed that Medicare benefits be maithe following categories of healthrsening:

(a) a medical examination or test on a symptemgatient by that patient's own medical practitioner in the course of
normal medical practice, to ensure the patient receives any medical advice or treatressary to maintain their
state of halth. Benefits would be payable for the attendance astd tghich are considered reasonably necessary
according to patients individual circumstances (such as age, physical condition, past personal and fag)ily histor
For example, a cervical screenirggt in a person (see General Explanatory note 12.3 figr imimrmation), blood

lipid estimation where a person has a family history of lipid disortiemever, such routine chealp should not
necessarily be accgranied by an extensive battery of diagthoinvestigations;

(b) a pathology service requestedtbg National Heart Foundation of Australia, Risk Evaluation Service;
(c) age or health related medical examinations to obtain or renew a licence to diixaearpotor vehicle;

(d) a medical examation of, and/or blood collection from persons occupatlgrexposed to sexual transmission of
disease, in line with conditions determined by the relevant State or Territory health authority, (one examination or
cdlection per person per weekBenefitsare not paid for pathology tests resulting from the eraiton or

collection;

(e) a medical examination for a person as a prerequisite of that person becoming eligible to foster a child or children;
() a medical gamination being a requisite for Soc&écurity benefits or allowances;

(9) a medical or optomatal examination provided to a person who is an unemployed person (as defined by the
Social Security Act 1991), as the request of a prospective employer.

TheNational Policy for the National CendtScreening Program (NCSP) is as follows:

(a) Cervicalscreening should be undertaken every five years in asymptomatic persons, using a primary human
papillomavirus (HPV) test with partial genotyping and reflexiid based cytology (LBC) triage;

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

(c) Persons aged 25 years or older and less than 70 years will receive invitations and reminders to pattigpate in
program;

(d) Persons will be invéd to exit the program by having a HPV test between 7 ywalder and less than 75
years of age and may cease cervical screening if their test result is low risk;

(e) Persons 75 years of age or older who hatieenever had a cervical screening tashave not had one in the
previous five years, may regst a cervical screening test and can be screened;

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

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

Self collection must be facilitated and requested by a heaktiprofessional who also routinely exf
cervical screening services;
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The self colletion device and the HPV test, when used together, must meet the requirements of the National
Pathology Accreditation Advisory Council (NPAAC) Requirementdfaoratories Reporting Tests for the SIE,
and

(h) Persons with intermediate and higher ristesaing test results should be followed up in accordance with the
cervical screening pathway and the NCSP: Guidelines for the management of screen detectealiabs,

screening women in specifiopulations and investigation of women with abnormal valgbleeding (2016

Guidelines)i endorsed by the Royal Australian College of General Practitioners, the Royal Australian and New
Zealand College of Obstetrams and Gynaecologists, the Royal Cale§ Pathologists of Australasia, the

Australian Society bGynaecologic Oncologists and the Australian Society for Colposcopy and Cervical Pathology.

Note 1: As separate items exist for routine screening, screengpgcific population and investigatiof persons

with abnormal vaginal bleeding, treating pragners are asked to clearly identify on the request form, if the sample
is collected as part of routine screening or for another purpose (see paragfdphlPéf.Pathology Services
ExplanatoryNotes in Category 6).

Note 2: Where reflex cytology is germed following the detection of HPV in routine screening, the HPV test and
the LBC test results must be issued as a combined report with the overatirigk r

Note 3: See items 2501 to 25@®d 2600 to 2616 in Group A18 and A19 of Catedoryrofessional Attendances
and the associated explanatory notes for these items in CafiegBrgfessional Attendances.

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

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

A 'dependant’ person is a spouse or a childe following provides definitions of these deplamt persons:
(a) a spouse, in relation to a dependansq@e 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 spousé that person.
(b) a child, in relatiorto a dependant person means:

a. a child under the age 06 ¥ears 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 ithecustody, care and control tife person of the spouse of the person;
or

(ii) is receiving ful 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 oretherson or on the spouse of the person.

GN.14.34 Princi ples of interpretation of the MBS

Each professional service listed in the MBS is a complete medical seWiere a listed service is also a

component of anore comprehensive service covered bgther item, the benefit for the latter service will cotres
former.
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Where a service is rendered partly by one medical practitioner and partly by another, only the one amount of benefit
is payable. For example, wieea radiographic examination is startgdone medical practitioner and finalised by
another.

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

GN.14.36 Consultation and procedures rendered  at the one attendance

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

consultatbn and the other servic&enefits are not payable for the consultation in addition to an item rendered on

the same occasion where the item is qualified byda such as "each attendance", "attandaat which", "including
associated attendances/considta”, 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 artiehmeferred consultation.

Where tle level of benefit for an attendance depends upon theiktatisn 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 feenay only be charged if a consultation occurs; that is,ribt expected that consultation fee will
be charged on every occasion a procedure is performed.

GN.14.37 Aggregate items

The MBS includes a number of iterwhich apply only in conjunction wittather specified service listed in the
MBS. These itemsmvide for the application of a fixed loading or factor to the fee and benefit for the service with
which they are rendered.

When these particular procedusge rendered in conjunction, the legitgn provides for the procedures to be
regarded as onerséce and for a single patient gap to apphkhe Schedule fee for the service will be ascertained in
accordance with the particular rules shown in the relefams.

GN.14.38 Residential aged ca re facility
A residential aged care facility is definedtive Aged Care Act 1997%he definition includes facilities formerly
known as nursing homes and hostels.

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

Note: 'Practitioner' is defined in Section 81 of tHealth InsurancéAct 1973and includes: medical practtiers,
dentists, optometrists, chiropractors, physiothistappodiatrists and osteopaths.

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

The standards which determine if a record is adequate and contemporaeqmes@ibed in thelealth Insurance
(Professional Services Review) Regulations 1999

To beadequate the patient or clinical record needs to:

clearly identify the name of the patient; and
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contain a separate entry for each attendance by the patiensdéovice and the date on which theviee was
rendered or initiated; and

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

each entry needs to be sufficiently comprehensible thahanpractitioner, relying on the recoihn effectively
undertake the patient's ongoing care.

To becontemporaneousthe patient or clinical record should be completed at the time that the service was rendered
or initiated or as soon as practicable @aftrds. Records for hospital patientseausually kept by the hospital and
the practitioner couldely on these records to documenipmtient care.

Services Australia (SAhas developed adfealth Practitioner Guideline to substantiate that a specific treatment was
performedwhich is located on th8A website.
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CATEGORY 1: PROFESSIONAL ATTENDANCES
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SUMMARY OF CHANGES FROM 01/11/2023

The 01/11/2023 changes ttetMBSare 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

Deleted ltems
91894 91895

New ltems

123 124 151 165 301 303 2197 2198 2200 5071 5076 5077 5209
5261 5262 90054 90098 90215 91900 91903 91906 91910 91913 91916 91920 91923
91926

Description Amended

23 24 57 65 111 115 117 120 177 179 181 185 187
189 191 203 206 214 215 218 219 220 221 222 223 224
225 226 227 228 229 230 231 232 233 235 236 237 238
239 240 243 244 245 249 272 276 277 279 281 282 283
285 286 287 309 311 313 315 417 733 737 741 745 761
763 766 769 772 776 788 789 792 900 903 946 969 971
972 973 975 986 5020 5023 5028 5208 5228 5267 90001 90002 90035
90096 90183 90188 90202 90212 90300 91794 91800 91805 91806 91807 91808 91820
91821 91844 91845 92024 92025 92026 92027 92028 92055 92056 92057 92058 92059
92118 92119 92120 92121 92122 92123 92132 92133 92136 92137 92138 92139 92150
92151 92152 92153 92171 92186 92188 92198 92717 92720 92723 92726 92733 92736
92739 92742

Fee Amended

3 4 23 24 36 37 44 47 65 104 105 106 107
108 109 110 111 115 116 117 119 120 122 128 131 132
133 135 137 139 141 143 145 147 160 161 162 163 164
170 171 172 177 179 181 185 187 189 191 193 195 197
199 203 206 214 215 218 219 220 221 222 223 224 225
226 227 228 229 230 231 232 233 235 236 237 238 239
240 243 244 245 249 272 276 277 279 281 282 283 285
286 287 289 291 293 296 297 299 300 302 304 306 308
309 310 311 312 313 314 315 316 318 319 320 322 324
326 328 330 332 334 336 338 342 344 346 348 350 352
385 386 387 388 410 411 412 413 414 415 416 417 585
588 591 594 599 600 699 701 703 705 707 715 721 723
729 731 732 733 735 737 739 741 743 745 747 750 758
761 763 766 769 772 776 788 789 792 820 822 823 825
826 828 830 832 834 835 837 838 855 857 858 861 864
866 871 872 880 900 903 930 933 935 937 943 945 946
948 959 961 962 964 969 971 972 973 975 986 2700 2701
2712 2713 2715 2717 2721 2723 2725 2727 2739 2741 2743 2745 2801
2806 2814 2824 2832 2840 2946 2949 2954 2958 2972 2974 2978 2984
2988 2992 2996 3000 3005 3010 3014 3018 3023 3028 3032 3040 3044
3051 3055 3062 3069 3074 3078 3083 3088 3093 4001 5000 5001 5003
5004 5010 5011 5012 5013 5014 5016 5017 5019 5020 5021 5022 5023
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5027 5028 5030 5031 5032 5033 5035 5036 5039 5040 5041 5042 5043
5044 5049 5060 5063 5067 5228 6007 6009 6011 6013 6015 6018 6019
6023 6024 6028 6029 6031 6032 6034 6035 6037 6038 6042 6051 6052
6057 6058 6062 6063 6064 6065 6067 6068 6071 6072 6074 6075 6080
6081 6082 6084 10660 10661 10801 10802 10803 10804 10805 10806 10807 10808
10809 10816 10905 10907 10910 10911 10912 10913 10914 10915 10916 10918 10921
10922 10923 10924 10925 10926 10927 10928 10929 10930 10931 10932 10933 10940
10941 10942 10943 10944 10945 10946 90001 90002 90005 90020 90035 90043 90051
90183 90188 90202 90212 90250 90251 90252 90253 90254 90255 90256 90257 90260
90261 90264 90265 90266 90267 90271 90272 90273 90274 90275 90276 90277 90278
90300 91790 91794 91800 91801 91802 91806 91807 91808 91818 91819 91820 91821
91822 91823 91824 91825 91826 91827 91828 91829 91830 91831 91833 91836 91837
91838 91839 91842 91843 91844 91845 91859 91861 91862 91863 91864 91865 91866
91867 91890 91891 92004 92011 92024 92025 92026 92027 92028 92055 92056 92057
92058 92059 92112 92113 92114 92115 92116 92117 92118 92119 92120 92121 92122
92123 92126 92127 92132 92133 92136 92137 92138 92139 92140 92141 92172 92173
92142 92146 92147 92148 92149 92150 92151 9218 92153 92162 92163 92170 92171
92176 92177 92182 92184 92186 92188 92194 92196 92198 92200 92210 92211 92422
92423 92434 92435 92436 92437 92455 92456 92457 92458 92459 92460 92513 92514
92515 92516 92521 92522 92610 92611 92612 92613 92614 92618 92623 92624 92701
92715 92717 92718 92720 92721 92723 92724 92726 92731 92733 92734 92736 92737
92739 92740 92742 93644 93645 93646 93647 93653 93654 93655 93656 93660 93661
93680 93682 93683 93685 93690 93692 93693 93695 93700 93702 93703 93705 93716

Indexation

From 1 November 2023, an additional indexation factor of 0.5 per cent will be applied to:
9 most of the general medical services items;
9 most diagnostiamaging services (but excluding nuclear imaging services); and
9 pathology items in Group P12 (7499@1991, 75861, 75962, 75863 and 75864).

On 1 July 2023, annual fee indexation of 3.6 percent was applied to most services under the MBIayQ02B, as art of the
202324 Budget, the Government announced changes to the indexation methodology apgBamgrnment programs,
including the MBS, to better align with economic conditions.

Greatest Permissible Gap
On 1 November 2023, the GreatPgrrmissible @p (GPG) amount will be indexed in line with the consumer price index
(September quarter).

From 1November 2023, the GPG will be set at $98.70, which means that-ali-bospital Medicare services which have an
MBS fee of $658.35 or more Ivattract abenefit that is greater than 85% of the MBS fee.

Bulk -billing and Level E Consultation items

From1 November 2023, seven existing biiiing incentive (BBI) items will be amended and 13 new BBI items will be added
to the MBS. The new itemse 75870, 8871, 75872, 75873, 75874, 75875, 75876, 75880, 75881, 75882, 75883, 75884 and
75885.

New MBS items will also be introduced to the general medical services table (GMST), which provide services to patients
requiring a consultation of 60 minutesmore (ato known as level E consultation items) with existing 40 minute or more
consultation items (alsamlwn as level D consultation items) being amended to include a maximum attendance time.

Other changes to general medical services

From 1 November@3, the dllowing changes will be made to the MBS:

A minimum service time will be introduced to generalgit@oner consultation items, with items 23, 24, 5020, 5023
and 5028 applying to a consultation service lasting at least six minutes and less ithiant2s;

New telehealth items 91920, 91923 and 91926 will be introduced for general practice atteedatasting 60
minutes or more;

New phone items 91900, 91903, 91906, 91910, 91913 and 91916 will be introduced for longer general practice
attendanes, wherghe patient is registered unddyMedicarewith the billing practice;

Amendments to telehealth s 91800, 91805 and 91808 to introduce appropriate minimum and maximum
consultation times;

= =4 =4 =4
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New items 38372, 38373, 38374 and 38375 will be introddieetheinsertion, replacement or removal of a leadless
permanent pacemaker;

All groups and subgroups, dxding subgroup 10 of Group A7, of thealth Insurance (Section 3C General Medical
Serviced Other Medical Practitioner) Determination 2018Il be incorpoated into the GMST;

Amendments to otolaryngology items 11340, 11341 and 11343 to allow servitersthmse items to be provided by
persons other than medical practitioners;

Amendment to item descriptors for iterh729and11730 to remove references teased item numbers

Minor administratve amendment to item 1133hd

Amendment to seven plastiad reconstructive surgery items 45573794, 45797, 46108, 46116, 46120 and 46122 to
better align with contemporary clinical practice.
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PROFESSIONAL ATTE NDANCES NOTES

AN.0.1 Personal Attendance by Practitioner

The personal attendance of the medicaktpitioner upon the patient is necessary, before a "consultation” may be
regarded as a professional attemzta In itemising a consultation covered by an iteimich refers to a period of
time, only that time during which a patient is receiving active tittershould be counted. Periods such as when a
patient is resting between blood pressure readings, wéitingpils to dilate after the instillation of a wiyatic, or
receiving short wave therapy etc., should not be included in the time of the camsuBanilarly, the time taken by
a doctor to travel to a patient's home should not be taken into conisidénethe determination of the length of the
conailtation. While the doctor is free to charge a fee for "travel time" when patients are seemcemviyefsurgery,
benefits are payable only in respect of the time a patient is receiving active attention.

AN.0.2 Benefits For Services

All Australian residats and certain categories of visitors to Australia can claim Medicare benefits for services by
optometrists. Thédealth Insurance Act973contains legislation covering the major elements of the Medicare
program.

Responsibility for regulating the Medieaprogram lies with the Australian Government through the Department of
Health and Aged Care. Séres Australia is responsible for consideration of applications and for the day to day
operation of Medicar and the payment of benefits. Contact detailb®fepartment of Health and Aged Care and
Services Australia are located at the end of these Notes

AN.0.3 Professional Attendances

Professional attendances by medical practitioners cover consultatiimg which the practitioner: evaluates the
patients healthrelated issue or issues, using certain health screening services if applicable; ferenulate
management plan in relation to one or more healidited issues for the patient; provides advice eqtitient

and/or relatives (if authorised by thetipat); provides appropriate preventive health care; and records the clinical
detail of the servig(s) provided to the patient. (See the General Explanatory Notes for more information on health
screening arvices.)

AN.0.4 Provider Numbers

To ensure thatdmefits are paid only for services provided by optometrists registered with the Optometry Board of
Australia, each optometrist providing services for which a Medicare benefit is payable requires anahdivid
provider number.

Provider numbers will be ised only to registered optometrists. Corporations, other business entities and individuals
who arenot registered optometrists will not be issued with provider numbers.

Provider numbers are allocated table claims for Medicare benefits to be proces$bd.number may be up to
eight characters. The second last character identifies the practicenptiadi last being a check character.

Optometrists can obtain a provider number fi®amvices AustraliaA separate provider number is issued for each
location at which an optometrist practises and has current registration. Provider numbers for agditibical
locations may also be obtained fr@arvices Australidollowing confirmation of registration. Optometrists cannot
use another optometrist's provideumber.

Locum Tenens
An optometrist who has signed an Undertaking and is to provide servegsadtice location as a locum for more
than two weeks or will return to thegetice 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 two weeksgctim can use their own provider
number or can obtain an additional providamber for that location.
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Normally, Medicare benefits are payable for servieeglered by an optometrist only when the optometrist has
completed an Undertakinddowever, benits may be claimed for services provided by an optometrist who has not
signedthe Undertaking if the optometrist has provided them on behalf of an optdmétoidas signed the
Undertaking.

To ensure benefits are payable when a locum practises incihmsmstances, the locum optometrist should:

- Check that they will be providg optometry services on behalf of a participating optometrist i.e. their genplo
has a current Undertaking.

- Complete the Schedule which is availableSamices Australisg websitehttps://www.servicesaustralia.gov.au/
before commencing the locum arrangement of the namadureéss of the participating optometrist on whose
behalf they will be providing services.

Locumscan direct Medicare payments to a third party, for example the princigiad pfactice, by either arranging
a pay group link and/or by nominating the prpalias the payee provider on bl stationery.

AN.0.5 Services not Attracting Medicare Benefi  ts

Letters of advice by medical practitioners, ibmie of repeat prescriptions when the patient is not in attendance,
post mortem examinations, the issuele#th certificates, cremation certificates, counselling of relativete (No
items 348, 350 and 352 are not counselling services), group atten@athezthan group attendances covered by
items 170, 171, 172, 342, 344 and 346) such as group counsedadth education, weight reduction or fitness
classes do not qualify fdrenefit.

Although Medicare benefits are not payable for the issue ofth detificate, an attendance on a patient at which it
is determined that life is extinct can be claimederthe appropriate attendance item. The outcome of the
attendance may kibat a death certificate is issued, however, Medicare benefits are oalyi@éyr the attendance
component of the service.

AN.0.6 Patient Eligibility

An "eligible person" is a peon who resides permanently in Australia. This includes New Zealanehsitand
holders of permanent residence visApplicants for permanent rel@nce may also be eligible persons, depending
on circumstancesEligible persons must enrol with Medicdrefore they can receive Medicare benefits.

Medicare covers services pided only in Australia.lt does not refund treatment or evacuation expeogesseas.
Medicare Cards

ThegreenMedicare card is for people permanently in Australia. Cards may dsediger individuals or families.

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

Visitors from countries with which Australia has a Reciprocal Health Care Agreement (RHCA) receive a card
beaing the words "RECIPROCAL HEALTH CARE".

Visitors to Australia and temporary residents

Visitors and temporary residents in Australia are generaliyeligible for Medicare and should therefore have
adequate private health insurance.

Reciprocal Health Cae Agreements

Australia has RHCA with New Zealand, Ireland, the Unitedggiom, the Netherlands, Sweden, Finland, Norway,
Italy, Belgium Slovenia anialta.
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Visitors from these countries are entitled to medical treatment while they are in Australiaisatgrgurblic hospital
care (as public patients), Medicare benefits fdrafinospital services and drugs under the Pharmaceutical Benefits
Scheme (BS). Visitors must enrol witlServices Australi¢o receive benefitsA passport is sufficient for public
hospital care and PBS drugs.

Exceptions:

- Visitors from Ireland and Ne Zealand are entitled to public hospital care and PBS dmigsand should present
their passports before treatment as they are not issued with Medicare cards.

- Visitors from Itayy and Malta are covered for a period of six months only.

The RHCAs do nbcover treatment as a private patient in a public or privagpital. People visiting Australia for
the purpose of receiving treatment are not covekésitors from New Zealandral the Republic of Ireland are
NOT entitled to optometric treatment un@eRHCA.

AN.0.7 Multiple Attendances on the Same Day

Paymenof benefit may be made for each of several attendances on a patient on the same day by the same medical
practitioner proided the subsequent attendances are not a continuation of the irggalier attendanceblowever,

there should be a reasonableskapf time between such attendances before they can be regarded as separate
attendances.

Where two or more attendances aade on the one day by the same medical practitioner the time of each
attendance should be stated on the account (eg 10.30 aniL&muh8.in order to assist in the assessment of
benefits.

In some circumstances a subsequent attendance on the samestiytes a continuation of an earlier attendance.
For example, a prelimary eye examination may be concluded with the instillatfoa mydriatic and thesome

time later aneye refraction is undertaken. These sessions are regarded as being onecatfendi@mefit purposes.
Further examples of single attendances aresimsitivity testing, and when a patient is issued a presmrifiir a
vaccine and subsequently returns to the surgery for the injection.

AN.0.8 Benefits For Optometrists
What services are covered?

TheHealth Insurance Act 197&ipulates that Medicare befits are payable for professional services .The
professionakervices coming within the scope of the optometric benefit arrangements are those clinically relevant
services ordinanl rendered by the optometrist in relation to a consultation on oculésion problems or related
procedures.The Health Insuranced 1973defines a ‘clinically relevant service' as a service rendered by an
optometrist that is generally accepted indipgometrical profession as being necessary for the appropriate treatment
of the patient to whom it is rendered.

From 1 January 2018ptometrists will be free to set their own fees for their professional service. However, the
amount specified in the patit's account must be the amount charged for the service specifiegeThay not
include a cost of goods or services which are adt @f the MBS service specified on the account. A-clarically
relevant service must not be included in the charga fedicare item. The neclinically relevant service must be
separatelyisted on the account and not billed to Medicare. Whereniéégessary for the optometrist to seek patient
information from Services Australia in order to determine appropriates&ioin of accounts, receipts or bililed
claims, the optometrist mushsure that:

(a) the patient is advised of the need to seekrtformation and the reason the information is required;
(b) the patient's informed consent to the release of informatis been obtained; and

(c) the patient's records verify the patiendagent to the release of information.
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Benefits may only be almed when:

€) a service has been performed and a clinical record of the service has been made;

(b) a significant consultation or examination procedure has beenctatrig

(c) the service has been performed at psesito which the Undertaking relates;

(d) the service has involved the personal attendance of both teeatpatid the optometrist; and
(e) the service is "clinicallyelevant" (as defined in théealth Insurance Act 1933

Where Medicare benefits are not payable

Medicare benefits mayot be claimed for attendances for:

€) delivery,dispensing, adjustment or repairs of visual aids;
(b) fillin g of prescriptions written by other practitioners.

Benefits ae not payable for optometric services associated with:

(a) cosmetic surgery;

(b) refractive sugery;

(© tests for fithess to undertake sporting, leisargocational activities;

(d) compulsory examinains or tests to obtain any commercial licence (e.qg. flying or driving);
(e) entrance to schools or otheruedtional facilities;

)] compulsory examinations for admeisns to aged care facilities;

(9) vision screemg.

Medicare benefits aneot payable for services in the following circumstances:

(a) where the expensesrfthe service are paid or payable to a recognised (public) hospital,
(b) an attendance on behalf of teaching institutiompatients of supervised students of optometry;
(c) where the service is not "clinically relevant” (asidedl in theHealth Insurance Act 1973).

Unless the Minister otherwiserdtts, a benefit is not payable in respect of an optometsiceavhere:

(a) the service has been rendered by or on behalf of, or under an arrangement with, the Ceaftimcaw
State or a local governing body or an authority establisheddw af the Commonwealth, a law of a State or a law
of an intenal Territory; or

(b) the service was rendered in one or more of the following circumstances
(i) theemployer arranges or requests the consultation

(i)  the results arprovided to the employer by the optometrist

(i) the emplger requires that the employee have their eyes examined

(iv) the account for the consultation is sent to the employer
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(v) the consultation takes place at the patient's workplace or in a mob#gelting room at the patient's
workplace.
Services renderd to an optometrist's dependants, employer or practice partner or dependants

A condition of the participating arrangemeésthat the optometrist agrees not to submit an account or a claim for
services rendered to any dependants of the optometrist, tptbmetrist's employer or practice partner or any
dependants of that employer or partner.

A 'dependant’ person is a sgewr a child.The following provides definitions of these dependanspes:
aspousein 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.
achild, in relaton to a dependant person means:

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

(b) aperson who:

(i) has attained the age of 16 years who is in the custady,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
(iii) is not being paid a disability suppt pension under thgocial Security Act 1995and

(iv) is wholly or sulstantially dependent on the person or on the spouse of thanper

AN.0.9 Using time -tiered professional (general) attendance items
SUMMARY

This note sets out the key common prinegpthat apply when using the tirtiered pofessional attendance (also
referred to as general attendanime-tiered attendance, and LevelRAattendance) MBS items for general
practitioners (GPs), medical practitioners (who are not GPs) and prescridedinpeactitioners (i.e. medical
practitioners who are not GPs, specialists or consultant physicEms3e items are usually claimed in a general
practice setting.

Unless otherwise stated these principles apply to all general attendance items, seghloidagion (in consulting
rooms, out otonsulting rooms or residential aged care facilities), tibusiess or aftenours), or mode (face to
face or telehealth). For some categories of attendances (e.g. telehealth) additional requirements may apply.

Note: that within the general practice deRrt, prescribed medical practitioners and medical practitiowbo are
not GPs are sometimes referred to as Other Medical Practitioners (OMPsharcadionally registered (neviR)
GPs. References to OMPs ingliExplanatory Note include both prescidbmedical practitioners and medical
practitioners who are n@Ps.

Information on the definition of a GP for Medicare purposes is availaléid.13and prescribed medical
practitioners inAN.7.1.
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Tables setting out the item numbers for the various-tieTeand locations, times of day and modesauailable in
Note AN.0.74 for GPs, andN.7.2 for OMPs.

USE OF THE ITEMS

General attendance items ataimed for a professional attendance whe other MBS item applies. It is a general
principle of theMBS that the item that best describes the service is the item that should be claimed. This means that
where a more specific MBS items exists (for exampkkin biopsy under MBS item 30071), there specific item

should be claimed. If no other MBS itencacately reflects the service provided, and the requirements of a general
attendance item are met, the general attendance item is claimed.

General attethance items generally require that the roaldpractitioner attends the patient and dagleastone of
the following:

i mpl ementing a management pl an
providing approgmei ate preventive health

A taking a patient history

A performing a clinical examination

A arranging any necessary investigation
A

A

Appropriate and contemporaneous records must be kept.

The timetiers range from Level A short consultation for straightforward tasks to 60+ minute Level E consultations.
General attendance items are both gsefonal and personal attendances.

What is a professional attendance?

The Regulations state that a pdi®mnal attendance includes thpedvision, for a patient, of any of the following
services:

A evaluating the pati en tgdfapplcable, @valuation nsinga hdadoeendngt i ons i nc |
service mentioned in subsection 19(5) of the [Heblisurance] Act

A formulating a plan for the management and, i f applic:
A giving dadei pati ent aibrouconditionseandpiappiicabiet abosit treatmerd i t

A i Horisedby the patiedtgi vi ng advice to another person, or other
conditions and, if applicable, about treatnien

A providing appr diparei ate preventive healt

A recording the cliniicaé¢sdptavidedftoheheepaiicenbroser:
Further information on professional attendances A\a0.3.

What is a personal attendance?

The Regulations spéy that personal attendanceitemaappl y t o a service provided n

attendance by a single medical practitioneronasinglegant on a s iThisgneamsttac casi on. O

A the patient must be p paisnecounts tawadls tleermtteydancd me spent wi t h
A another health practitioner (e.g. a practi®e nurse)

A benefits ar e nondmegicalpraditiorer providesan attendande @amthe satiratpat the
same time.

I n the case of telehealth (video) and telephone attend:

attendancéy a single health professionalonasing per sono.

A guide on subst ant i savailablgonshBgpatméneohHedltk and Ade eCrad eembcse wie b s i t

Further information on personal attendanisest AN.0.1.

How do | choose which geeral attendance item to use?
The correcgeneral attendance item will depend on:
A pr act iitGP,enedical practtipner (excluding GPs) or prescribed medical practitioner

A length of time spent with the patient (i.e. the pers:i
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A Il ocati on oifin corfsuing coonms sout bftcansulting rooms or residential aged eaitity
A time of itbhsmessonaftdnoutst i n g

A mode of t ihface toface,delephbne oritekehrealth (video), and

A f o r beg medisakpractitioners oniythe locaion (by Modified Monash area) of the practice.

Reference tabesetting out the relevant general attendance items are available at AN.0.74 for @Rs7abr
OMPs.

Can | address more than one issue ia general attendance?
Yes. All general attendance items can be claimed to address multiple issues with a patient.

When multiple issues are addressed Bingle consultation, and more specifi@®litems do not apply for any of
these issues, medical praictiters should use the appropriate MBS general attendance item for the total time of the
consultation. In these circumstances, medical practitionerdashoticlaim each issue as a separatendétece.

What activities count towards the consultation time?

Only time spent with the patient (or on the telephone/video call with the patient in the case of telehealth) performing
clinically relevant tasks can liecluded in the consultation time. Clinlarelevant tasks include, but are not

limited to:

A u n ihg any ddtke activities described in the item descriptor

A communicating with the patient (and where relevant t|
A writing cebcriptionsoarkferrals) competing fispreports or other paperwork relating to the

patient while tle patient is present

A reviewing, creating or updating entries in the patiel

Time taken to write clirdal notes, complete forms, reports or otpaperwork, upload records in My Health Record
(or other systms), or talk to carers or relatives when the patient is not present cannot be included in the consultation
time.

If the patient has particular needs ttat mean good communication takes longer im average can this time be
included?

Yes, communicating efféiwely with patients is crucial to achieving clinical outcomes and a key part of a clinical
service. A wide range of factors may affect the time neemledmmunicate effectively with a patietiring a
consultation. These include, but are not limitedsituations where a language barrier exists between the medical
practitioner and patient (including when an interpreter is required), or when a patdrgdring problems,

difficulty with speed, an intellectual disability, and/or dementia.

When claimingfor time-tiered MBS items, the total consultation time includes the time required to communicate
effectively with the patient. Where more time than lsieequired to communicate effectivelyitiva particular
patient, it is considered reasonable to claitonger attendance item than might otherwise be expected for the
service. This applies to both face to face and telehealth services.

In such situatios, medical practitioners and other provide s houl d make a brief record i
includingdet ai |l s about why the additional time was required

of i nterpreter & almadslatingand Intexpreting Senvice (Ji8binamber.g t h e

Can | provide another medical service that is nba general attendance (e.g. a procedure or diagnostic test)

and a general attendance to the same patient on the same day?

In general, yes. However, tlgeare some limitations including:

A Dbservides must be clinically relevant and distinct services

A hetother item must not have restrictions on same day claiming as a general attendance item, and

A the other item is not tick)orsT® (Assistance atdpeatioB)r oup T6 ( Anaest |

Where more than one service is provided to a patient on the dayn¢he time taken for the second service (e.g. a
procedure) must not be included in the consultation time for the general attendance.
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Procedural itemsclude all necessary components requitedrovide the service. This would include obtaining
informedprocedural and financial consent, the procedure itself, a discussion of the results of the procedure and
(unless stated otherwise) the provision oftiroel aftercare.

Where the results of a predure inform a further consultation on management, the ¢atisnlmay be eligible for a
Medicare benefit.

Can | provide more than one general attendance service to the same patient on the same day?

Yes, providedhat the subsequent attendance is natraicuation of the first attendance, both services are clipica
relevant and distinct, and the item requirements are met for both attendances. Further information is available in
AN.0.7.

Are there specific requirements forany of the general attendance items?

Yes, several general attendance items have additional, specific requirements:

A Tel ephone an idpatest$ carhoalpdcdeds thése sSeigesthu g h t heir Ausual me d i
practitioner 0o ws $eBAN.L.1fonfurther thforenatiennSoine langer telepteitems also require
the patient to be ggstered with MyMedicare and can only be claimed at theisteggd practice.

A A-haurs attendance iteiscan only be claimed in specific time periods. 8&£0.19(GPs) andAN.7.24
(OMPs) for further information.

A Out o f roams attenddndteiiterighave derived festructures that vary with the number of patients
attended orin the case of some residential aged care facilities items, maydaiceed with a flag fall item. See
AN.0.11 (derived fees) andN.35.1andAN.35.2(flag falls) for further information

A Residenti al a § $eeAN.O.A5rABl.35 1and AN.3b.2 for furthér enfaorenation.

A 1 tems 17 8,301198996, 91918,99794290806, 91807, 91808, gil8aBonly be claimed when the
service is provided at a practice located in a Modified Monaslaa. Practice locations can be checked on the
Health Workforce Loctr.

Can | claim a general attendance for providing aftercare?
No, you cannot claim a general attendance item if you performed the procedure thed iaghe need for
aftercare.

However, tle Health Insurance (Subsection 3(5) General Practitioner fystrative Treatment) Direction 2017
allows a medical practitioner working in gengpedctice to use a general attendance tteprovide aftercare
provided that they did not perform thatial service that caused the need for aftercare ABE®.71 for further
information.

ELIGIBLE PATIENTS
Any patient who is eligible to rete Medicare benefits is eligible for face to face (in consulting rooms and out of
consulting rooms) general attendance items (business hours enaftsy.

Residential aged care faciligpedfic items are only available to Medicaedigible patients tat are residents of a
residential aged care facility.

Patients must meet the Ausual medical pelepbondittrisoner 0 r e
unless an exemption apmiéseeAN.1.1 for more information). In the case of telephone items 91900, 91903, 91906,

91910, 91913, 91916, the patientist also be registered with the pracpiceviding the service through

MyMedicare.

ELIGIBLE PRACITIONE RS
General attendance items are available for different practitioner types:
A gener al practitioner items ceeBNADld cl a
A medical practitioner items can be cl a
item desriptor.

prescri bed niers cao belclaiped byptescriibedonedical practitioners(s@bAN.7.1).

i med
i

by gener al
med by

any med,;
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CO-CLAIMING RESTRICTIONS
To coclaim a general attendance item amther item both services must be clinically relevant astihdt
services.

General attendance items and chronic disease management items 229, 230, 233, 721, 723aandtB8Zlaimed
on the same day for tlemme patient. This restriction is set outlause 2.16.11 of thidealth Insurance (General
Medical Sevices Table) Regulations 2021

Further information on calaiming of general attendance items and other MBS items is available in the AskMBS
Advisoryi General Practice Services.#2

RECORD KEEPING AND REPORTING REQUIREMENTS

The department undertakes regular post paymentirgidit ensure that MBS items are claimgg@priately.
Practitioners should ensure they keep adequateantemporaneous records. For information on what constitutes
adequate and contemporaneous record&seé5.39

RELEVANT LEGISLATION

Details about the legislative requirements of the MBS item(s) can be found on the Federal Register of Legislation at
www.legislation.gov.auAttendance items are set out in three regulatory instruments:

AHealth Insurance (Section 3C General Medical ServiGther Medical Practitioner) Determation 2018/ items

733, 737, 741, 745, 16763, 766, 769, 772, 776, 788, 789, 2197, 2198, 2200

AHealth Insurance (Section 3C General Medical SeniicEslehealth and Telephone Attendasjc®etermination

20217 telehealth (videpand telephone attendance items.

AHealth Insurance (General Medical Services Table) Regulations 2@ bther attendance items.

AN.0.11 Deriv ed fee items for general practice

Derived fees apply to a range of attande items that are used when services are provided outside of consulting
rooms, including some MBS items used in residential aged care facilities.

An item is a derived fee item if hMBS bendf payable depends on the number of patients that are sten at
location. Not all out of consulting rooms items are derived fee items. Some out of consulting rooms items attract a
flag fall, instead of using a derived fee. 6¢.35.1, AN.35.2andAN.44.1 for further nformation on flag falls.

To facilitate assessment of the correct Medicare rebate in respect of a number of patients attended on the one
occasion at one location, it is important ttret totalnumber of patients seen be recorded on each individual
account receipt or assignment form. For example, where ten patients were visited (for a brief consultation) in the
one facility on the one occasion, each account, receipt or assignmentdaichshow'ltem 4- 1 of 10 patients"

for a general practitioner.

Thenumber of patients seen should not include attendances which do not attract a Medicare rebate (e.g. public in
patients, attendances for normal aftare), or where a Medicare reba@ayableunder an item other than these
derived fee items (e.g. healissessments, care planning, emergency-afters attendancefirst patient).

AN.0.12 Billing Procedures
There are three ways benefits may be paid for optometric services:

(a) the claimant may pay the optometrist's account in full anddlaem benefits fronServices Australia
office by submitting the account and the receipt;

(b) the claimant may submit the unpaid accour¢ovices Australiavho will then send aleeque in favour
of the optometristto the claimant; or

(c) 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 tredevant Melicare benefit as full payment fire
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consultation.Additional charges 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 optomesiaccounthas two options open for payitfye 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:

1 Electronically if the claimant's doctor offers this service tedclaimat has completed and lodged a Bank
account details collection form with Medicare.

9 Online through Medicare Online Services.

1 At the claimant's locabervices Australi&ervice Centre.

1 By mail by sending a completed Medicare claim form with thgimal accounts and/or receipts to:

Services Australia
GPO Box 9822
In the claimant's capital city

9 Over the phone by calling 132 011 and giving the claim details and then sending the accounts and/or
receipts to:

Telephone Claiming
Services Australia
GPO Box9847
In the claimant's capital city

Practitioners seeking information regarding registration to allow EFT payments and -@bsmEss transactions,
can do so by viewing the Health Professionals secti@eatices Ausalia at
https://www.servicesaustralia.gov.au/

Unpaid accounts

Where the patient has not paid the account in full, the unpaid account may be pres®etetdés Australiavith a
completed Medicarelaim form. In ths caseServices Australiavill forward to the 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 theccount, fiany. 'Pay optometrist”" cheques involving Medicare benefits must (by law), not be sent

direct to optometrists, or to the claimant at an optometrist's address (even if requested by the claimant to do so). "Pay
optometrist" cheques are requiredoe forwaded to he claimant's last known address as recorded Sétkiices

Australia

When issuing a receipt to a patient for an account that is being paid wholly or in part by a Medicare "pay
optometrist" cheque the optometrist should indicatehemnetceipt that a "Meidare cheque for $..... was involved in
the payment of the account". The receipt should also include any money paid by the claimant or patient.

Iltemised accounts
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When an optometrist bills a patient for a service, the patient sheutdied with a corréy itemised account and
receipt to enable the patient to claim Medicare beneéfithere both a consultation and another service, for example
computerised perimetry occur, these may be itemised on the same account.

Medicare benefitare only payable inaspect of optometric services where 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 nane
(b) dak on which the service(s) was rendered;
(c) a description of the service(s) (e.g. "initial consultation," "subsequent consultation" or "contact lens

consultation"and/or "computerised perimetry" in those cases whergéisrmed);
(d) Medicare Benefits Schedule item number(s);

(e) the name and practice address or name and provider number of the optometrist who actually rendered the
service(s). Where the optometrist has more than one practati®igthe provider amber used should be that
which is applicable to the practice location where the service(s) was given;

)] the fee charged for the service(s); and

(9) the time each service began if the optometrist atteridigahtient on more #n one occasion on the
same day and on each occasion rendered a professional service relating to an optometric item, except where a
perimetry item is performed in association with a consultation item, where times do not need tdf kel spec

The optometst billing for the service bears responsibility for the accuracy and completeness of the information
included on accounts, receipts and assignment of benefits forms even where such information has been recorded by
an employee of the ¢gmetrist.

Payment 6benefits 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
servie was rendered. It isnportant to ensure that an appropriate description of the service, the item number and the
optometrist's provider number are included on accounts, receipts and assignment of benefit forms.

Details of any charges made other thansfovices, e.g. a digmsing charge, a charge for a domiciliary visit, should
be shown separately either on the same account or on a separate account.

Patients must be eligible to receive Medicare benefits and must also meet the clinical requirements oadi in
the relevant tem descriptors.

Duplicate accounts

Only one original itemised account per service should be issued, except in circumstances where both a consultation
and computerised perimetry occur, in which case these may be itemised on theiger@leascount. Dujdtates of

accounts or receipts should be clearly marked "duplicate" and should be issued only where the original has been lost.
Duplicates should not be issued as a routine system for "accounts rendered".

Assignment of benefit (bulk blled) arrangements

Under theHealth Insurance Act973an Assignment of Benefit (bulkilling) facility for professional services is
available to all persons in Australia who are eligible for benefit under the Medicare program. This facility is NOT
confinedto pensioners orgople in special need.

If an optometrist bullbills, they undertake to accept the relevant Medicare benefit as full payment for the service.
Additional charges for that service (irrespective of the purpose or title of the charge) lmamaised againghe
patient. Under these arrangements:
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- the patient's Medicare number must be quoted on althililassignment of benefit forms for that patient;

- the assignment of benefit forms provided are loose leaf to enable the patiestaé®iimprinted fran the
Medicare Card;

- the forms include information required by Regulations under Section 19(6) ldé#ith Insurance Act973 and

- the optometrist must cause the particulars relating to the professional service to be sdie@agsigrniment of
bendit form, before the patient signs the form and cause the patient to receive a copy of the form as soon as
practicable after the patient signs it.

Where a patient is unable to sign the assignment of benefit form, the signaturpabiethitts parent, gudian or
other responsible person (other than the optometrist, optometrist's staff, hospital proprietor, hospital staff, residential
aged care facility proprietor or residential aged care facility staff)) is acceptable.

Where the sigature space is eithdeft blank or another person signs on the patient's behalf, thenfioishinclude:

9 the notation "Patient unable to sign" and

1 in the section headed 'Practitioner's Use', an explanation should be given as to why the patient was unable
to sign (e.g. unconsaus, injured hand etc.) and this note should be signed or initialled by the optometrist.
If in the opinion of the optometrist the reason is of such a "sensitive" nature that revealing it would
constitute an unacceptable breach ofgoatconfidentialityor unduly embarrass or distress the recipient of
the patient's copy of the assignment of benefits form, a concessional reason "due to medical condition™ to
signify that such a situation exists may be substituted for the actual rddsaever, this shouldot be
used routinely and in most cases it is expected that the reason given will be more specific.

Use of Medicare cards in bulkbilling

Where a patient presents without a Medicare card and indicates that they have been issuatdvitht does not
know the details, the optometrist may cont&etvices Australian 132 150 to obtain the number.

It is important for the optometrist to check the eligibility of their patients for Medicare benefits by reference to the
card, as entitlemat is limited to tke "valid to" date shown on the bottom of the card. Additionally the card will show
if a person is enrolled through a Reciprocal Health Care Agreement.

Assignment of benefit forms

Only the approved assignment of benedinfis availablerbm Services Austig website,
https://www.servicesaustralia.gov.aoan be used to bublkill patients for optometric services and no other form
can be used without its approval.

€)) Form DB2-OP

This formis designed for the use of optical scanning equipment and is used to assign benefits for optometrical
services.lt is loose leaf to enable imprinting of patient details from the Medicare card and comprises a throw away
coversheet (afteimprinting), a Malicare copy, a Practitioner copy and a Patient copy.

(b) Form DB4
This is a continuous stationery version of Form DB2 and has been designed for use on most office accounting
machines.

The Claim for Assigned Benefits(Form DB1N, DB1H)

Optometrists who accept assigned benefits must claim $@vices Australiaising either Claim for Assigned
Benefits form DB1N or DB1H.The DB1N form should be used where services are rendered to persons for
treatment provided out ofdspital or day hostal treatment.The DB1H form should be used where services are
rendered to persons while hospital treatment is provided in a hospital or day hospital facility (other than public
patients). Both forms have beettesigned to enable beitdbr a claim to Ie directed to an optometrist other than the
one who rendered the servicekhe facility is intended for use in situations such as where a short term locum is
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acting on behalf of the principal optometrist andisgtthe locum up with @rovider number angday-group link for
the principal optometrist's practice is impractic@ptometrists should note that this facility cannot be used to
generate payments to or through a person who does not have a provider.number

Each claim form mustdaccompanied by ¢hassignment 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 \Bighvices Australiander the bulk billed
(assignment of bendf) arrangements. This means that Medicare benefits are not payable for any service where the
service was rendered more than two years earlier than the date the claim was lod§edwads Australia

Provision exists whereby in ceiriecircumstances (g. hardship cases), the Minister may waive the time limits.
Special forms for this purpose are available, if required, frond#reices Australiavebsiteat
https://www.servicesaustralia.gaw/or the processing centre to which bl claims are directed.

AN.0.13 Attendances at a Hospital (Items 4, 24, 37, 47, 124, 58, 59, 60, 65, 165)

These tems refer to attendances on patients admittedhtospital. Where medical practitioners have made
arrangements with a local hospital to routinely usepatient facilities to see their private patients, iteors f
services provided in consulting roomsuwia apply.

AN.0.14 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 morepappriate for treatment to be undertaken by a wadiractitioner.

Optometrists may refer patients directly to specialist ophthalmologists with the patient being able to claim benefits
for the ophthalmologist'ssvices at the referred specialist rate.

Optometrists may refer patients directly to anothigtometrist, based on the clinical needs of the patient.

A referral letter or note must have been issued by the optometrist for all such services providedlist speci
ophthalmologists or optometrists inder for patients to be eligible for Medicare bfitiseat the referred rate. Unless
such a letter or note has been provided, benefits will be paid at threfeored attendance rate, which has a lower
rebate..

Medicare benefits at the referred rate arepaid for patients referred by optometristsdogultant physicians or to
specialists other than ophthalmologists. See relevant paragraph regarding emergency situations.

What is a referral?

For the purposes difie optometric arrangements, a "referralairequest to a specialist ophthalmologist otlaro
optometrist for investigation, opinion, treatment and/or management of a condition or problem of a patient or for the
performance of a specific examinationgs)test(s).

Subject to the exceptions inet paragraph below, for a valid "referral” to tqitace:

€) the referring optometrist must have turned their mind to the patient's need for referral and communicate
relevant information about the fient to the specialist ophthalmologistaptometrist to whom the 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 letteraie and must be signed and dated by
the rderring optometrist; and
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(c) the practitioner to thom 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 thevabparagraph are that:

(a) subparagaphs (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 pdssiblparagraph below on emergency
situatians); and

(b) subparagraph (c) doeohapply to instances 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 ophthalngikt is valid for twelve months unless the optotiséspecifies on
the referral that the referral is for a different period (e.g. three, six or eighteen months or valid indefinitely).

The referral applies for theeriod specified in the referral from tdate that the ophthalmologist provides the first
service to the patient. If there is no period specified in the referral then the referral is valid for twelve months from
the date of the first service provided thwe ophthalmologist.

Referrals for longetian twelve months should be made only when thiemtz clinical condition requires
continuing care and management.

An optometrist may write a new referral when a patient presents with a condition unrelateddndtion for
which the previous referréd an ophthalmologist was written. In these ainstiances Medicare benefits for the
consultation with the ophthalmologist would be payable at initial consultation rates.

A new course of treatment for which Mediedenefits would be payable at the initahsultation rates will also be
paid where the ferring optometrist;

€) deems it necessary for the patient's condition to be reviewed; and
(b) the patient is seen by the ophthalmolbgistside the currency of the previous red& and
(c) the patient was last ee by the specialist ophthalmologist more than nine months earlier than the

attendance following a new referral.
Self referral

Optometrists may refer themselvessfiecialist ophthalmologists or other optetnists and Medicare benefits are
payable at refeed rates.

Lost, stolen or destroyed referrals

If a referral has been made but the letter or note of referral has been lost, stolen or destroyed, benefits will be
payable at the referred rate if the accouateipt or the assignment form shows the nanteeofeferring

practitioner, the practice address or provider number of the referring practitioner (if either of these are known to the
consultant physician or spialist) and the words ‘Lost referrallhis provision only applies to the initial attendanc

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

Emergency sitwations
Medicare benefits are payable even thoumgré is no written referral in an emergency situation (as defined in the
Health Insurance Regulations 2018 he specialist or the consultant physician shouldfbleeocopinion that the

service must be reeded as quickly as possible and endorses the ataeaeipt or assignment form as an
"Emergency referral.
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A referral must be obtained from a medical practitioner or, in the case of a specialist ophthalnaologitital
practitioner or an optometridtattendances subsequent to the emergency attemdaa to attract Medicare benefits
at the referred rate.

AN.0.15 After hours Residential Aged Care Facility Attendances (Items 772, 776, 788, 789, 2200,
5010, 5028, 5049, 5067, 5077, 5260, 5262, 5263, 5265, 5267)

These items refer to attendances on p&tie residential aged care facilities.

Where a medical practitioner attends a patient in acesifained unit, within a resideéataged care facility
complex, the attendae attracts benefits under the appropriate home visit item.

Where a patient limg in a selfcontained unit attends a medical practitioner at consulting rooms situated within the
precincts of the residential atjeare facility, or at free standing cortdu rooms within the residential aged care
facility complex, the appropriate giery consultation item applies.

If a patient who is accommodated in the residential aged care facility visits a medical pracitiomesulting

rooms situated within theesidential aged care facility complex, whether free standing or situated wighin t
residential aged care facility precincts, benefits would be attracted under the appropriate residential aged care
facility attendance item.

To facilitate assessment of therrect Medicare rebate in respect 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 accountreceipt or assignment form. For exampléene two patients were visited (for a brief

consultation) in the one facility ahe one occasion, each account, receipt or assignment form would show "ltem
5010- 1 of 2 patients"” for a general practitioner.

Thenumber of patients seen should not inclattendances which do not attract a Medicare rebate (e.g. public in
patients, atndances for normal afteare), or where a Medicare rebate is payable under an item other than these
derived fee items (e.g. itertisat attract a flag fall, health assessmenare planning, emergency afterurs
attendance first patient).

AN.0.16 Provision for Review of the Schedule
Optometric Benefits Consultative Committee (OBCC)

The OBCC is an advisory committee establisheti9a0 by arrangement between the Ministet ®ptometry
Australia.

The OBCC's functions are:

(a) to discuss th appropriateness of existing Medicare Benefits Schedule items for the purposes of
considering whether an approach to the Medicali€es Advisory Committee may be needed;

(b) to undertake reviews of particular services and to report omiirepriateness of the existing structure
of the Schedule, having regard to current optometric practice;

(c) to considerand advise on the appropriateness of gmtigpating optometrists' arrangements and the
Common Form of Undertaking (asesjified in theHealth Insurance Act 197and related legislation) and the
administrative rules and interpretations which deterntiegoyment of benefits for optometric sees or the level
of benefits;

(d) to investigate specific matterssagiated with the participating optometrists' arrangements and to advise
on desirable changes.

The OBCC comprises two representatiirom the Department of Heakihd Aged @re two representatives from
Services Australigand three representatives fr@ptometry Australia.
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AN.0.18 Provision for Review of Practitioner Behaviour
Professional Services Review (PSR) Scheme

The Professinal Services Review (PSR) Scheme is a sehfamreviewing and investigating the provision of
services by a health practitier to determine whether the practitioner has engaged in inappropriate practice in the
rendering or initiating of Medicare servicasin prescribing under the PharmaceutBahefits Scheme (PBS).
'Practitioner’ is defined in Section 81 of tHealth Inswance Act 197&nd includes: medical practitioners, dentists,
optometrists, chiropractors, midwives, nurse practitioners, physagists, podiatrists and osteopaths.

Sectin 82 of theHealth Insurance Act 197&fines inappropriate practice as conduet is such that a PSR

Committee could reasonably conclude that it would be unacceptable to the general body of the members of the
profession in which the practitioner was gtising wherthey rendered or initiated the servicdsis also an offence

unde Section 82 for a person who is an officer of a body corporate to knowingly, recklessly or negligently cause or
permit a practitioer employed by the person to engage in sumiduct.

Services Australimonitors health practitioners' claiming patternd @i an anomaly is detected, for which a
satisfactory explanation cannot be providsdivices Austiliacan request that the Director of PSR review the
provision of serviceby the practitioner.On receiving the request, the Director must decide whé&haynduct a
review and in which manner the review will be conduct€le Director is authorised to rgige that documents and
information be provided.

Following a review, lte 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 ieepend
Determining Authority); or

(c) refer the matter to a3R Committee.

A PSR Committee consists of the Chairperson and two other parmdenewho must be members of the same
profession as the practitioner under review. However, up to tditi@eel Committee members may be appointed to
provide a wider range alinical expertise.

The Committee is authorised to:

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

(b) hold hearings and require the person under review to attendandwilence; and

(© require the production of documents (including clinical notes).

A PSRCommittee may not make a finding of inappropriate practice unleas gjikien the person under review
notice of its intention to review them, the reas for its findings, and an opportunity to respoidreaching their
decision, a PSR Committee is uiepd to consider whether or not the practitioner has kept adequate and

contemporaneous patient recordiswill be up to the peer judgement of the PGBmmittee to decide if a
practitioner's records meet the prescribed standards.

The standards which datmine if a record is adequate and contemporaneous are prescribeH&altn Insurance
(Professional Services Review) Regulations 1999

To beadequde, the patient or clinical record needs to:

clearly identify the name of the patieand
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contain a separate entry for each attendagdbédpatient for a service and the date on which the service
was rendered or itiated; and

each entry needs to provide clinical information adequate to explaippth®f service rendered or
initiated; and

each entry needs to be sufficiently comprehensible that another practitedyieig on the record, can
effectively undertake the patient's ongoing care.

To becontemporaneousthe patient or clinical record should be completed at the time tha¢thieeswas rendered
or initiated or as soon as practicable afterwaiscords ér hospital patients are usually kept by the hospital and
the practitioner could rely on these recomisibcument irpatient care.

The practitioner under review is permittedmake submissions to the PSR Committee before key decisions or a
final reportis made.

If a PSR Committee finds that the person under review has engaged in inappropriate gradtivdings will be
reported to the Determining Authority to decide waetion should be taken:

0] a reprimand;

(i) counsding;

(iii) repayment of Medicare benefits; and/or

(iv) complete or partial degialification from Medicare benefit arrangements for up to three years.

Further information on the Professional Services Review is availapienatpsrgov.auand information on
Medicare compliance is availableldtps://www.servicesatralia.gov.au/healtprofessionals?context=60090

Penalties

Penalties of up t610,000 or imprisonment for up to five years, or both may be imposed on any pésomakes a
statement (either orally or in writing) or who issues or presents a documtistfédae or misleading in a material
particular and which is capable of beinged 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 Review CorfiitRee) and
may be counselled or reprimanded or may have services wholly ollpatisgualified from the Medicare benefit
arrangements.

A penalty of up to $1,000r imprisonment for up to three months, or both, may be imposed on any person who
obtains gpatient's signature on an assignment of benefit form without necessary detaits teen entered on the
form before the patient signs or who fails to cause @&piatd be given a copy of the completed form.

Medicare Participation Review Committee (MPRC)

The Medicare Participation Review Committee determines what administratime sioould be taken against a
practitioner who:

€) has been successfully pecuted for relevant criminal offences; or
(b) has been found to have engaged ipprapriate practice under the Professional Services Review scheme.

The Committe can take no further action, counsel or reprimand the practitioner, or deteratitreetpractitioner
be disqualified from Medicare for a particular period or in relatiopaiicular services for up to five years.

Medicare benefits are not payable@spect of services rendered by a practitioner who has been fully disqualified,
or partly disqualified in relation to relevant services underHbalth Insurance Act 197ection 19B applies).
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AN.0.19 After -Hours Attendances (ltems 585, 588, 591, 594, 5 99, 600, 5000, 5003, 5010, 5020, 5023,
5028, 5040, 5043, 5049, 5060, 5063, 5067, 5071, 5076, 5077, 5200, 5203, 5207, 5208, 5209, 5220,
5223, 5227, 5228, 5260, 5261, 5262, 5263, 5265 and 5267)

After-hours attendance items may be claimed as follows:

Items 5%, 588,591, 594, 599, 600 apply only to a 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 th&atardy, Sunday or public holiday.

Items 5000, 5020, 5040, 5060, 5071, 5200, 5203, 5207, 5208 and 5209 apply only to a professional attahdance
is provided:

- on a public holiday;

- on a Sunday;

- before 8am, or after 1 pon a S&urday;

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

Items 5003, 5010, 5023, 5028, 2046049, 5063, 5067, 5076, 5077, 5220, 5223, 5227, 5228, 5260, 5261, 5262,
5263, 5265 and 5267 apply to a praiesalattendance that is provided:

- on a public holiday;

- on a Sunday;

- before 8am, or after 12 noon on a Satyrda

- before 8am, or after 6pm on any day other than a Saturday, Sunday or public holiday.
Urgent AfterHours Attendances (Items 58%00)

Items 585, 588, 591, 594, 599 and 600 can be used for urgerbadierservices.

Urgent AfterHours AttexdancegItems 585, 588, 591, and 594) allow for urgent attendances (other than an
attendance between 11pm arahij inan afterhours period.

Urgent AfterHours Attendances during Unsociable Ho(tems 599 and 600) allow for urgent attendances
between 1pm and 7am in an aftérours period.

The attendance for all these items must be requested by the patieaspoiible person during the same unbroken
urgent aftethours period in which the medical service is providéde medical practitioner mustdt determine
that the patient requires urgent medical assessment.

In considering the need for an urgent asseseofa pati ent 6s condition, the practi:t
conveyed by the patient or p aamergemdy 8esvices persennel. A edord efr he al f
the assessment must be compl eteeod. and i ncluded in the p:

The MBS urgent aftehours items may be used when, on the information available to the medical practitioner, the
pati ent 6requie®ungent medicahassessment during thelafiens period to prevent deterioration or
potential deteriotdfonint hei r heal th. Specifically, the patientds as
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cannot be delayed until the nexthiours period; and
the med¢ a | practitioner must attend the patient at

Appendix B of he Appoved Medical Deputising Service (AMDS) Program Guidelines offers a useful protocol to
determine whether prospective afteyurs patientshould be seen by a deputising medical practitioner or see their
regular medical practitionefThe Guidelinesr@ avaiable on the Department of Health and Aged Care website at
AMDS Program Guideling

If the attendance is undertaken at consulting rooms, it is necessary for the practitioner to returpeoialydopen
the consulting rooms for the attendance.

MBS Item 585is available to medical practitioners who are:
- listed on the Vodional Register of General Practitioners maintained by Services Australia; or

- holders of the Fellowsp of the Royal Australian College of General Practitioners (FRACGP) who
participate in, and meet the requirements of the RACGP for continwgdicat education and quality assurance as
defined in the RACGP Continuing Professional Development Program; or

- holders of the Fellowship of the Australian College of Rural and Remote Medicine (FACRRM) who
participate in, and meet the requirenseot the Australian College of Rural and Remote Medicine (ACRRM) for
continuing medical education and qualitgasnceas defined in ACRRM's Professional Development Program; or

- undertaking an approved placement in general practice as partofiag program for general practice
leading to the award of the FRACGP or training recognised by the RACEB#ragof an equivalent standard; or

- undertaking an approved placement in general practice as part of a training program fopgactral
leading to the award of the FACRRM or training recognised by ACRRM as being of an equivalent standard.

NOTE: MBS incentives continue to be available through the Aftears Other Medical Practitioners (AHOMPS)
Program to notvocationally recognisemedical practitioners who perform afteours attendances. MBS item 585
will be available to AHOMPs Program pigipants if they perform an urgent aftbours attendance as part of their
employment with a fultime general practice.

AHOMPs will not exend access to item 585 to neocationally recognised medical practitioners who work with an
afterhours only pacticeor a medical deputising service (including an AMDS).

MBS Item 588is available to notvocationally recognised medical practitioners whe @roviding services (as a
contractor, employee, member or otherwise) for a general practice or clinic ot asmedical deputising
arrangements in Modified Monash Model Areas 2 to 7.

A locator map to identify a medical practice's Modified Monash Nddea location is on thelealth Workforce
Locator.

MBS item 591is available to noiwvocationally recognised medical practitioners who perform attendancefdsr
hours clinics or as part of deputising arrangements in Modified Monash Model Area 1.

If more than one pant isseen on the same occasion (that is, the second and any further services are consequential

to the first service) using either MBS iten855 588 or 591.

MBS item 594must be used in respect of the second and subsequent services to patientsaittdredae
occasion.

Medical practitioners who routinely provide services to patients in theladtes periods at consulting rooms, or
who provide the services (as a contractor, employee, member or otherwise) for a general practice or clinic that
routinely provides services to patients in aftesurs periods at consulting rooms, will not be able to bill urgent-after
hours items 585, 588, 59994, 599 and 600.
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A routine servicaneans a regular or habitual provision of services to patidittis. does nbincludead hocservices
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 aicalhroster.

There is no change to the ggof poviders who can render services underlingent AfterHours Attendances
during Unsociable Hours iten{#BS items 599 and 600)Attendances using these items must be booked during
the same unbroken urgent aftesurs period.

MBS item 599continuego beavailable to medical practitioners who are:
- listed on the Vocational Register of General Practitioners maintained by Seusteslia; or

- holders of the Fellowship of the Royal Australian College of General PractitionersCGRAwH
participate in, and meet the requirements of the RACGP for continuing medical education and quality assurance as
defined in the RACGP @htinuing ProfessiondbevelopmenProgram; or

- holders of the Fellowship of the Australian CollegdRofaland Remote Medicine (FACRRM) who
participate in, and meet the requirements of the Australian College of Rural and Remote Medicine (XQ@RRM)
continuing medical education and quality assurance as defined in ACRRM's Professional Development &rogram;

- undertaking an approved placement in general practice as part of a training program for general practice
leading to the award ohé FRACGP or training recognised by the RACGP as being of an equivalent standard; or

- undertaking an@provedplacement in general practice as part of a training program for general practice
leading to the award of the FACRRM or training recogdiby ACRRM as being of an equivalent standard non
vocationally recognised medical practitioners through the MRS Prgram; or

- nonvocationally recognised medical practitioners participating in the AHOMPs Program.
MBS item 600continues to bewailable to norvocationally recognised medical practitioners.
Non-Urgent AfterHours Attendances (5066077and 52@ - 5267)

NonUrgent AfterHours Attendances in Consulting Roofltems 5000, 5020, 5040, 5060, 5071, 5200, 5203, 5207,
5208 and 5209) arto be used for neargent consultations at consulting rooms initiated either on a public holiday,
on a Sundayor bebre 8am and after 1pm on a Saturday, or before 8am and after 8pm on any other day.

NonUrgent AfterHours Attendances at a Place Othkah Consulting Rooms (Other than a Hospital or

Residential Aged Care Facilityitems 5003, 5023, 5043, 5063,/) 52D, 5223, 5227, 5228 and 5261) dvor

Urgent AfterHours Attendances in a Residential Aged Care Fadiligms 5010, 5028, 5049, 506Q%, 5260,

5262, 5263, 5265 and 5267) are to be used forungant attendances on 1 or more patients on 1 imctasa

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.

Applicable Time Items
Attendance Peiod i Sunday and/or
*
Monday to Friday [Saturday public holiday
Between7am-
Urgent afterhours attadance Between7am- 8am 8am andL2 noon- |Between7am- 11pm 585, 588, 591,
and6pm- 11pm 594
11pm
Urgent afteshours in unsoeible |Betweenl1pm- Betweenllpm- Betweenl 1pm- 7am|599, 600
hours 7am 7am
5000, 5020,
NonrurgentAfter hoursin Before8am or after|Before8am or 5040, 5060,
? 24 hours
consulthg roons 8pm after 1pm 5071
5200, 5203,
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5207, 5208,
5209

5003, 5023,
Non-urgent aftethours at a plac] 5043, 5063,
other than consulting rooms |Before8amor afte |Before8am or 24 hours 5076

(other than a hospital or 6pm after 12 noon 5220, 5223,
Residential Aged Care Facility 5227, 5228,

5261

5010, 5028,
5049, 5067,
Non-urgent aftethours in a Before 8am or after|Before 8am or 24 hours 5077

Residetial Aged Care Facility |6pm after 12 noon 526Q 5262,
5263, 5265,

5267

*with the exception of public holidays which fall on a Saturday

AN.0.21 Minor Attendance by a Consultant Physician (Items 119, 120, 131)

A minor consultation is regarded as being a consultation in which the assessrhergaifant does not require the
physical &amination of the patient and does not involve a substantial alteration to the patient's treatment. Examples
of consulations which could be regarded as being 'minor consultations' are listed below (this is &grsoam

exhaustive list)-:

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

- hospital visits where a significant alteration to the therapy or overall reareag plan does not ensue;
- brief consultations or hospital visits not involving subsequent discussions regarding patient's progress
with a speialist colleague or the referring practitioner.

AN.0.22 Telehealth Patient -end Support Servic es by Optometrists

Telehealth PatierendSupport Services by Optometrists

These notes provide information on the telehealth MBS attendance items for optsrtefrisvide clinical
support to their patients, when clinically relevant, during video ctatgars with ophthalmologists under items
10945 and 10946 in Group A10.

Telehealth patiertnd support services can only be claimed where:

- a Medicae eligible specialist service is claimed;

- the service is rendered in Australia; and

- this is necessary for the pision of the specialist service.

A video consultation will involve a single optometrist attending to the patiert,thét possible participation of
another medical practitioner, a participating nurse practitianparticipating midwife, practice nurskboriginal
and Torres Strait Islander health practitioner or Aboriginal health worker at the patient end. Thénadbteesd
items provide for patiertnd support services in various settings, including ctingulooms, other than consulting

rooms, éigible residential aged care services and Aboriginal Medical Services.

Clinical indications
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The ophthalmologist mu$te satisfied that it is clinically appropriate to provide a video consultation to a patient.
The decision to provide clinically relevastipport to the patient is the responsibility of the ophthalmologist.

Telehealth specialist services can be providguht@nts when there is no patierd support service provided.
Collaborative Consultation

The optometrist who provides assistanceh® patient where this is necessary for the provision of the specialist
service, may seek assistance from a health ggsfeal (e.g. a medical practitioner, practice nurse, Aboriginal or
Torres Strait Islander hehlpractitioner or Aboriginal health worRebut only one item is billable for the patient
end support service. The optometrist must be present during pdrobtted consultation in order to bill an
appropriate timdiered MBS item. Any time spent byather health professional called to assigh the
consultation may not be counted against the overall time taken to complete the video consultation.

Restrictons

The MBS telehealth attendance items are not payable for services to an admitted raisgitalthis includes

Hospital in the Homgatients). Benefits are not payable for telephone or email consultations. In order to fulfil the
item descriptor thermust be a visual and audio link between the patient and the ophthalmologist. If the

ophthalmobgist is unable to establish both a vidgew audio link with the patient, a MBS rebate for a telehealth
attendance is not payable.

Individual clinicians must & confident that the technology used is able to satisfy the item descriptor and that
software ad hardware used to deliver a videoconfieeemeets the applicable laws for security and privacy.

Record Keeping

Telehealth optometrists must keep contemporasieotes of the consultation including documenting that the
service was performed by video cordece, the date, time and the people wakiigipated.

Only clinical details recorded at the time of the attendance count towards the time of the condultiasnnot
include information added at a later time, such as reports of investigations.

Multiple attendances on the same day

In some guations a patient may receive a telehealth consultation and-toféaee consultation by the same or
different pradtioner on the same day.

Medicare benefits may be paid for more than one video consultatiarpatient on the same day by the same
practitioner, provided the second (and any following) video consultations are not a continuation of the initial or
earlig video consultations. Practitioners will need to provide the times of each consultatiorpatiehts account
or bulk billing voucher

Also, if a patient has an initial consultation via telehealth, they cannot also claim an initisd-face consuhtion
as part of the same course of treatment.

Aftercare Rule

Video consultations are subjdotthe same aftercare rules as f&eéace consultations.

Referrals

The referral procedure for a video consultation is the same as for conventioralface consultations.
Duration of attendance

The optometrist attending at the patient end of tHeasconsultation does not need to be gné$or the entire
consultation, only as long as is clinically relevatitis can be established in consultation wtfite ophthalmologist.
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The MBS fee payable for the supportiegptometrist will be determined hifze total time spent assisting the patient
This time does not need to be continuous.

AN.0.23 Referred Patient Consultant Physician Treatment and Management Plan (Items 132 and

133)

Patients with at least two morbidities which can include complexesttad, development and behavioural disosd
are eligible for these services when referred by their referring practitioner.

Item 132 should include the devetopnt of options for discussion with the patient, and family members, if present,
including theexploration of treatment modalities ane tthevelopment of a comprehensive consultant physician
treatment and management plan, with discussion of recommendatiaesvices by other health providers as
appropriate.

Item 133 is available in instances whea review of the consultant physiciaeatment and management plan
provided under item 132 is required, up to a maximum of two claims for this item in art@ pssiod. Should
further reviews of the consultant physician treatment and management pequbsed, the appropriate item for
such ervice/s is 116.

Where a patient with a GP health assessment, GP management plan (GPMP) or Team Care Arrangerisgngs (TCA
referred to a consultant physician for further assessment, it is intended that tHeanbphysician treatment and
managementlpn should augment the GPMP or TCA's for that patient.

Preparation of the consultant physician treatment and managplaershould be in consultation with the patient. If
appropriate, a written copy of the cortanlt physician treatment and managemea ghould be provided to the
patient. A written copy of the consultant physician treatment and management plan shaddithed to the

referring medical practitioner, usually within two weeks of the consultargigihn consultation. In more serious

case, more prompt provision of the plan and verbal communication with the referring medical practitioner may be
appropria¢. A guide to the content of such consultant physician treatment and management plans waioh are
provided under this item is includevithin this Schedule.

(Note: This information is provided as a guide only and each case should be addressed docoyhitignt's
individual needs.)

REFERRED PATIENT CONSULTANT PHYSICIAN TREATMENT AND MANAGEM ENT PLAN
- The following content outliné indicative of what would normally be sent back to the referring practitioner.

- The consultant physician treatmentdamanagement plan should address the specific questions and issues raised
by the referring pretitioner.

History

The consultant physian treatment and management plan should encompass a comprehensive patient history which
addresses all aspects of thaient's health, including psychosocial history, past clinically relevant medical history,
anyrelevant pathology results if performeddee review of medication and interactiori&here should be a

particular focus on the presenting symptoms and curifittities, including precipitating and ongoing conditions.

The results of relevant assessnsdmy other health professionals, includidgs and/or specialists, including

relevant care plans or health assessments performed by GPs under the Enhance€&mnzenrd Chronic Disease
Management should also be noted.

Examination

A comprehensive medit examination means a full multiystem o detailed single organ system assessment. The
clinically relevant findings of the examination should be recordedeimthnagement plan.
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Diagnosis

This should be based on information obtained from the historyraatical examination of the patient. Tl bf
diagnoses and/or problems should form the basis of any actions to be taken as a result of the comprehensive
assesment. In some cases, the diagnosis may differ from that stated by the referring practitbaarexplanation
of why the diagnosisiffers should be includedThe report should also provide a risk assessment, management
options and decisions.

Management plan
Treatment options/Treatment plan

The consultant physician treatment and managemantgblould include a planned follewp of issues and/or
conditions, including an outline of the recommended intervention activities and treatment options.r@omside
should also be given to recommendations for allied health professional services, pnepeiate.

Medication recommendations

Provide recommendations for immediate management, including the alternatives or options. This should include
doses, expéaed response times, adverse effects and interactions, and a warning of anyndicdtad theapies.

Social measures

Identify issues Wwich may have triggered or are contributing to the problem in the family, workplace or other social
environment which @ed to be addressed, including suggestions for addressing them.

Other non medication measures

This may include other options such ae btyle changes including exercise and diet, any rehabilitation
recommendations and discussion of any relevant redewaither health providers.

Indications for review

It is anticipated that the majority of jxtts will be able to be managed effecljviey the referring practitioner using
the consultant physician treatment and management plan. If there are pattiogknns about the indications or
possible need for further review, these should be noteeiochsultant physician treatment and mamagnt plan.

Longer term management

Provide a longer term consultant physician treatment and management plan, listimegige measures that might

be taken in the future if the clinical situation changes. Thigtibe articulated as anticipated respotisies,

adverse effects and interactions with the consultant physician treatment and management plan options d¢ommend
under the consultant physician treatment and management plan.

Services Australi#éSA) has @veloped amdealth Practitioner Guidiee to substantiate that a valid referral existed
(specialist or consultant physiciamhich is located on th8A website.

AN.0.24 Attendance services for complex neurodeve lopmental disorders (such as autism
spectrum disorder)
Intention of this serviceunder item 135 and telehealth equivalent item 92140

Items 135 or telehealth equivalent item 92140 are intended for complex conditiaracterised by multdlomain
cognitiveand functional impairment. Patient eligibility is for neurodevelopmental disgrddich are assessed to
be complex and mean that individuals require support across multiple domains.

The intention of this servids to provide access to treatment, throtiglhndevelopment of a treatment and
management plan by a paediatrician, forwdlials diagnosed with a complex neurodevelopmental disorder (NDD).
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The development of the treatment and management plan, follows@ealwensive medical assessment, and
provides the opportunity to refer to eligible Allied Health practitioners for upttdedh of 20 MBS treatment services

per patientdés |ifetime (items 82015, 820 2i9clam8k025, 820:
once in a patientds |ifeti me.
Eligibility:

In the context of item 135 (or 92140), the diagnosis of a comm@axodevelopmental disorder requires evidence of
requiring support and showing impairment across two or more neurodevelopmentalsiQuoaiplexity is
characterised by muitiomain cognitive and functional disabilities, delay or clinically significant iimpant.

Neurodevelopmental domains include:

1 Cognition

i Language

1 Sociatemotional development

1 Motor skills

1 Adaptive behaviourconceptal skills, practical skills, social skillsr social communication skills

Age eligibility:

Whilst it is not expected that paediatrician would routinely assess adult individuals (item 289 provides for
assessments undertaken by a psychiatrist for patigetsover 18 years to under 25 yearsi ife35 provides an
age ceiling which is consistent across all MBS items relatedmplex neurodevelopmental disorders and related
Allied Health services. Where a paediatrician has been referred a patient (ugdarsl8f age) and the diagnostic
formulation is not completed until after their 18th birthday, the higher age limidldv the completion of the
assessment by the paediatrician (as clinically appropriate).

Referral pathways:

Early identification of, ad intervention for, individuals with congx NDD is important in promoting positive
longer term outcomes. Symptoms canseclinically significant impairment in social, occupational or other
important areas of functioning.

Where neurodevelopmental comtghave been identified and broughttoaghet ent i on of the pati en
assess these concerns and the GBiders there are persisting indications that require more specialised assessment,
they are encouraged to refer to either a consubiaediatrician or psychiatrist for a compessive assessment.

Diagnostic Assessment:

The assessment and diagnosis of aglemNDD should be evaluated in the context of both a physical and
developmental assessment. The paediatrician may require a nursbpamdte attendances (through usual-time
tiered or subsequent attendance items 110, 116, 119, 122, 128, 131 or tetgheadtlent items 91824, 91825,
91826 or 91836) to complete a comprehensive accurate assessment and formulate a diagnosis, exclude oth
disorders or assess for-oocurring caditions.

Multi -disciplinary assistance with assessment and/or contribution tde treatment and management plan:

Depending on a range of factors, not | imibDtel to the pa
consultant physician may requirerailti-disciplinary approach to complete a comprehensive accurate assessment
andformulate a diagnosis.

Where the paediatrician determines the patient requires additional assessments to formulate a diagigbsibethrou
assistance of an Allied Health ptigioner, they are able to refer the patient to an eligible Allied Health peovid

from standard attendance items (110, 116, 119, 122, 128 or 131 and telehealth equivalent items 91824 to 91826,
91836).
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Whilst Mediare rebates provide for a total of 8 Alitlealth assessment services per patient per lifetime, an
eligible Allied Healthpractitioner can only providep to 4 servicesdefore the need for a review (the type of review
can be specified in the referral tweteligible Allied Health professional) bblye referring paediatrician, who must
agree to the need for any additional édliHealth services prior to the delivery of the remaining 4 Allied Health
assessment services.

Eligible Allied Health Assessment pradtioners include:

1 Psychologist (MBS item2000, 93032, 93040)

1 Speech Pathologist (MBS item 82005, 93033, 93041)

9 Occupatioml Therapist (82010, 93033, 93041)

1 Audiologist, Optometrist, Orthoptist, Physiotherapist (MBS item 82030, 93033, 93041)

Requirements d the referral to Allied Health practition ers

The paediatrician can refer to multiple eligible Allied Health practitionersurrently, but a separate referral letter
must be provided to each Allied Health practitioner. The referral should specifyeheadfithe assessment and if
appropriatespecify the number of services to be provided. Where the number of sessionspsaified, each

Allied Health practitioner can provide up to 4 assessment services without the need for review or agreement to
provide further assessment services.

Reviewrequirements following delivery of 4 Allied Health Assessment services

Where areligible Allied Health practitioner has provided 4 assessment services (through items 82000, 82005,
82010, 82030, 93032, 93040, 9308303041) and considers additional assesgrservices are required, they must
ensure the referring paediatrician undegtak review. If the type of review is not specified by the referring
paediatrician an acceptable means of review includes: a casgerw®, phone call, written correspondeseeure
online messaging exchange or attendance of the patient with thengefeaddiatrician.

Inter -disciplinary Allied Health referral

Eligible Allied Health practitioners are also able to make idteciplinary referrals to other eligible Allied Hitla
practitioners as clinically necessary to assist with the formulation afiglgaosis or contribute to the treatment and
management plan. Intelisciplinary referrals must be undertaken in consultation anciamge with the referring
paediatrician. Wiist they do not require the need for an attendance with the patient@téare or telehealth) by

the referring paediatrician, they do require an agreement from the referring paediatrician. This can be mndertake
(but is not limited to) an exchange blggme, written communication or secure online messaging.

Contribution to the Treatment and Management Plan through Allied Health referral

In addition to referring to Allied Health practitioners for assistance witimfilating a diagnosis, once a
paediatrican makes a complex neurodevelopmental disorder diagnosis, the paediatriciayuoiaythe
contribution of an eligible Allied Health practitioner to assist with the development of the Treatment and
Management platbefore billing item 135 or 92140).

MBS items 82000, 82005, 82010, 82030, 93032, 93040, 93033 or 93041 provide a cliah fian this purpose. It
is important to note that the service limit of a total of 8 services per patient per lifetime applyesgafdihether
the items are used for astsince with diagnosis or contribution to the treatment and management pléme and
referring paediatrician should be mindful of this when referring to eligible Allied Health practitioners.

Development of the Treament and Management Plan

Once the paediatian has made a diagnosis of a complex neurodevelopmental disorder, to conepiiete
requirements of item 135 or 92140 they must develop a treatment and management plan which includes:
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Written documentationdf he pati ent 6 s ¢ o mmplexmeumdevetbpmergahdissrdes inctudinga c o
any findings of assessments perfedr(which assisted with the formulation of the diagnosis or contributed to the
treatment and management plan)

1 Arisk assessment whigcheans assessment of:
o the risk to the pagint of a contributing canorbidity and
o environmental, physical, social and eroofil risk factors that may apply to the patient or to
another individual.
1 Treatment options which include:
0 Recommendations using aopsychosocial model
o Identify major treatmet goals and important milestones and objectives
0 Recommendation and referral fioeatment services provided by eligible Allied Health
practitioners (where relevant) and who should provide this, specifying nuritseatments
recommended (to a maximum 20 treatment services)
o Indications for review or episodes requiring escalatibineatment strategies
91 Documenting the Treatment and Management plan and providing a copy to the referring medical
practitioner and fevant Allied Health practitioner/s.

Referral for Allied Health Treatment services

Once a treatment and management plam jgace (under item 135 or 92140) the paediatrician can refer the
individual to eligible Allied Health practitioners for the prowisiof treatment services. Treatment sexgiaddress
the functional impairments identified through the comprehensive alemisessment which are outlined in the
treatment and management plan. Treatment services focus on interventions to address deaklopmen
delays/disabilities or impairments.

Eligible Allied Health treatment practitioners include:

1 Psychologist (MBS items 845, 93035, 93043)

1 Speech Pathologist (MBS items 82020, 93036, 93044)

9 Occupational Therapist (MBS items 82025, 93036, 93044)

1 Audiologist, Optometrist, Orthoptist, PhysiotherstiMBS items 82035, 93036, 93044)

A total of 20 Allied Health Treatment servicper patient per lifetime are available through the MBS, which may
consist of any combination of items 82015, 82020, 82025 or 8208&uivalent telehealth items. Whilst the
paediatrician can refer to multiple eligible Allied Health practitioners coently, a separate referral letter must be
provided to each Allied Health practitioner.

The referral should specify the goals of treatment and if appropriate, specify thenter of services to be
provided. It is the responsibility of the referring pasrdcian to allocate the number of treatment services (up to a
maximum of 10 services per course of treatment) in keeping withthevndd ual 6 s treat ment and m

It is important to note, that a benefit will not be paid for the MBS Allied Heé&iéatment services unless the-pre
requisite items (135 or 92140) have been processed through the Medicare claiming system.

Ontheconpl et i on of a # c ofied sy ¢he reférring paedamtricme, opttdmaxirsum efc

services), the eligibléllied Health practitioner must provide a written report to the referring paediatrician, which

should include information on the tte@nt provided, recommendationson futmrea nage ment of t he i nd
disorder and any advice to caregivers (such esnps carers, school teachers). This written report will inform the
referring paediatri ci ano0 s saveEesiWhéreosabsdquent coarses afrimeht@are f ur t h e
required after the initial 10 services (up to a maximum of 20 serpieepatient per lifetime) a new referral is

required.

Inconclusive assessment:
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Where a patient does not meet the diagnostic thrésii@ complex neurodevelopmental disorded where
ongoing medical management is required, patients can be manageghthotisequent attendance items (such as
116 or 91825) or where at least two separate diagnoses are made through item 132 or 92422,

Examples include where:

1 Neurodevelopment ass@Ement is incomplete or inconclusive

1 Neurodevelopmental impairment is preserfeiwer than two domains

1 Neurodevelopmental impairment is present in two or more domains, but individuals do not require
sufficient suport to meet criteria

1 Comprehensive, agappropriate neurodevelopmental assessment is impossible or unavailable (e.g. in
infants or young childrerparticularly those under 6 years of age)

These individuals may be conbopgmeptalfiataprgaieqtii necbmpl
reasessment in the future.

AN.0.25 Attendance services for eligible disabilities
Intention and eligibility of this service under item 137 and telehealth equivalent item 92141

Items 137 or telehealth equivalent iteml@2 are intended for diagnosis and treatter patients under 25 years of
age with an eligible disability by a specialis consultant physician.

Definition of Eligible Disabilities is found at AR.29.1
Referral pathways:

Early identification of, and ilrvention for, individuals with eligibleigabilities is important in promoting positive
longer term outcomes. Symptomsiazause clinically significant impairment in social, occupational or other
important areas of functioning.

Where indications of eligle disability concerns have beenidentfie and brought to the attent
GP to initially assess these @anns and the GP considers there are persisting indications that require more

specialised assessment, they are encouraged to refgpezialist or consultant physician focamprehensive

assessment.

Diagnostic Assessment:

The assessment and diagnogiareligible disability should be evaluated in the context of both a physical and
developmental assessment. The specialist or camsydhysician may require a number of sapaattendances
(through usual timeiered or subsequent attendance items 108, 91822, 91823, or 91833, 110, 116, 119, 122,
128, 131, 9182491826 or 91836) or 296308, 310, 312, 314, 316, 318, 31952, 437, 91827 91831, 91837
91839, 92455 92460) to complete a comprehensive accurate assessment and formulate ésdigriode other
disorders or assess for-oocurring conditions.

Multi -disciplinary assistance with assessment and/or contributiorotthe treatment and management plan:

Depedi ng on a range of factors, not ctédidisabilttiesdhe speciaistoe pat i e
consultant physician may require a mulisciplinary approach to complete a comprehensive amrassessment
and formulate a diagnosis.

Where the specialist or consultant physician determines the patient requitemabassessments to formulate a
diagnosis, through the assistance of an Allied Health practitioner, they are able to refeetitégati eligible
Allied Health providefrom standard attendance items (104, 105, 91822, 91823, or 91833, 110, 11221128,
131, 91824 91826 or 91836 or 296308, 310, 312, 314, 316, 318, 31952, 92437, 9182791831, 91837
91839, 92455 92460).
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Whilst Medicare rebates providerfa total of 8 Allied Health Assessment services per patient per lifetime, an
eligible Allied Health practitioner can only provide to 4 servicedefore the need for a review (the type of review
can be specifieth the referral to the eligible Allied H&h professional) by the referring specialist or consultant
physician, who musigree to the need for any additional Allied Health services prior to the delivery of the
remaining 4 Allied Health assessment services

Eligible Allied Health Assessment practiioners include:

1 Psychologist (MBS item 82000, 93032, 93040)

1 Speech Pathologi$MBS item 82005, 93033, 93041)

9 Occupational Therapist (82010, 93033, 93041)

1 Audiologist, Optometrist, Orthoptist, Physiotherapist (MBSn 82030, 93033, 93041)

Requirements ofthe referral to Allied Health practitioners

The specialist or consultant phyisia can refer to multiple eligible Allied Health practitioners concurrently, but a
separate referral letter must be provided to edtibdAHealth practitioner. The referrala@lid specify the intent of
the assessment and if appropriate, specify the nuaflservices to be provided. Where the number of sessions is
not specified, each Allied Health practitioner can provide up to 4 aseasservices without the need for review
agreement to provide further assessment services.

Review requirements folloving delivery of 4 Allied Health Assessment services

Where an eligible Allied Health practitioner has provided 4 assessment servioeglititems 82000, 82005,

82010, 82030, 3032, 93040, 93033 or 93041) and considers additional assessment serviogsilae, tbey must
ensure the referring specialist or consultant physician undertakes a review. If the type of review is not Bpecified
the referring specialist or consultgitysician an acceptable means of review includes: a case conference, phone
call, written correspondence, secure online messaging exchange or attendance of the patient with the referring
psychiatrist.

Inter -disciplinary Allied Health referral

Eligible Allied Health practitioners are also able to make idtsciplinary referrals to o#r eligible Allied Health
practitioners as clinically necessary to assist with the formulation of the diagnosis or contributecatthent and
management plan. Inteliscidinary referrals must be undertaken in consultation and agreement with thisgefer
specialist or consultant physiciakiVhilst they do not require the need for an attendance with the patientdface

face or telbealth) by the referring specialist or soitant physician, they do require an agreement from the referring
specialist oconsultant physician. This can be undertaken (but is not limited to) an exchange by phone, written
communication or secure online rsaging.

Contribution to the Treatment and Management Plan through Allied Health referral

In addition to referring to Allid Health practitioners for assistance with formulating a diagnosis, once the specialist
or consultant physician makes a diagnosissfiexialist or consultant physician maguee the contribution of an
eligible Allied Health practitioner to assist withe development of the Treatment and Management plan (before
billing item 137 or 92141).

MBS items 82000, 82005, 82010, 82030, 93@&N40, 93033 or 93041 provide a dual fumetfor this purpose. It

is important to note that the service limit of a tatb8 services per patient per lifetime apply regardless of whether
the items are used for assistance with diagnosis or contributitbe teeatment and management plan, aed th
referring specialist or consultant physician should be mindful of this wiieming to eligible Allied Health
practitioners.

Development of the Treatment and Management Plan

Once the specialist or consultantypltian has made a diagnosis of an elgitiisability, to complete the item
requirements of item 137 or 92141 they mustalop a treatment and management plan which includes:
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fTWritten documentation of the pat.iitindudirgary tndifigs r me d di

of assessmés performed (which assisted with the formulation of the diagnosis or conttitoutee
treatment and management plan)
1 A risk assessment which means assessment of:
o the risk to the patient of a contributing-omidity and
o environmental, physical, sociahd emotional risk factors that may apply to the patient or to
another individal.
9 Treatment options which:
0 Recommendations using a biopsychosocial model
o Identify major treatment goals and important milestoneksdjectives
0 Recommendation and referralftreatment services provided by eligible Allied Health
practitioners (where tevant) and who should provide this, specifying number of treatments
recommended (to a maximum of 20 treatment services)
o Indications br review or episodes requiring escalatafrireatment strategies
1 Documenting the Treatment and Management plan anddingva copy to the referring medical
practitioner and relevant Allied Health practitioner/s.

Referral for Allied Health Treatment services

Once a treatment and management @an place (after item 137 or 92141 has been claimed) the specialist or
consulant physician can refer the individual to eligible Allied Health practitioners for the provision of treatment
services. Treatment séces address the functional impairmentsntified through the comprehensive medical
assessment which are outlined in tleatment and management plan. Treatment services focus on interventions to
address developmental delays/disabilities or impairments.

Eligible Allied Health treatment practiti@rs include:

1 Psychologist (MBS items 82015, 93035, 93043)

1 Speech Pathologist (BB items 82020, 93036, 93044)

9 Occupational Therapist (MBS items 82025, 93036, 93044)

9 Audiologist, Optometrist, Orthoptist, Physiothpist (MBS items 82035, 93036, 93044)

A total of 20 Allied Health Treatment services per patient per lifetime are avatitablegh the MBS, which may
consist of any combination of items 82015, 82020, 82025 or 82035 or equivalent telehealth items. &Vhilst th
specialist or consultant physician cafier to multiple eligible Allied Health practitioners concurrently, a separate
referral letter must be provided to each Allied Health practitioner.

The referral should specify the goals of the treatment and ibpgpte, specify the number of servicebo
provided. It is the responsibility of the referring psychiatrist to alloteenumber of treatment services (up to a
maxi mum of 10 services per course of #andmanagemeentplan. i n

It is important to nte, that a benefit will not be paid for the MBS Allied Health Treatment seruitiess the pre
requisite items (137 or 92141) have been processed through the Medicare claiming system.

kee,

On the completiodntofrad médaoodr ¢ speadklisiof dorsudtantphysidian,epto ef er r i n

maximum of 10 services), the eligibAllied Health practitioner must provide a written report to the referring
specialist or consultant physician, which should includermation on the treatment provided, rewoendations

for future management of t h e caregivers (guctdas pateritss cars,s or d e r
schoolteachers). This written report will inform the referring specialist or consultant phySida de ci si on
further treatmenservices. Where subsequent courses of treatment after the initial 10 sereioeguired (up to a
maximum of 20 services per patient per lifetime) a new referral is required.

AN.0.26 Geriatrician Referred Pati ent Assessment and Management Plan (Items  141-147)

Items 141-147 apply only to services provided by a consultant physmiagspecialist in the specialty of Geriatric
Medicine who has completed the additional requirements of the Royal Australasian Gbiysicians for
recognition in the sulpecialty of geriatric medicine.
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Referral for Items 14147 should be througheigeneral practitioner for the comprehensive assessment and
management of frail older patients, older than 65, with complex, ofteragting medical, physical and
psychosocibproblems who are at significant risk of poor health outconreshe event tht a specialist of another
discipline wishes to refer a patient for this item, the referral should take place through the GP.

A compehensive assessment of an older personldlas a minimum cover;

- current active medical problems

- past medical history

- medication review;

- immunisation status;

- advance care planning arrangements;

- current and previous physical function includpgysonal, domestic and community actastiof daily living;
- psychological function including cognition and mood; and

- social function including living arrangements, financial arrangements, community services, social support and
carer issues.

Note: Gudance on all aspects of conducting a coghensive assessment on an older person is available on the
Australian and New &aland Society for Geriatric Medicine websitevatw.anzsgm.org

Some of the information coliéion component of the assessment mayeleered by a nurse or other assistant in
accordance with accepted medical p@gtiacting under the supervision of the geriatrician. The remaining
components of the assessment and development of the managementigianclude a personal attendance ey th
geriatrician.

A prioritised list of diagnoses/problems should be developsddan information provided by the history and
examination, and any additional information provided by other means, including atientef a person other than
the patient.

The management plan should be explained and if necessary provided in writidn tbe patient or where
appropriate, their family or carer(s).

A written report of the assessment including the management platd sfeoprovided to the general practitione
within a maximum of 2 weeks of the assessmédre prompt verbal communicati may be appropriate.

The Patient Assessment and Management plans must be kept for 2 years after the date of service.

Items 143 and47 are available in instances where tliei@tiates a review of the management plan provided under
items 141 and 145, ually where the current plan is not achieving the anticipated outctiriseexpected that when
a management plan is reviewed, anydifioation necessary will be made.

Iltems143 and 147 can be claimed once in a 12 month period. However, if there hassiggficant change in the
patient's clinical condition or care circumstances necessitating another review, an additional itert4¥4&o be

claimed. In these circumstagg; the patient's invoice or Medicare voucher should be annotated to briafgtend

the reason why the additional review was required (e.g. annotated as clinically indicated, exceptional circumstances,
significart change etc).

AN.0.27 Prolonged Attendan ce in Treatment of a Critical Condition (Items 160 164)
The conditions to be mékefore services covered by items 1884 attract benefits are:
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0] the patient must be in imminent danger of death;

(i) if the personal attendanéenot continuous, the occasion on which the service is provided is taken to be
the total time of the attendance; and

(iii) if personal attendance on a single patient is provided by 1 or more gemetaigners, specialists or
consultant pwsicians concurrently, each general practitioner, specialist or consultartiphysiay claim an
attendance fee.

AN.0.28 Family Group Therapy (Items 170, 171, 172)

These items refer to family group therapy swjsad by general practitioner, speciabistconsultant physician
(other than consultant psychiatrists). To be used, tte®s require that a formal intervention with a specific
therapeutic outcome, such as improved family function and/or communidatiomjertaken. Other types of group
attendinces do not attract benefits. It should be noted that only one fee appéisgantrof each group of patients.

AN.0.29 Acupuncture (Item 193, 195, 197 and 199)
ltems 193, 195, 197 and 199 cover not only théoperance of the acupuncture but includg aonsultation on the
same occasion and any other attendance on the same tlag ¢oindition for which acupuncture was given.

For the purpose of payment of Medicare benefits "acupuncture” is interpreted dsmtleatment by means other
than the usef acupuncture needles where the same effect is achieved without punctyreppdidation of
ultrasound, laser beams, pressure or moxibustion, etc.

For more information on the contehaised item structure usadthis Group, see para AN.0.9 of expléory notes
to this Category.

AN.0.30 Consultant Psychiatrist - Initial consulta tions for NEW PATIENTS (Items 296 to 299)

Referred Patient Assessment and Management Plan (Items 291 and 293) and referral to Allied

Mental Health Professionals

Referral for iems 291, 293, 92435 and 92436 should be through the general practitioneicqpaiauig 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 itenetreferral should 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 stagefdreatment, where clinically appropriafene choice of outcome tools to be used is at the clinical
discretion of the p&itioner, however the following outcome tools are recommended:

- Kessler Psychological Distress Scale (K10)
- Short Form Health SurygSF12)
- Health of the Nation Outcome &es (HoONOS)

Preparation of the management plan should be in consultationheithatient. If appropriate, a written copy of the
management plan should be provided to the patient. A written copy of the managkmesfiould be provided to

the general piitioner within a maximum of two weeks of the assessment. It should be natedohweeks is the

outer limit and in more serious cases more prompt provision of the plan and verbal communication with the GP or
paticipating nurse practitioner may be appriate. A guide to the content of the report which should be provided to
the GPor participating nurse practitioner under this item is included within this Schedule.

It is expected that item 291 or 92435 will bsiagle attendance. However, there maydésicular circumstances
where a patient has been referred by a GP or pariimipatirse practitioner for an assessment and management
plan, but it is not possible for the consultant psychiatrist to determihe initial consultation whether the patiés
suitable for management under such a plan. In these cases, where clapipatigriate, items 296, 297, 299 or
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92437 (for a new patient) or 3€D8 (for continuing patients) may be used, and item 291 or 9243%e used
subsequently, in those circstances where the consultant psychiatrist undertakes a consultation (in aceaevitn
the item requirements) prior to the consultation for providing the referring practitioner with an assessment and
management ph. It is not intended that items 296, 2999, 92437 or 30308 will generally or routinely be used

in conjunction withor prior to, item 291 or 92435.

Items 293 and 92436 are available in instances where the GP or participating nurse practitiatesrariéview of
the plan provided undetreim 291 or 92435, usually where the current plan is not achieving the antcipateme.
It is expected that when a plan is reviewed, any modifications necessary will be made.

The Royal Australian and New Zeala@dllege of Psychiatrists (RANZCP) RefatrBatient Assessment and
Management Plan Guidelines

Note: This information is mvided as a guide only and each case should be addressed according to a patient's
individual needs. An electronic version of the Gliites is available on the RANZCP websitexavw.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 Managment plan should address the specific tjoas and issues raised by the GP or participating nurse
practitioner

- In mostcases the patient is usually well known by the GP or participating nurse practitioner

History and Examination

This should focus on tharesenting symptoms and current diffieedt, including precipitating and ongoing stresses;
and only briefly mention angelevant aspects of the patient's family history, developmental history, personality

features, past psychiatric history and past neddiistory.

It should contain a comprehéwns relevant Mental Status Examination and any relevant pathology results if
performed.

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

Diagnosis

A diagnosis should be mackither using ICD 10 or DSM |V classifidan. In some cases the diagnosis may differ
from that stated by the GP or paigiating nurse practitioner, and an explanation of why the diagnosis differs should
be included.

Psychiatric formulation

A brief integated psychiatric formulation focussing the biological, psychological and physical factors. Any
precipitant and maintaing factors should be identified including relevant personality factors. Protective factors
should also be noted. Issues of riskhte patient or others should be highlighted

Management plan

1. Educationt Include a list of any handout material avaitatd help people understand the nature of the problem.
This includes recommending the relevant RANZCP consumer and carer clinidalepgaidelines.
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2. Medication recommentlans- Give recommendations for immediate management including the alternatives
options. This should include doses, expected response times, adverse effects and interactions, and a warning of any
contraindicaked therapies.

3. PsychotherapyRecommedations should be given on the most appropriate mode of psychotherapy required,
such as supportive psychotherapy, cognitive and behavioural psychotherapy, family or relationship therapy or
intensive explorative psyhotherapy. This should include recommeiates on who should provide this therapy.

4. Social measureddentify issues Wich may have triggered or are contributing to the maintenance of the problem
in the family, workplace or other social environmentebhneed to be addressed, including suggestfor
addressing them.

5. Other non medication measurekhis may include ther options such as life style changes including exercise and
diet, any rehabilitation recommendations, discussion of any completyemtgicines, reading recommendations,
relationship with other support services or agencies etc.

6. Indications for reeferral- It is anticipated that the majority of patients will be able to be managed effectively by
the GP or participating nurse praicther using the plan. If there are panter concerns about the possible need for
further review, these should be noted.

7. Longer term managemen®rovide a longer term management plan listing alternative measures that might be
taken in the future ifite clinical situation changes. This midda articulated as a relapse signature and relapse drill,
and should include drudpses and other indicated interventions, expected response times, adverse effects and
interactions.

Initial Consultation for a NEW PRIENT (item 296 in rooms, item 297 at hatsp, item 299 for home visits, or item
92437 for telehealth)

The rationale foitems 296, 297, 299 and 92437 is to improve access to psychiatric services by encouraging an
increase in the number of new patientsrsby each psychiatrist, while acknowletgjthat ongoing care of patients
with severe mental iliness is integral to tbhéerof the psychiatrist. Referral for items 296, 297, 299 and 92437 may
be from a participating nurse practitioner, medical pracgtiguractising in general practice, a spdist or another
consultant physician.

It is intended that either item 296, 22B9 and 92437 will apply once only for each new patient on the first
occasion that the patient is seen by a consultant psychiatiiess the patient is referred by a melgactitioner
practising in general practice or participating nurse practitiforean assessment and management plan, in which
case the consultant psychiatrist, if they agree that the patient is suitable &agyememt in a general practice setting,
will use item 291 or 92435 where an assessment and management plan is protieleeféoring practitioner.

There may be particular circumstances where a patient has been referred by a GP or participatingtitioerpra

to a consultant psychiatrist fan assessment and management plan, but it is not possible for the consultant
psychiatrist to determine in the initial consultation whether the patient is suitable for management under such a plan.
In these casesyhere clinically appropriate, item 296, 2299 or 92437 (for a new patient) or 3808 (for

continuing patients) may hesed and item 291 or 92435 may be used subsequently, in those circumstances where
the consultant psychiatrist undertakes a consuftgtioaccordance with the item requiren®rand provides the

referring practitioner with an assessment and managementfisnot generally intended that item 296, 297, 299

or 92437 will be used in conjunction with, or prior to, item 291 or 92435.

Useof items 296, 297, 299 or 92437 by on@swltant psychiatrist does not preclude them being used by another
consultant pgchiatrist for the same patient. The use of items 296, 297, 299 or 92437 are identical except for the
location of where the servicerisndered. That is item 296 is only avhifor consultations rendered in consulting
rooms, item 297 is only availablerfconsultations rendered at a hospital, item 299 is only available for
consultations rendered at a place other than consulting rmoankospital (suchasam pat i e)randdtesn h o me
92437 is only available for video consultations.
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Items 300 308 areavailable for consultations in consulting rooms other than those provided under items 296, 291
and 293. Similarly, time tiered itemsmain available for hospital, and homeitgisThese would cover a new course

of treatment for patients who have alreaédgib seen by the consultant psychiatrist in the preceding 24 months as
well as subsequent consultations for all patients.

Referral to Alied Mental Health Professionals (for nemnd continuing patients)

To increase the clinical treatment options availablpdychiatrists and paediatricians for which a Medicare benefit
is payable, patients with an assessed mental disorder (dementiapgetibacco use disorder and mental
retadation are not regarded as mental disorders for the purposes of these iterhs)refayred to mental health
professional for a total of ten individual allied mental health services in a calendar year. Theites sy

consist of GP focussed psychda@al strategies services (items 2721, 2723, 2725, 2727; 91818, 91819, 91842 and
91843) or norspecialist medical practitioner items (283, 285, 286, 287, 91820, 91821, 91844 and 91845);
psychological therapy sengs items30000, 80005, 80010, 80015, 91166167, 91181 and 91182provided by
eligible clinical psychologists; and/éwcussed psychological strategieslied mental health services (items 80100,
80105, 80110, 80115, 80125, 80130, 80135, 80140; §@HE®S5, 80160, 80165; 91169, 91170,; | 1F1173,
91175, 91176, 91183, 91184, 91185, 91186, 91187 and 91p88)idedby eligible psychologists, occupational
therapists and social workers.

Referrals from psychiatrists and paediatricians to an alliedahbkealth professional must be made freligible
Medicare services. For specialist psychiatrists and paediatricissesgbevices include any of the specialist
attendance items 104 through 109. For consultant physician psychiatrists the relevdat\ddibare services
cover any of the comdtant psychiatrist items 293 to 299, 92436 and 92437; while for consultantiphys
paediatricians the eligible services are consultant physician attendance items 110 through 133.

Within the maximum service allation of ten services, the allied mentabhh professional can provide one or

more courses of treatment. For the purgasethese services, a course of treatment will consist of the number of
services stated in the patient's referral (up to a maximwsix @fi any one referral). These servisesuld be

provided, as required, for an initial course of treatment (a maxinilgix services but may be less depending on the
referral and patient need) to a maximum of ten services per calendar year.

While suchreferrals are likely to occur for new patits seen under items 296, 297, 299 or 92437, they are also
available for patiets at any point in treatment (from items 293 to 299, 92436 and 92437), as clinically required,
under the same arrangements and lincitet as outlined above. The referral mayito the form of a letter or note to
an eligible allied health professional sgghand dated by the referring practitioner.

Patients will also be eligible to claim up to ten services within a calendar year figr theyapy services involving
4-10 patiens to which items 80020, 80021, 80022, 80023, 80024 and 80025 (psychologiapy theinical
psychologist), 8012@0121, 80122, 80123, 80127 and 80{f2&8ussed psychological strategigssychologist),
80145, 8146, 80147, 80148, 80152, 80153 (focugzegthological strategiesoccupational therapist) and 80170
(focussed psychotsical strategies social worker) apply. These group services are separate from the individual
services and do not count towards the individual services per calendar yeaximum associated with those
items.

AN.0.31 Psychiatric Attendances (Item 319 )
Medicare benefits are attracted under Item 319 only where patients are diagnosed as suffering from:

- severe persaiity disorder (predominantly from clustBrgroupings), or in persons under 18 years of
age a severe disruption of peratity development; or

- anorexia nervosa; or
- bulimia nervosa; or

- dysthymic diseder; or
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- substanceelaed disorder; or
- somatoform disorder; or
- apervasive developmental disorder (including autism and Asperger's disorder)

according to the relevant criteria set out in the Diatio@nd Statistical Manual of the AmericBsychiatric
Association- Fourth Edition (DSMIV).

It is not sufficient for tle patient's illness to fall within the diagnostic criteria. It must be evident that a significant
level of impairment exists which iatferes with the patient's quality of lifEor persons 18 years and over, the level
of impairment must be within the ramd to 50 of the Global Assessment of Functioning (GAF) Scale contained in
the DSMIV (ie the patient is displaying at least "seriogsginptoms). The GAF score, incorporatihg parameters
which have led to the score, should be recorded at the time ofi@ooement of the current course of treatment.
Once a patient is identified as meeting the criteria of item 319, he/she continuedigibbe under that item for the
durationof the current course of treatment (provided that attendancesitamder300 b 308 and 31910 not exceed
160 in a calendar year). Where a patient commences a new course of treatment, the GAF score initelation to
319 is the patient's score as assdshuring the new course of treatment.

In addition to the above diagnostic eriti and level of functional impairment, it is also expected that other
appropriate psychiatric treatment has been used for a syiiidel and the patient has shown littteno response
to such treatment. It is expected that such treatment would @dbud not be limited to: shorter term
psychotherapy; less frequent but long term psychotherapy; pharmacological therapy; cogmétiweune¢herapy.

It is the responsibilityf the psychiatrist to ensure that the patient meets these crimgices Australiavill be
closely monitoring the use of item 319.

When a patient who meets the criteria defined in item 319 attends a psgtbiamore than 160 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 itd® 3y suitably trained psychiatrists. hetinterim it is expected that
psychiatrists whose usual practioeludes long term intensive treatment of patients whose diagnoses meet the
criteria defined in the item will be using item 319.

On the basis of adce from the RANZCP it is expected thatiould be generally inappropriate in normal clinical
practice forpsychiatric treatment performed out of hospital to extend beyond 220 sessions in a calendar year. In this
regard,Services Australiavill be monitaing providers' practice patterns with i@w to the referral of possible cases

of inappropride practice to the Director of Professional Services Review.

AN.0.32 Interview of Person other than a Patient by Consultant Psychiatrist (Items 348, 350, 352)

Items 348 and 350 refer to investigativeemtews of a patient's relatives or close assoctatéetermine whether

the particular problem with which the patient presented was focused in the patient or in the interaction between the
patient and the persdreing interviewed. These items do not aoseunselling 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 mlittonsultation. There is no strict lintit the number of interviews or

persons interviewedhithat period. These items should not be used for interviews concerned with the continuing
management of the patient.

Item 352 refers to investigative interviewsa patient's relatives or close asstasao focus on a particular
clinically relevant prblem 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 benefiler this item is limited to four in
any twelve month period.

Benefits are payable forein 348, 350 or 352 and for a consultation with a patient (items 328) on the same day
provided that separate attendances are involved.
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For Medicare benefjpurposes, charges relating to serviceseced by items 348, 350 and 352 should be raised
aganst the patient rather than against the person interviewed.

AN.0.33 Consultant Occupational Physician Attendances (Items 385 to 388)
Attendances by consultantagpational physicians will attract Medieabenefits only where the attendance relates
to oneor more of the following:

(i) evaluation and assessment of a patient's rehabilitation requirements where the patient presents with an accepted
medical condition(swhich may be affected e consultanbccupational physician's working environment or
empbyability; or

(i) management of accepted medical condition(s) which may affect a patient's capacity for continued employment
or return to employment followingr@on-compensablaccident, injury or iHhealth; or

(iii) evaluation and opinion and/or managem of a patient's medical condition(s) where causation may be related to
acute or chronic exposures from scientifically accepted environmental hazards or toxins.

AN.0.34 Contact Lenses (Items 10801 -10809)

Benefits are paid for consultations concernedhhe prescription and fitting of contact lenses only if patients fall
into specified categories (ie patients with certain conditions). The classes of paiigilis felr benefits for contact
lens consliations are described in items 10801 to 10809.

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

(a) reasons of appearance (because they do ndttovarear spectacles);
(b) sporting purposes;

(© work purposes; or

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

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

AN.0.35 Refitting of Contact Lenses (Item 10816)

This item covers the refitting of contact lenses where this becomes neceiaryhe thirtysix month time limit
where the patient requires a change in contact leariabor basic lens parameters, other than simple power
change, because of a structure or functional change in the eye or an allergic response.

AN.0.36 Health A ssessments (Items 701, 703, 705, 707)
There are four timebased health assessment items, atingj of brief, standard, long and prolonged consultations.
Brief Health Assessment (MBS Item 701)

A brief health assessment is used to undertake simple hesdfsasents. The health assessment shdgchia
more than 30 minutes to complete.

Standard Hedth Assessment (MBS Item 703)

A standard health assessment is used for straightforward assessments where the patient does not present with
complex health issuesibmay require more attention than carpbevided in a brief assessment. The assessment
lastsmore than 30 minutes but takes less than 45 minutes.

Long Health Assessment (MBS Item 705)
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A long health assessment is used for an extensive assessment, wipatietit has a range of health issues tha
require more irdepth consideration, and longgerm strategies for managing the patient's health may be necessary.
The assessment lasts at least 45 minutes but less than 60 minutes.

Prolonged Health AssessmentMBS Item 707)

A prolonged health assessménused for a complex assessment of a patientsigtiificant, longterm health
needs that need to be managed through a comprehensive preventive health care plan. The assessment takes 60
minutes or more to comgite.

General practitioners may select mfeahe MBS health assessment items to provide dhhaasessment 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 taketo complete the health assessment servibés is determined by the complexity of the patgen

presentation and the specific requirements that have been established for each target group eligible for health
assessments.

MBS Items 701, 703, 705 and 70Aynbe used to undertake a health assedsimethe following target groups:

Target Group Frequency of Service
A type 2 diabetes risk evaluation for people aged9@ears (inclusive) with 4
high risk of Once every three years to an

developing type 2 diabetes as determined by tigtralian Type 2 Diabetes |eligible patient
Risk Assessmeritool

A health assessment for people agedi@%years (inclusive) who are at risk o

developing chronic disease Once only to an eligible patient

A health assessmentrfpeople aged 75 years and older Providedannually to an eligible

patient
A comprehensive méchl assessment for permanent residents of residentig Provided annually to an eligible
aged care facilities patient
A health assessment for people with an latglial disability E;?i\é'gf d annually to aeligible
A health assessment for refugees other humanitarian entrants Once only to an eligible patient
A health assessment for former serving members of the Australian Defen

Force Once only to anl@gible patient

A health assessment medhs assessment of a patient's health and phypgathological and social function and
consideration of whether preventive health care and education should be offered to the patient, to improve that
patient's halth and physical, psychological and sbéisction.

Health assessments are not availableeimple who are ipatients of a hospital or care recipients in a residential

aged care facility (with the exception of a comprehensive medical assessment pimegetmanent resident of a
residentialaged care facility).

Before a health assessmentasnenenced, the patient (and/or the patient's parent(s), carer or representative, as
appropriate) must be given an explanation of the health assessment prodeskkahdbenefits. The patient must

be aked whether they consent to the health assessriggt frerformed. In cases where the patient is not capable of
giving consent, consent must be given by the patient's parent(s), carer or representative. Cthieseedth
assessment must be noted ia gatient's records.

A health assessment must inctutthe following elements:
a. information collection, including taking a patient history and undertaking or arranging examinations and

investigations as required;
b. making an overall assessment of the patient;
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recommending appropriate interventions;

providing adiice 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 reconemdations about matters covered by thdthessessment; and

f. offering the patient's carer @y, and if the general practitioner considers it appropriate and the patient

agrees) a copy of the report or extracts of the report relevant to the carer.

Qo

A hedth assessment may only be claimed lgeaeral practitioner.

A health assessment should getigrbe undertaken by the patient's ‘usual doctor'. For the purpose of the health
assessment items, 'usual doctor' means the general practitioner, or a ganttiahgr working in the medical
practice which has provided the majority of primary heaitire 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.

A health assessmesitould not take the form of a health scieg service.
A copy of the Health Assessment mustrbtained for a period of 2 years after the date of service.

MBS health assessment items 701, 703, 705, 707 must be provided by a general practitioner patendaity

upon a patient. Suitably quaéfl health professionals, such as practice nursAbarniginal and Torres Strait

Islander health practitioners, employed and/or otherwise engaged by a general practice or health service, may assist
general practibners in performing health assessments&hSassistance must be provided in accordance with

accepted medical practice and under the supervision of the general practitioner. This may include activities
associated with:

- information collection; and
- providing patients with information about recoranded interventions at the direction of the gerpnatitioner.

The general practitioner should be satisfied that the assisting health professional has the necessary skills, expertise
and training to collect thimformation required for the health asse®nt.

General practitioners should not conduct pasate consultation for another healgated issue in conjunction with

a health assessment unless it is clinically necessary (ie. the patient has an acethedbieeds to be managed
separately frm the assessment). The only exception is the corapsdle medical assessment, where, if this health
assessment is undertaken during the course of a consultation for another purpose, the health assessmém item and
relevant item for the other consultaiimay both be claimed.

Items 701, 703, 705 and 7@® not apply for services that are provided by any other Commonwealth or State

funded services. However, where an exemption under subsection 19(2Heftltle Insurance Act 1978as been

granted to an Boriginal Community Controlled Health Service ort8ta@erritory Government health clinic, items

701, 703, 705 and 707 can be claimed for services provided by general practitioners salaried by or contracted to, the
Service or health clinic. All other reqaiments of the items must be met.

Iltem 10990 or 109D (bulk billing incentives) can be claimed in conjunction with any health assessment, provided
the conditions of item 10990 and 10991 are satisfied.

AN.0.37 Health Assessment provided as a type 2 diabete s risk evaluation for people aged 40 -49

years with a high risk of developing type 2 diabetes as determined by the Australian Type 2

Diabetes Risk Assessment Tool

ltems 701, 703, 705 and 707 may be used to undeattyme 2 diabetes risk evaluation for ploaged 419 years
(inclusive) with a high risk ofleveloping type 2 diabetes, as determined by the Australian Type 2 Diabetes Risk
Assessment Tool.

The aim of this health assessment is to review the factoeslyimty the 'high risk' score identified Ibhe Australian

Type 2 Diabetes Risk Assessment Mmoinstigate early interventions to assist with the prevention of type 2
diabetes.
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The Australian Type 2 Diabetes Risk Assessment Tool has been developedde prbasis for both health
professionad and health consumers to assess the risk of tggb2tes.It consists of a short list of questions which,
when completed, provides a guide to a patient's current level of risk of developing type 2 diabetes.

The Australian Type 2 Diabetes Risk Assesstrieool can be obtained frothe Department's prevention of
diabetes web page

Clinical risk factors that the general pradtiter must consider when providing this health assessinclude:
(a) lifestyle, such as smoking, physical inactivity and poor nutrition;

(b) biomedical risk factors, such as high blood pressure, impaired gluetabalism and excess weight;
(c) any releant recent diagnostic test results; and

(d) a familyhistory of chronic disease.

The health assessment must include the following:

(a) assessing a patient's high risk score, as determined by the AustralianDigpet2s Risk Assessment Tool
which has ben completed by the patient within a period of 3 therprior to undertaking the health assessment;

(b) updating the patient's history and undertaking physical examinations and clinical investigations;
(c) making a overall assessment of the patient's fégkors and of the results of examinations andstigations;

(d) initiating interventions, if appropriate, including referrals and follgwservices relating to the management of
any risk factors identified; ah

(e) giving the patient advice and infoation, including strategies to achieve lifestyle aetiaviour changes if
appropriate.

The completion of the Australian Type 2 Diabetes Risk Assessment Tool is mandatory for patient access to this
health assessmenThe tool can be completed either bg thatient or with the assistance of a health prafeakor
practice staff.

A health assessment for a type 2 diabetes risk evaluation for people ag@gd@rs with a high risk of developing

type 2 diabetes astermined by the Australian Type 2 DiakseRisk Assessment Tool may only be claimed once
evel three years by an eligible patient.

AN.0.38 Health Assessment provided for people aged 45  -49 years who are at risk of developing
chronic disease

ltems 701, 703705 and 707 may be used to undertakeadth assessment for people agedt@%years (incluse)
who are at risk of developing chronic disease.

For the purposes of this health assessment, a patient is at risk of developing a chronic disease iifigalthe cl
judgement of the attending genepaéctitioner, a specific risk factor for chronic elise is identified.

Risk factors that the general practitioner can consider include, but are not limited to:
(a) lifestyle risk factors, such as smoking, physicattivity, poor nutrition or alcohol use

(b) biomedical risk factors, such as high cholesténigh blood pressure, impaired glucose metabolism or excess
weight; or

(c) family history of a chronic disease.
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A chronic disease or condition is one thas baen or is likely to be present for @t six months, including but not
limited to asthmacancer, cardiovascular illness, diabetes mellitus, mental health conditions, arthritis and
musculoskeletal conditions.

If, after receiving this health assessme patient is idenfiéd as having a bh risk of type 2 diabetes as determined
by the Austalian Type 2 Diabetes Risk Assessment Tool, the general practitioner may refer that person to a
subsidised lifestyle modification program, along with other fmsstrategies to improve the health stadfithe
patient (further information is available ldtp://www.health.gov.au/preventionoftype2diabgtes

The Australian Type 2 Diabetes Riskg&ssment Tool can be obtained from
http://www.health.gov.au/preventionoftype2diabetes

A health assessment for people agedi@%years who are at risk of developing chronic disease mgybertlaimed
once by an eligible patient.

AN.0.39 Health Assessment provided for people aged 7 5 years and older

Iltems 701, 703, 705 and 707 may be used to undertake a health assessment for people aged 75 years and older.
A health assessment for peopleedd5 years and older is an assessmeatpaitient's health and physical,
psychological and sxal function for the purpose of initiating preventive health care and/or medical interventions as
appropriate.

This health assessment must include:

(a) measunment of the patient's blood pressure, pukste and rhythm;

(b) an assessment of the patientedication;

(c) an assessment of the patient's continence;

(d) an assessment of the patient's immunisation status for influenza, tetanus and pneumococcus;

(e) an assessment of the patient's physicatfiom, including the patient's activities of dailyiig, and whether or
not the patient has had a fall in the last 3 months;

(f) an assessment of the patient's psychological function, including the patientt®ocmd mood; and

(g) an assessment dfet patient's social function, including the availiypihnd adequacy of paid and unpaid help,
and whether the patient is responsible for caring for another person.

(h) A health assessment for people aged 75 yaatolder may be claimed once every twehanths by an eligible
patient.

AN.0.40 Health Asses sment provided as a comprehensive medical assessment for residents of
residential aged care facilities

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

This health asssment requires assessment of the resident's health and physical and psychological function, and
must include:

(a) making a written summary of the comprehengieglical assessment;
(b) developing a listf diagnoses and medical problems based on the aidd#tory and examination;

(c) providing a copy of the summary to the residential aged care facility; and
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(d) offering the resident a copy of the summary.

A residential aged care facility is a facility which residential care services, as defined @Athed Care Act 198
are provided.This includes facilities that were formerly known as nursing homes and ho&tpkxson is a
resident of a residential agjeare facility if the person has been éitiea as a permanent resident of that facility.

This health assessment is available to new residents on admission into a residential aged care facility. It is
recommended that new residents should receive ththlesslessment as soon as possible aftaisatbn,
preferably within six weeks following admies into a residential aged care facility.

A health assessment for the purpose of a comprehensive medical assessment of a resident of a residential aged care
facility may be claimed by an eligible patie

(a) on admission to a residential aged careifgcprovided that a comprehensive 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.
AN.0.41 Health Assessment provided for people with anin  tellectual disability
Items 701, 703, 705 and 707 may be used to undertake a health assessment for people with an intellectual disability.

A person is considedeto have an intellectual disability ifél have significantly subverage general intelleclua
functioning (two standard deviations below the average intelligence quotient [IQ]) and would benefit from
assistance with daily living activitiedVhere geneaxl practitioners wish to confirm intellaal disability and a

patient's need for assistancahactivities of daily living, they may seek verification from a paediatrician registered
to practice in Australia or from a governmgmbvided or funded disality service that has assessed the pdfient
intellectual function.

The health assessment pidrs a structured clinical framework for general practitioners to comprehensively assess
the physical, psychological and social function of patients with aldatigal disability and to identify any rdeal
intervention and preventive health care reqlird he health assessment must include the following items as
relevant to the patient or the patient's representative:

(a) Check dental health (including deiatit);

(b) Conduct aural examination (argenformal audiometry if audiometry has not been catetliwithin 5 years);

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

(d) Assess nutritional stagyincluding weight and height measurements) andiaweof growth and development;
(e) Assess bowel and bladder function (particularly for incontinence or chronic constipation);

(f) Assess medications (includimgn-prescription medicines taken by thdipat, prescriptions from other doctors,
medicationgrescribed but not taken, interactions, side effects and review of indications);

- Advise carers of the common side effects and interactions.
- Consier the need for a formal medication revie

(g) Check immunisation status, including influenteganus, hepatitis A and B, Measles, Mumps and Rubella
(MMR) and pneumococcal vaccinations;

(h) Check exercise opportunities (with the aim of moderate exdorisg least 30 minutes per day);
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(i) Check whether the support provided for activities oflyléiving adequately and appropriately meets the patient's
needs, and consider formal review if required;

()) Consider the need for breast examination, mammagragervical screening, testicular exantioa, lipid
measurement and prostate assessment #sefgeneral population;

(k) Check for dysphagia and gastvesophageal disease (especially for patients with cerebral palsy), and arrange for
investigation otreatment as required;

() Assess risk faors for osteoporosis (including diet, exercise, Nita D deficiency, hormonal status, family
history, medication fracture history) and arrange for investigation or treatment as required;

(m) For patients diagnodewith epilepsy, review of seizure contf@icluding anticonvulsant drugs) and consider
referral to a neurologist at appropriate intervals;

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

(o) For patierg without a definitive aetiological diagsis, consider referral to a genetic clinic every &rge

(p) Assess or review treatment forogwrbid mental health issues;

(q) Consider timing of puberty and management of sexual development, sexual activépradgictive health; and
(r) Consider whdter there are any signs of physical, psychologicabaual abuse.

A health assessment for people with an intellectual disability may be claimed once every twelve months by an

eligible patient.

AN.0.42 General P ractitioner 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 this health assessment is to intevdaw refugees and other humanitarianasms to the Australian
primary health care system, s@on as possible (within twelve months) of their arrival in Australia.

The health assessment applies to humanitarian entrants who reside in Australia hgithlartoeaccess Medicare
services, inclding Refugees, Special Humanitarian Program, Tempdtamanitarian and Protection Program
entrants with the following relevant visas granted under the Migration Act 1958:

Offshore Refugee Category including:

(a) Subclass 200 (Refugee) visa;

(b) Subclas201 (InCountry Special Humanitarian) visa;

(c) Subdass 203 (Emergency Rescue) visa; and

(d) Subclass 204 (Woman at Risk) visa.

Offshore Global Special Humanitarian:

(e) Subclass 202 (Global Special Humanitarids.

Offshore - Temporary Humanitarian Visas (THV) including:

(f) Subclass 070 Bridging (Reoval Pending) visa;
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(g) Subclass 786 (Temporary (Humanitarian Conceisg; and
(h) Subclass 790 (Safe Haven Enterprise) visa.

Onshore Protection Program inclding:

(i) Subclass 866 (Protection) gis

Patients are required to provide their generattifaner (other than a specialist or consultant physician) with proof

of their visa status and date of arrival in Australiilernatively, general practitionersay telephone Services

Australiaon 13200 t o check t he pat i e stbedpsesentwithghe denekralptagtitioneTditbe pat i e
time that Services Australia is contacted.

The general practitioner and the patient can access translat@esetiirough the Commonwealth Governngent'
Translating and Interpreting Service (TIS) and Bleetors Priority LineTo be eligible for the feéree TIS and
Doctors Priority Line, the general practitioner must be in a general practice providing Medivaess®e patients
who are permanent relgints in Australia and do not speak English.

A healh assessment for refugees and other humanitarian entrants may only be claimed once by an eligible patient.
AN.0.43 Health Assessment for Aboriginal and Torres St rait Islander People (MBS Item 715)

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

- An Aboriginal or Torres Strait Islander tdhiwho is less than 15 years.
- An Aboriginal or Torres Strait Islander person who is ageddeh 15 years and 54 years.
- An Aboriginal or Torres Strait Islander older person who is aged 55 years and over.

A health assessment means the assessmenttieat[s health and physical, psychol@yend social function and
consideration of whetherg@ventive health care and education should be offered to the patient, to improve that
patient's health and physical, psychological and social function.

MBS item715 must include the following elements:

(a) information collection, including taking a patidnstory and undertaking examinations and investigations as
required;

(b) making an overall assessment of the patient;
(c) recommending appropriate interventipns
(d) providing advice and information tbe patient; and

(e) keeping a record of the headthisessment, and offering the patient, and/or patient's carer, a written report about
the health assessment with recommendations about matters covered by thadseakment; and

(f) offering the patietis carer (if any, and if the general practitionemgiders it appropriate and the patient agrees) a
copy of the report or extracts of the report relevant to the carer.

If, after receiving this health assessmanpatient who is aged fifteen years andrdbut under the age of 55 years,

is identified as hving a high risk of developing type 2 diabetes as determined by the Australian Type 2 Diabetes
Risk Assessment Tool, tlgeneral practitioner may refer that pardo a subsidised lifestyle modificatipnogram,
along with other possible strategies to e the health status of the patient.

The Australian Type 2 Diabetes Risk Assessment Tool can be obtained from
http://www.health.gov.@preventionoftype2diabetes
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A health assessment magly be claimed by a general practitioner.

A health assessment should generally be undertaken by the patient's ‘'usual Borcthe. purpose of the health
asessment, "usual doctor" means the gdm@eectitioner, or a general practitioner workingtie 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 majorityof care to the patient over the next tweemonths.

The Health Assessment for Aboriginal ahafres Strait Islander People is not available to people who-are in
patients of a hospital or care recipients in a residential aged care facility.

A health assessnent should not take the form of a hiealtreening service (see General Explanatory Not&3.G).

MBS health assessment item 715 must be providedgeyaral practitioner personally attending upon a patient.
Suitably qualified health professionalschuas practice nurses, Aboriginal heailtbrkers or Aboriginal and Torres

Strait Islander hetll practitioners employed and/or otherwise engaged by a general practice or health service, may
assist general practitioners in performing this health assess®ecth. assistance must be provided iroetance

with accepted medical practice and undersingervision of the general practitiondrhis may include activities
associated with:

- information collection; and
- providing patients with information abbrecommended interventions at the directof the general practitioner.

The general practidner should be satisfied that the assisting health professional has the necessary skills, expertise
and training to collect the information required for the treatsessment.

General practitioners shiol not conduct a separate consultation in conjunctith 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 previded by any other Commonwealth or State fundedices.
However, where an exemption under subsection 19(2) di¢ladth Insurance Act 1973as been granted to an
Aboriginal Community Controlled Health Sereior State/Territory Government healtini, item 715 can be
claimed for services provided/ lyeneral practitioners salaried by or contracted to, the Service or health Alinic.
requirements of the item must be met.

Iltem 10990 or 10991 (bulk billinpcentives) can be claimed in conjunctiwith any health assessment provided to
an Aboriginaland Torres Strait Islander person, provided the conditions of item 10990 and 10991 are satisfied.

The Health Assessment for Aboriginal and Torres Strait IstaRdeple may be provided once every 9 then

AN.0.44 A Health Assessment for an Aboriginala  nd Torres Strait Islander child (less than 15 years
of age)
An Aboriginal and Torres Strait Islander child health assessment must include:

a. a personal attendancyg b general practitioner;
b. taking the pa#int's medical history, including the following:
i. mother's pregnancy history;
ii. birth and neenatal history:
iii. breastfeeding history;
iv. weaning, food access and dietary history;
v. physical activity;
Vvi. previous presentationspspital admissions and medication usage;
vii. relevant family medical history;
viii. immunisation status;
ix. vision and hearing (including neonatal hearing screening);
x. development (including achievement of age appropriate milestones);
xi. family relationships, social circustances and whether the person is casetyf another person;
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Xil.

Xiii.
Xiv.

XV.

XVi,
XVii.
XViii.
XiX.

exposure to environmental facsqincluding tobacco smoke);
environmental and living conditions;

educational progress;

stressful life events;

mood (including incidence of depression and riskedf-harm);
substance use;

sexual andeproductive health; and

dental hygiene (including aess to dental services).

c. examination of the patient, including the following:

i
ii.
iii.
iv.
V.
Vi.
vii.

viii.

iX.
X.
Xi.
Xii.

measurement of height and weight to calculate body mass index and position mwiecgrve;
newborn baby check (if notr@viously completed);

vision (including red reflex i@ newborn);

ear examination (including otoscopy);

oral examination (including gums and dentition);

trachoma check, if indicated;

skin examination, if indicated,;

respiratory examination, if indicated;

cadiac auscultation, if indicated;

development assessmt, if indicated, to determine whether age appropriate milestones have been

achieved;

assessment of parent and child interaction, if indicated; and

other examintons in accordance with national or regal guidelines or specific regional needs,
or as indcated by a previous child health assessment.

d. undertaking or arranging any required investigation, considering the need for the following tests, in
particular:

haemoglobin testing for those at a higékrof anaemia; and
audiometry, if required, especialior those of school age

e. assessing the patient using the information gained in the child health check; and

—h

making or arranging any necessary interventions dedra¢és, and documenting a simple strgtéay the

good health of the patient.

AN.0.45 A heal th assessment for an Aboriginal and Torres Strait Islander adult (aged between 15
years and 54 years)
An Aboriginal and Torres Strait Islander adult health assess must include:

a. a personal attendanbg a general practitioner;
b. taking the patient's medithistory, including the following:

i
ii.
iii.
iv.
V.
Vi.
Vii.

viii.

IX.

X

current health problems and risk factors;

relevant family medical history;

medication usage (including medication obtainéith@ut prescription or from other doctdrs
immunisation status, by reference to the approgGarrent age and sex immunisation schedule;
sexual and reproductive health;

physical activity, nutrition and alcohol, tobacco or other substance use;

hearing I®s;

mood(including incidence of depressiand risk of sekharm); and

family relationships ashwhether the patient is a carer, or is cared for by another person;
vision

c. examination of the patient, including the following:

iii.
iv.
V.
Vi.

measurement of the patient's ddbpressure, pulse rate and rhythm;

measuement of height and weight to calculate body madsxrand, if indicated, measurement of
waist circumference for central obesity;

oral examination (including gums and dentition);

ear and hearing examination (inding otoscopy and, if indicated, a whispest); and

urinalysis (by dipstick) for proteinurea

eye examination; and
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d. undertaking or arranging any required investigation, considering the need for the following tests, in
particular, (in accordance with natial or regional guidelines or specifigrenal needs):
i. fasting blood sugar and lipids (byblaratory based test on venous sample) or, if necessary, random
blood glucose levels;
ii. cervical screening;
iii. examination for sexually transmitted infection (by urimeendocervical swab for chlamydia and
gonorrhoea, especially for those aged from 15 to 35)eand
iv. mammography, if eligible (by scheduling appointments with visiting services or facilitating direct
referral).
e. assessing the patient using the informatiamed in the adult health assessmend; an
making or arranging any necessary interventionsraferals, and documenting a simple strategy for the
good health of the patient.

—h

An Aboriginal and Torres Strait Islander Older Person's health assessmentsmiustiade:

a. keeping a record of the h#alssessment; and
b. offering the patient a written rept on the health assessment, with recommendations on matters covered by
the health assessment;

AN.0.46 A health assessment for an Aboriginal and Torres Strait | slander older person (aged 55
years and o ver)
An Aboriginal and Torres Strait Islander OldesrBon's health assessment must include:

a personal attendance by the general practitioner;
measurement of the patient's blood pressure, pulse rate and rhythm;
anassessment of the patient's medication;
an assessment of the patient's continence;
an assessmeof the patient's immunisation status for influenza, tetanus and pneumococcus;
an assessment of the patient's physical functions, including the patienttseaatifvdaily living and
whether or nothie patient has had a fall in the last 3months;
an asessment of the patient's psychological function, including the patient's cognition and mood;
an assessment of the patient's social function, including:
i. the avaiability and adequacy of paid, and unpdidip;
ii. whether the patient is responsible for carfimganother person;
i. an eye examination

~P 20D

@

An Aboriginal and Torres Strait Islander Older Person's health assessment must also include:

keeping a record of the heallksessment; and

offering the patient a ritten report on the health assessment, with

recommedations on matters covered by the health assessment; and

offering the patient's carer (if any, and if the practitioner considers it appropriate and the pegiesit ag
copy of the report or extracts tife report relevant to the carer.

oo

AN.0.47 Chronic D isease Management Items (Items 721 to 732)

Item [Minimum

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

Contribution to a Multidisciplinary Care Plar, o a Review of a Multidisciplinary Car

Plan, for a patient who is not a care recipient in a residential aged care facility 729 |3 months

Contribution to a Muitisciplinary Care Plan, or to a reviewa multidisciplinary care

plan, for a resident in aaged care facility 731 |3 months
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Review of a GP Management Plan or Coordination of a Review of Team Care

732 |3 months
Arrangements

* CDM services may be providemore frequently in the exceptional esinastances defined below.

Exceptional circumstances exist for a patient if there has been a significant change in the patient's clinical condition
or care requirements that necessitates the performance of the fardneeptient.

Patients with a mental health condition beirepted under thBetter Access to Psychiatrists, Psychologists and
General Practitioners through the Medicare Benefits Schedule (MEBSer Access) initiative or under an Eating
Disorder Teatment ad Management Plan (EDTMP) are also eligible to ree@ivi CA service. However, the

general practitioner should consider whether it would be more appropriate to review any existing TCA rather than
devel op a new one s pentalhtdhcoaditibny f or t he patientéds m

Regulatory requirements

Items 721, 723729, 731 and 732 provide rebates to manage chronic or terminal medical conditions by preparing,
coordinating, reviewing or contributing to chronic disease management (CDM) gdlaeg.apply ér a patiet who
suffers from at least one medical conditioatthas been present (or is likely to be present) for at least six months or
is terminal.

Iltems 723 and 732 also provide rebates to manage mental health conditions by coordinating the déwglopmen
review of TCAs. They apply for a patient who is being teshunder the Better Access initiative or has an EDTMP.

Treated under the Better Access initiative means a patient has been referred for a:

9 afocussed psychological strategies service delivieyeal GP OMP, psychologist, social worker or
occupational thexpist, or
1 psychological therapy service delivered by a clinical psychologist

Please note: TCAs do not constitute a referral. A referral is still required to access allied mental health services
Restriction of Co-claiming of Chronic Disease and General Caultation Iltems

Co-claiming of consultation items 3, 4, 23, 24, 36, 37, 44, 47, 52, 53, 54, 57, 58, 59, 60, 65, 123, 124, 151, 165, 179,
181, 185, 187, 189, 191, 203, 206, 301, 303, 585, 388,54, 99, 600, 733, 737, 741, 745, 761, 763, 766, 769,

2197, 2198, 5000, 5003, 5020, 5023, 5040, 5043, 5060, 5063, 5071, 5076, 5200, 5203, 5207, 5208, 5209, 5220,
5223, 5227, 5228, 5261, 91790, 91792, 91794, 91800, 91801, 91802, 91803, 91804, |H)HI1RD791808,

91890, 91891, 91892, 91893, 91900, 91903081 91910, 91913, 91916, 91920, 91923, 91926, 92210 and 92211
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 inidiual CDM item descriptors, the General Medical
Services Table (GMST) mandates the following eligibility criteria:

CDM items 721, 723 and 732
These are:
- available to:
i. patients in the commutyi and
ii. private inpatients of a hospital (including private ratients who are residents of aged care facilities) being

discharged from hospital.

- not available to:
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public in-patients of a hospital; or
care recipients in a residential aged care facility

CDM item 729

This is:

- available to:

patients in the commutyi;
both private and public #patients being discharged from hospital.

- not available to care recipients in a residential aged care facility.

CDM item 731

This item is available to care rew@pts in aresidential aged care facility only.

Item 721

A comprehensive written plan must be prepared describing:

P20 opP

the patient's health care needs, health problems and relevant conditions;
management goals with which the patient agrees;

actions to be takelny the p#ent;

treatment and services the patient is likelyeed;

arrangements for providing this treatment and these services; and
arrangements to review the plan by a date specified in the plan.

In preparing the plan, the provider must:

a.
b.
c.
d.

e.

explain to he patientind the patient's carer (if any, and if the prawtiér considers it appropriate and the
patient agrees) the steps involved in preparing the plan; and

record the plan; and

record the patient's agreement to the preparation of the plan; and

offer a copy ofthe plan to the patient and the patient's caremlf, and if the practitioner considers it
appropriate and the patient agrees); and

add a copy of the plan to the patient's medical records.

A copy of the written plan must be retained for 2rgea

Iltem 723

When coordinating the development of Team Caradgements (TCAs), the general 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 onevdiom maybe another medical practitioner, when making arrareygm
for the multidisciplinary care of the patient; and
prepare a document that describes:
i. treatment and service goals for the patient;

ii. treatment and services that collaborating providerspsilVide b the patient; and

iii. actions to be taken by the patient

iv. arrangements to review (i), (ii) and (iii) by a date specified in the document; and
explain the steps involved in the development of the arrangements to the patient and the patierit's carer (i
any, andf the practitioner considers it appropriate andpghgent agrees);
discuss with the patient the collaborating providers who will contribute to the development of the TCAs
and provide treatment and services to the patient under those arratgjeand
record the patient's agreement to the developmen€CafsT
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f. give copies of the relevant parts of the document to the collaborating providers;

g. offer a copy of the document to the patient and the patient's carer (if any, and if the practitiodersdnsi
appropriate and the patient agrees); and

h. add a copy othe document to the patient's medical records.

The document described above must be retained for 2 years.

One of the minimum two service providers collaborating with the GP can be anothealrpealititoner. The
patient's informal or family carer can Imeluded in the collaborative process but does not count towards the
minimum of three collaborating providers.

Item 729
A multidisciplinary care plan means a written plan that:

a. is prepared foa patienty:
i. a general practitioner in consultation with taiher collaborating 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 provideiother tham general practitioner) in consultation with at teas 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 provided to th¢ Ipatiea ollaborating providers.

When contributing to a multisciplinary care plan or to a review of the care plan, the general practitioner must:
a. prepare part of the plan or amendments to the plan and add a copy to the patient's medical records; or
b. giveadvice toa person who prepares or reviews the plan and récoevdting, on the patient's medical
records, any advice provided to such a person.
A copy of the written plan must be retained for 2 years.
ltem 731
A multidisciplinary care plan in a Residé&l AgedCare Facility (RACF) means a written plan that:
a. is prepared for a patient by a collaborating provider (other than a general practitioner, e.g. a RACF), in
consultation with at least two other collaborating providers, each of whom providesrandikiedof

treatment or services to the patient; and
b. describs, at least, treatment and services to be provided to the patient by the collaborating providers.

When contributing to a multidisciplinary care plan or to a review of the care plan, the geaetiioner must:
a. prepare part of the plan or amendmenthi®oplan and add a copy to the patient's medical records; or
b. give advice to a person who prepares or reviews the plan and record in writing, on the patient's medical
records, any advice provided such gerson.

Iltem 731 can also be used for contributiora multidisciplinary care plan prepared for a resident by another
provider before the resident is discharged from a hospital or an approvedsiatal facility, or to a review of such
a plan preparedy another provider (not being a service associaitfda service to which items 735 to 758 apply).

Item 732
An "associated general practitioner" is a general practitioner who, if not engaged in the same general practice as the
general practiiner mentned in that item, performs the service mentioneithénitem at the request of the patient

(or the patient's guardian).

When reviewing a GP Management Plan, the general practitioner must:
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a. explain to the patient and the patient's carer (if angt,iithegeneral practitioner considers it appropriate
and thepatient agrees) the steps involved in the review;

record the patient's agreement to the review of the plan;

review all the matters set out in the relevant plan;

make any required amendmentghe patiet's plan;

offer a copy of the amended document ® platient and the patient's carer (if any, and if the general
practitioner considers it appropriate and the patient agrees);

f. add a copy of the amended document to the patient's records; and

g. provide for further review of the amended plan by a date spedifid¢de plan.

®Pao o

When coordinating a review of Team Care Arrangements, a multidisciplinary community care plan or a
multidisciplinary discharge care plan, the general practitioner must:

a. explain te steps imolved in the review to the patient and the patiargter (if any, and if the general
practitioner considers it appropriate and the patient agrees);

b. record the patient's agreement to the review of the TCAs or plan;

c. consult with at least two hih or cae providers (each of whom provides a service or tneat to the
patient that is different from each other and different from the service or treatment provided by the general
practitioner who is coordinating the TCAs or plan) to review all th#argsebut in the relevant plan;

d. make any required amendmenmd the patient's plan;

e. offer a copy of the amended document to the patient and the patient's carer (if any, and if the general
practitioner considers it appropriate and the patient agrees);

f. provide forfurther review of the amended plan by a date spatifi the plan;

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

h. add a copy of the amended document to the patient's records.

A copy of the amended planust be etained for 2 years.

Item 732 can also be used to CRDINATE A REVIEW OF a Multidisciplinary Community Care Plan (former

item 720) or to COORDINATE REVIEW OF A Discharge Care Plan (former item 722), where these services were
coordinated or prepad by thageneral practitioner (or an associated general ificawtr), and not being a service
associated with a service to which items-738 apply.

Claiming of benefits

Each service to which item 732 applies (i.e. Review of a GP Management Planvéawl &eleam Care
Arrangements) may be claimed once in a threath period, except where there are exceptional circumstances
arising from a significant change in the patient's clinical condition or care circumstances that necessitates earlier
performancef the sevice for the patient.

Where a service is provided éxceptional circumstances, the patient's invoice or Medicare voucher should be
annotated to indicate the reason why the service was required earlier than the minimum time interval foattte relev
item. Payment can then be made.

Item 732 can be claimed twde on the same day for example for reviewing a GP Management Plan and another

for reviewing Team Care Arrangements (TCAs) provided both are delivered on the same day as per the MBS item
desciptors andexplanatory notes.

Medicare requirements when item B2 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 neechttidate tley were rendered at different times:

- Non electronicMedicare claiming of items 732 on the same date
The time that each item 732 commenced should be indicated next to each item
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- Electronic Medicare claiming of item 732 on the same date
MedicareEasyclaim use the 'ltemOverrideCde" set to 'AP', which flegsitem asiot duplicate services
Medicare Online/ECLIPSE:set the 'DuplicateServiceOverrideIND' to Y', which flags the itemoasluplicate

Iltems 721, 723 and 732

The GP Management Planrite (721 ad 732) and the Team Care Arrangement items (723 88jcan not be

claimed by general practitioners when they are a recognised specialist in the specialty of palliative medicine and
treating a referred palliative care patient under items-3@93. The iferring practitioner is able to provide the

CDM senices.

Additional information
Items 721732 should generally be undertaken by the patiastial general practitioner. The patient's "usual GP"
means the GP, or a GP working in the medicattira, whohas provided the majority of care to the patientrdkie

previous twelve months and/or will be providing the majority of GP services to the patient over the next twelve
months. The term "usual GP" would not generally apply to a practice tioaiges oy one specific CDM service.

A practice nurse, Aboriginal and Torres Strait Islander health practitioner, Aboriginal health worker or

other health professionalmay assist a GP with items 721, 723, and 732 (e.g. in patient assessment, identdfcati
patient needs and making arrangements for serviddeyever, the GP must meet all regulatory requirements,
review and confirm all assessments and see the patient.

Patients being managed under the chronic disease management items may be eligible for
- individual allied health services (items 10950 to 10970)/@r
- group allied health services (items 81100 to 81125).

More information on eligibility requirements can be found in the explanatory note for individual allied health
services and groupledd healh services.

Further information is also available foroviders from Services Australia provider inquiry line on 132 150.

Services Australia has published the following guidelines to assist medical practitioners: ChronicG#sease
Management Plans and Team Care Arrangements

AN.0.48 Medicare Dental Items For Patients With Chronic Conditions And Complex Care Needs -
Services Provid ed By A De ntal Practitioner On Referral From A GP [Items 85011 -87777]
Closure of Medicare Dental Items 8501-B7777

The Medicare Chronic Disease Dental Scheme closed on 30 November 2012. No Medicare benefits will be payable
for any dental services providedder Medcare dental items 850487777 provided after this tia The cost of any
future dental services will need to be met by the patient.

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

AN.0.49 Multidisciplinary Case Conference s by General Practitioners - (Items 735 to 758)
Items735 to 758 provide rebates for general practitioners to organise and coordinate, or participate in,
multidisciplinary case conferences for patients in the community or patients being didah&mghecommunity
from hospital or people living in residéaitaged care facilities.

REGULATORY REQUIREMENTS

To organise and coordinate case conference i#@hs739 and 743the provider must:
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(a) explain to the patient the nature of a multidisognly caseonference, and ask the patient for their agreeneent t
the conference taking place; and

(b) record the patient's agreement to the conference; and
(c) record the day on which the conference was held, and the times at which the conferencexdtaneéedsand
(d) record the names of the participants; and

(e) offer the patient and the patient's carer (if any, and if the practitioner considers it appropriate and the patient
agrees) a summary of the conference and provide this summary to otherdedrars) ad

(f) discuss the outcomes of the conference withptiteent and the patient's carer (if any, and if the practitioner
considers it appropriate and the patient agrees); and

(g9) record all matters discussed and identified by the case conferégaingind pt a copy of that record in the
patient's medical recds.

To participate in multidisciplinary case conference it@#s, 750 and 758the provider must:

(a) explain to the patient the nature of a multidisciplinary case conference, and aatiettewhéeher they agree to
the general practitioner's parfieition in the conference; and

(b) record the patient's agreement to the general practitioner's participation; and
(c) record the day on which the conference was held, and the times at whionférene started and ended; and
(d) record the names of tiparticipants; and

(e) record all matters discussed and identified by the case conferencing team and put a copy of that record in the
patient's medical records.

ADDITIONAL INFORMATION
Usual gereral practitioner

Items 735758 should generally be undertakgnthe patient's usual general practitioner. This is a general
practitioner, or a general practitioner working in the medical practice, that has provided the majority of services to
the patienpver theprevious 12 months and/or will be providing the mayjoof services to the patient over the

coming 12 months.

Multidisciplinary case conference team members

Examples of persons who, for the purposes of care planning and case conferencingnclagéddin a

multidisciplinary care team are allied healtlofessionals such as, but not limited to: Aboriginal health care

workers; asthma educators; audiologists; dental therapists; dentists; diabetes educators; dietitians; mental health
workers; occpational herapists; optometrists; orthoptists; orthotists msghetists; pharmacists; physiotherapists;
podiatrists; psychologists; registered nurses; social workers; speech pathologists.

A team may also include home and community service providecgrerorgaisers, such as: education providers;
"meals on wheal' providers; personal care workers (workers who are paid to provide care services); probation
officers.

The patient's informal or family carer may be included as a formal member of thentadditionto the minimum
of three health or care provider§he patient and the informal or family carer do not count towards the minimum of
three.

Discharge case conference
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Organisation and coordination of a multidisciplinary discharge case conféitemee 735739 and 743) may be
provided for private ifpatiens being discharged into the community from hospital.

Further sources of information
Further information is also available for providers from Services Australia provider inquiry line on 132 150
AN.0.50 Public Health Medicine - (Items 410 to 417)

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

(i) management of a patient's vaation reqirements for accepted immunisation programs; or

(ii) prevention or management of sexually transmitted disease; or

(iii) prevention or management of disease due to environmental hazards or poisons; or

(iv) prevention or management of exotisefses; or

(v) prevention or management of infection duringlweaks of infectious disease.

For more information on the contebtised item structure used in this Group, see A.5 in the explanatory notes.
AN.0.51 Case Conferences by Consultant Physician - (Items 820 to 838, 6029 to 6034 and 6064 to

6075)

Items 820822, 823, 825, 826, 828, 6029, 6031, 6032, 6034, 6064, 6065, 6067, 6068, 6035, 6037, 6038, 6042, 6071,
6072, 6074 and 6075 apply to a community case conference (including a case conferduncteddna residential

aged care facility) organised to dissume 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 Gomitathis,

terminal, and has complex needs requiring care fonultidisciplinary team. Community case conference items ie
820, 822, 823, 825, 826 and 828 do not apply to gratient of a hospital.

For items 830, 832, 834, 835, 837 and 838, a disclag® confeence is a case conference carried out in relation to
a patient before the patient is discharged from a hospital. Iltems 830, 832, 834, 835, 837 and 838 are payable not
more than once for each hospital admission.

The purpose of a case confereicto estalish and coordinate the management of the care reddbie patient.

A case conference is a process by which a multidisciplinary team carries out the following activities:

-discusses a patient's history;

-identifies the patient's multidisciplinacare neds;

- identifies outcomes to be achieved by membétbe 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 coference tam; and

-assesses whether previously identified ootes (if any) have been achieved.

For the purposes of items 820, 822, 823, 830, 832, 834, 6029, 6031, 6032, 6034, 6064, 6065, 6067 and 6068 (that is,
where a consultant physician organises & casiferene) a multidisciplinary team requires the involvemeha

minimum of four formal care providers from different disciplines. The consultant physician is counted toward the
minimum of four. Although they may attend the case conference, neitheatirat ror their informal carer can be

counted toward the mimum of four. One member may be another medical practitioner.
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For the purposes of items 825, 826, 828, 835, 837, 838, 6035, 6037, 6038, 6042, 6071, 6072, 6074 and 6075 (that is,
where a consudint physi¢an participates in a case conference) a multidisepf team requires 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 maytand the ese conference, neither the patient ti@ir informd carer can be

counted toward the minimum of three. One member may be another medical practitioner.

In addition to the consultant physician and one other medical practitioner, "formal caoemdindude:

-allied health professionals, being: registenedse, physiotherapist, occupatiorthkrapist, podiatrist, speech
pathologist, pharmacist; dietician; psychologist; orthoptist; orthotist and prosthetist, optometrist; audiologist, social
worker, Aboiiginal and Torres Strait Islander health practitioidyoriginal health worker, mental health worker,
asthma educator, diabetes educator, dental therapist, dentist; and

-community service providers being: personal care worker, home and comcanityerice provider, meals on
wheels provider, education ptider and probation officer.

Organisation of a case conference

For items 820, 822, 823, 830, 832, 834, 6029, 6031, 6032, 6034, 6064, 6065, 6067 and 6068, organise and
coordinate a community cagonferene means undertaking the following activities in tielato a case conference:

(a) explaining to the patient or the patient's agent the nature of a case conference, and asking the patient or the
patient's agent wheth#rey agree to the case ¢erence tking place; and

(b) recording the patient's or agerdggreement to the case conference; and

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

(d) recording the names of the peigants;and
(e) putting a copy of that record in the patientedical records; and

(f) giving the patient or the patient's agent, and each other member of the team a summary of
the conference; and

(h) giving a copy of the summary of the conferencénéoptatieris usual general practitioner;
and

() discussinghe outcomes of the patient or the patient's agent.

Organisation of a discharge case conference (items 830, 832 and 834), may be provided for-patiatetsronly,
and must be organised by medichpractitioner who is providing #patient care.

Participation in a case conference

For items 825, 826, 828, 835, 837, 838, 6035, 6037, 6038, 6042, 6071, 6072, 6074, 6075. participation in a case
conference must be at the request of the persanordanise and coordinates the case 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) recordng the matters mentioned @rganisation of a case anferencein so far as they relate to the medical
practitioner's participation in the case conference, and putting a copy of that record in the patient's medical records.

General requirements
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The case adference must be arranged in advance, within a traraé 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 begent forthe whole of the case conference. All participan@stive 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 containisst ofthe participants; the times the conference commeacdd
concluded; a description of the problems, goals and strategies; and a summary of the outcomes must be kept in the
patient's record. The notes and summary of outcomes must be provideubricipants and to the patient's usual

general practitioner.

Prior informed consent must be obtained from the patient, or the patient's agent. In obtaining informed consent the
consultant physician should:

-Inform the patient thatheir medical historydiagnosisand care preferences will be discussed with othes ca
conference participants;

- Provide an opportunity for the patient to specify what medical and personal inforthetyowant to be conveyed
to, or withheld from, the other care providers;

-Inform thepatient thathey will incur a charge for the servit@ 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 phigsan. Bergfits are not payable for another medical practitiamganising 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 conferencedrdance \ith items 735 to 758 (GPs), and items 235

to 244 (norspecialist practitioners).

The benefit is not claimable (and an account should not be rendered) until all components of these items have been
provided. See General Explanatory Notes for furthetailson billing procedures.

It is expected that a patiewbuld not 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 ar
provided

AN.0.52 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,
intended to maximise an inddual patént's benefit from their medication regimen, and prévmedicatiofrelated
problems through a team approach, involving the patient's GP and preferred community pharmacy or accredited
pharmacist.

Patient eligibility

The item is available to peapliving in the community who meet the criteria for a DMMR.

Theitem is not available for ipatients of a hospital, or care recipients in residential aged care facilities.

DMMRs are targeted at patients who are likely to benefit from such a review:tpdtiewhan quality use of
medicines may be an issue or; patsanho are at risk of medication misadventure because of factors such as their
co-morbidities, age or social circumstances, the characteristics of their medicines, the complexity of thatiamedic
treament regimen, or a lack of knowledge and skillsge medicines to their best effect.

DMMR6s are targeted at patients who are:
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- currently taking five or more regular medications;

- taking more than 12 doses of medication per day;

- have had gjnificantchanges made to medication treatment regimen iretitedhree months;

- taking medication with a narrow therapeutic index or medications requiring therapeutic monitoring;
- experiencing symptoms suggestive of an adverse drug reaction;

- displayng suboptimal response to treatment with medicines;

- suspecte of norcompliance or inability to manage medication related therapeutic devices;

- having difficulty managing their own medicines because of literacy or language difficulties, dexterignail
impaired sight, confusion/dementia or other cognitivifidilties;

- attending a number of different doctors, both general practitioners and specialists; and/or
- recently discharged from a facility / hospital (in the last four weeks).

In referringa patienfor a DMMR, general practitioners should note thaygatients meeting the following criteria
will have the pharmacist portion funded through a Community Pharmacy Agreement program:

-lIsa Medi care and/ or Depar t caedhotdenod persor whe is eligidefor aAMetliaier s ( DV
card;

- Is subject to a chronic condition and/or complex medication regimen; and
- Is failing to respond to treatment in the expected manner.

If the patient does not meet these criteria, the generditipaercan still issue a referral under this itetdowever,
the remainder of the service wildl be on a fiuser payso |

REGULATORY REQUIREMENTS
In conducting a DMMR, a general practitioner must, with theepatit 6 ent: c o n s

(a) assess a patient is subject to a chronidagakdondition and/or complex medication regimen but their
therapeutic goals are not being met; and

(b) following that assessment, refer the patient to a community pharmacy or an accreditetistéo a DMMR
and provide the relevant clinical informatioequired for the review; and

(c) discuss with the reviewing pharmacist the result of that review including suggested medication management
strategies; and

(d) develop a written medication megement @n following discussion with the patient; and
(e) provide the written medication management plan to a community pharmacy chosen by the patient.

For any particular patientapplicable not more than once in each 12 month period, except if trebedaa
significant change in the patient's condition or matian regimen requiring a new DMMR.

Claiming
A DMMR includes all DMMRrelated services provided by the general practitioner from the time the patient is

identified as potentially needing a mealiion maagement review to the preparation of a draft medicati
management plan, and discussion and agreement with the patient.
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The benefit is not claimable until all the components of the item have been rendered.

Benefits for a DMMR service under iter@@are pagble only once in each 12 month period, except whiezee

has been a significant change in the patient's condition or medication regimen requiring a new DMMR (e.g.
diagnosis of a new condition or recent discharge from hospital involving samifihanggin medication).In such

cases the patient's inveior Medicare voucher should be annotated to indicate that the DMMR service was required
to be provided within 12 months of another DMMR service.

Provision of a subsequent DMMR must not be msalely byreaching an anniversary date, and the service is not
intended to be undertaken on an ongoing review cycle.

If the DMMR is initiated during the course of a consultation undertaken for another purpose, this consultation may
also be claimed sepaedy.

If the consultation at which the medication managemeneveis initiated is only for the purposes of initiating the
review, only item 900 may be claimed.

If the general practitioner determines that a DMMR is not necessary, item 900 does notrafipt/cae, normal
consultation items should be used.

Where aDMMR cannot be completed due to circumstances beyond the control of the general practitioner (e.g.
because the patient decides to not proceed further with the DMMR, or because of a cHengedarhsances of
the patient), the relevant MBS attendarteenis should be used.

FURTHER GUIDANCE

A DMMR should generally be undertaken by the patient's usual general practitioner. This is the general practitioner,
or a general practitioner working ihd medicapractice, that has provided the majority of servicethe 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 eitheth®gened practitioner in 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 community pharmacy or an accredited pharmacistincludes:

- Obtaining corsent from the patient, consistent with normal clihjogactice, for a pharmacist to undertake the
medication management review and for a charge to be incurred for the service for which a Medicare rebate is
payable. The patient must be clearlgformed ofthe purpose and possible outcomes of the DMMR, thegss

involved (including that the pharmacist will visit the patient at home, unless exceptional circumstances apply or they
are an Aboriginal or Torres Strait Islander patient), what infdomatill be provided to the pharmacist as part of

the DMMR, andany additional costs that may be incurred; and

- Provision to the patient's preferred community pharmacy or accredited pharmacist, of relevant clinical information,
by the general practitionéor eachindividual patient, covering the patient's diagnasikgvant test results and
medication history, and current prescribed medications.

- A DMMR referral form is available for this purposH.this form is not used, the general practitioner npusvide
patient details and relevant clinical information keetpatient's preferred community pharmacy or accredited
pharmacist.

Thediscussion of the review findings and report including suggested medication management strategies with
the reviewing phamacistincludes:

- Receiving a written report from the reviewipharmacist; and

- Discussing the relevant findings and suggested management strategies with the pharmacist (either by phone or face
to face); and
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- Developing a summary of the relevant revifiavdingsas part of the draft medication management plan.
Devdopment ofa written medication management plan following discussion with the patiernihcludes:
- Developing a draft medication management plan and discussing this with the patient; and

- Onceagreed, dering a copy of the written medication managemeau pb the patient and providing a copy to the
community pharmacy or accredited pharmacist.

The agreed plan should identify the medication management goals and the proposed medication refjenen fo
patient.

Item 903 - Residential Medication Management Relew

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 sueview. This includes residents for

whom quality use of medines 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 availableot
new resdentson admission into a RACF; and

existing residets on an 'as required' basis, where in the opinion of the resident's general practitioner, it is required
because of a significant change in medical condition or medication regimen.

RMMRs are ot availalbe to people receiving respite care in a RACF. Ddiaigi Medicines Reviews are available
to these people when they are living in the community setting.

REGULATORY REQUIREMENTS

When conducting a RMMR, a GP must:

(a) discuss the proposed reviewthwthe resident and seek the resident's consent to the reaed;

(b) collaborate with the reviewing pharmacist about the pharmacist's involvement in the review; and

(c) provide input from the resident's most recent comprehensive medical assessrhsutriessessment has
not been undertaken, provide relevelmical information for the review and for the resident's records; and

(d) If recommended changes to the resident's medication management asfsta@uéview, participate in a pest
reviewdiscussior(either faceto-face or by telephone) with the phaxaist to discuss the outcomes of the review
including:

() the findings; and

(i) medication management strategies; and

(iii) means to ensure that the strategies are implemented and revieelading ay issues for implementation and
follow-up; and

(iv) develop or revise the resident's medication management plan after discussion with the reviewing pharmacist;
and

(v) finalise the plan after discussion with the resident.

A general practitionés involvement in a residential medication management review imcludes:
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(a) offering a copy of the medication management plan to the resident (or the resident's carer or representative if
appropriate); and

(b) providing copies of the plan for the resid's recads and for the nursing staff of the residential acpre
facility; and

(c) discussing the plan with nursing staff if necessary.

A postreview discussion is not required if:

(a) there are no recommended changes to the resident's medicatioremamizgyisng out of the review; or
(b) any changes are minar mature and do not require immediate discussion; or

(c) the pharmacist and general practitioner agree that issues arising out of the review should be considered in a case
conference.

A RMMR comprises dlactivities to be undertaken by the general practér 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 me RMMR rebate is payable for each resident in angn@B8th period, except where there has been
a significant change in the resident's medical condition or medication regimen requiring a new RMMR.

Benefits are payable when all the activities ®&MMR havebeen completedA RMMR service covers the
consultaibn at which the results of the medication management review are discussed and the medication
management plan agreed with the resident:

- any immediate action required to be done at the tinoemipletirg the RMMR, based on and as a direct 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 conjunctiaith comgeting the RMMR should not be undertaken unless it is
clinically indicated that a problem must be treated immediately.

In some cases a RMMR may not be able to be completed due to circumstances beyond the control of the general
practitioner (e.gbecause thresident decides not to proceed with the RMMR aralise of a change in the
circumstances of the residenth these cases the relevant MBS attendance item should be used in relation to any
consultation undertaken with the resident.

If the corsultationat which the RMMR s initiated, including discussiaiith 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 is initiated during the course of a coniatibn undrtaken for another purpose, the other consultation
may be claimed as a separate service and the RMMR service would also apply.

If the general practitioner determines that an RMMR is not necessary, the RMMR item does nolreghyidycase,
relevant congltation items should be used.

FURTHER GUIDANCE
A RMMR should generally be undertaken by the resident's 'usuall®R'is the general practitioner, or a general

practitioner working in the medical practice, that has provided the majorityetac#heresident over the previous
12 months and/or will berpviding the majority of care to the resident over the next 12 months.
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GPs who provide services on a facHitjde contract basis, and/or who are registered to provide services to RACFs
as parbf aged ere panel arrangements, may also undertake RMMR®$§ilents as part of their services.

Generally, new residents should receive an RMMR as soon as possible after adriimos a resident has a
Comprehensive Medical Assessment (CMA), the RMBhould le undertaken preferably after the results of the
CMA are available to inform the RMMR.

A RMMR service should be completed within a reasonable-fiarae. As a general guide, it is expected that most
RMMR services would be completed within foue@ks of beng initiated.

The resident's general practitionerymidentify the potential need for an 'as required' RMMR for existing residents,
including in the course of a consultation for another purp@se. potential need for an RMMR may also be
identified by the reviewing pharmacist, supply pharmacist, ResideAiiged Care Facility staff, the resident, the
resident's carer or other members of the resident's health care team.

The general practitioner should assess the clinical need for an RMMR froality gseof medicines perspective
with the resident as thedas, and initiate an RMMR if appropriate, in collaboration with the reviewing pharmacist.

The general practitioner and reviewing pharmacist should agree on a preferred means for commusicadiagd
information relating to the provision of an RMMR siee: This should include the method(s) of initiating the

RMMR, exceptions to the post review discussion, and the preferred method of communication. This can be done on
a facility basis rathehtin on a aseby-case basis.

Where the provision of RMMR sengs 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 purpasef derived fee arrangements that apply to other consultatroasResidential
Aged Care Facility.

Related Items900 903

AN.0.56 GP Mental Health Treatment Items

This note provides information on the GP Mental Health Treatment items 2700, 2701, 213,221 5%nd 2717,

and is also applicable for video and pheggivalent MBS items 92112, 92113, 92114, 92115, 92116, 92117, 92126
and 92127. It includes an overview of the items, patient and provider eligibility, what activities are involved in
providing servicegebated by these items, links to other Medicare itentsadditional claiming information.

Overview

The GP Mental Health Treatment items define services for which Medicare rebates are payable where GPs
undertake early intervention, assessmentraadagemerof patients with mental disorders. They includesredl
pathways for treatment by psychiatrists, clinical psychologists and other allied mental health Woksgstems
complement the mental health items for psychiatrists (items 296, 292l 92387), clinical psychologists (items
80000, 80005, 80@m1. 80015, 91166, 91167, 91181 and 91182) and allied mental health providers (items 80100,
80105, 80110, 80115, 80125, 80130, 80135, 80140, 80150, 80155, 80160, 80165, 91169, 91170, 91172, 91173
91175, 9176, 91183, 91184, 91185, 91186, 91187 and 91188).

The GP Mental Health Treatment items incorporate a model for best practice primary health treatment of patients
with mental disorders, including patients with both chronic orclmonic disordes, that omprises:

9 assess and plan;
1 provide and/or refer formpropriate treatment and services;
1 review and ongoing management as required.

Who can provide
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The GP Mental Health Treatment Plan, Review and Consultation items are available for use irprpstEey
general practitioner. The term 'GP' is used irs¢heotes as a generic reference to general practitioners able to claim
these items.

Training Requirements (items 2715, 2717, 92116 and 92117)

GPs providing Mental Health Treatment Plans, and e undrtaken mental health skills training recognised
through the General Practice Mental Health Standards Collaboration, have access to items 2715, 2717, 92116 and
92117. For GPs who have not undertaken training, items 2700, 2701, 92112 and 921/A8abrke Items 2700,

2715, 92112 and 92116 provides for arité Health Treatment Plan lasting at least 20 minutes and item 2701,
2717,92113 and 92117 provides for a Mental Health Treatment Plan lasting at least 40 minutes. It is strongly
recommendechat GPs pmviding mental health treatment have appropriate eldrgalth training. GP organisations
support the value of appropriate mental health training for GPs using these items.

What patients are eligible- Mental Disorder

These items are for patiemsdth a mental disorder who would benefit from a structuredraggh to the

management of their treatment needs. Mental disorder is a term used to describe a range of clinically diagnosable
disorders that significantly interfere with an individual's cagaitemotonal or social abilities (Refer to the World
Health Qganisation, 1996, Diagnostic and Management Guidelines for Mental Disorders in Primary Cat®: ICD
Chapter V Primary Care Version). Dementia, delirium, tobacco use disorder and mentdioetardaot regarded

as mental disorders for the purposeshef GP Mental Health Treatment items.

These GP services are available to eligible patients in the community. GP Mental Health Treatment Plan and
Review services can also be provided to privatgatients(including private inpatients who are residentsagjed

care facilities) being discharged from hospital. Where the service is provided as part of an episode of hospital
treatment it must be claimed at the 75% MBS rebate. GPs are able toutertibae plans for patients using item
729, Contribution t@ Multidisciplinary Care Plan, and to care plans for residents of aged care facilities using item
731 or 92027.

PREPARING A GP MENTAL HEALTH TREATMENT PLAN - (Item 2700, 2701, 2715,2717, 921192113,
92116 or 92117)

What is involved - Assess and Plan

A rebate can be claimed once the GP has undertaken an assessment and prepared a GP Mental Health Treatment
Plan by completing the steps from Assessment to the point where patients do not negqwingan &er their initial

plan has been prepared, and magthe relevant requirements listed under 'Additional Claiming Information'. This

item covers both the assessment and preparation of the GP Mental Health Treatment Plan. Where the patient has a
carer, thegeneral practitioner may find it useful to consitlaving the carer present for the assessment and

preparation of the GP Mental Health Treatment Plan or components thereof (subject to patient agreement).

Assessment
An assessment of a patient shinclude

recording the patient's agreement for the GP Md#eallth Treatment Plan service;

taking relevant history (biological, psychological, social) including the presenting complaint;
conducting a mental state examination;

assessing associated raakd any cemorbidity;

making a diagnosis and/or formulationdan

administering an outcome measurement tool, except where it is considered clinically inappropriate.

E R I

The assessment can be part of the same consultation in which the GP Mental Health TRtamiedgeloped, or

can be undertaken in different visits. @h separate visits are undertaken for the purpose of assessing the patient

and developing the GP Mental Health Treatment Plan, they are part of the GP Mental Health Treatment Plan service
andare incluad in item 2700, 2701, 2715, 2717, 92112, 92113, 821r192117.
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In order to facilitate ongoing patient focussed management, an outcome measurement tool should be utilised during
the assessment and the review of the GP Mental Health Treatmene®Riapivhere it is considered clinically
inappropriate. Thehoice of outcome measurement tools to be used is at the clinical discretion of the practitioner.
GPs using such tools should be familiar with their appropriate clinical use, and if not, shekilapmpriate

education and training.

Preparation of a GP Mental Health Treatment Plan
In addition to assessment of the patient, preparation of a GP Mental Health Treatment Plan must include:

1 discussing the assessment with the patient, including theahfealh formulation and diagnosis or
provisional diagnosis;

1 identifying and discussing referral and treatment options with the patient, including appropriate support
services;

9 agreeing goals with the patienivhat should be achieved by the treatmeartd any etions the patient will

take;

provision of psycheedication;

a plan for crisis intervention and/or for relapse prevention, if appropriate at this stage;

making arrangements for required referrals, treatment, appropriate support services, re\feiowup;

and

9 documenting this (results of assessmentepatieeds, goals and actions, referrals and required
treatment/services, and review date) in the patient's GP Mental Health Treatment Plan.

=a =& A

Treatment options can include referral to a psydstatieferal to a clinical psychologist for psychological
therapies, or to an appropriately trained GP or allied mental health professional for provision of focussed
psychological strategy services; pharmacological treatments; and coordination with dtynsnpioot and
rehabilitation agencies, mental health serviexed other health professionals.

Once a GP Mental Health Treatment Plan has been completed and claimed on Medicare either through item 2700,
2701, 2715, 2717, 92112, 92113, 92116 or 92117iargas eigible to be referred for up to 10 Medicare rebateabl
mental health services per calendar year for psychological therapy or focussed psychological strategy services.
Patients will also be eligible to claim up to 10 separate services for thigsiproef goup therapy (either as part of
psychological therapgr focussed psychological strategies). Please note group therapy does not include family and
couples therapy.

When referring patients GPs should provide the information outlined under teerdRdfeding below. The

necessary referrals should be maderahe steps above have been addressed and the patient's GP Mental Health
Treatment Plan has been completed. It should be noted that the patient's mental health treatment plan should be
treatal as a litng document for updating as required. In particuta,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 completiorof a cours of treatment provided through Medicare rebateableises, the service provider must
provide a written report on the course of treatment to the GP.

Many patients will not require a new plan after their initial plan has been prepared. Aameghplldchot be

prepared unless clinically required, and gatgmot 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 oprogresshrough the GP Mental Health Treatment Plan Reviem.itA 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 itenwithin three months following a claim for a GP Mental Healt

Treatment Review (item 2712, 92114 or 92126).

REVIEWING A GP MENTAL HEALTH TREATMENT PLAN - (Item 2712, 92114 or 92126)

The review item is a key component for assessing and managing the'patiegess once a GP Mental Health
Treatment Plan has beerepared, along with ongoing management through the GP Mental Health Treatment
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Consultation item and/or standard consultation items. A patient's GP Mental Health Treatment Plan should be
reviewal at leasbnce.

A rebate can be claimed once the GP who pegptre patient's GP Mental Health Treatment Plan (or another GP in

the same practice or in another practice where the patient has changed practices) has undertaken a systematic review
of the pdient's pogress against the GP Mental Health Treatment Plaooimpleting the activities that must be

included in a review and meeting the relevant requirements listed under 'Additional Claiming Information'. The

review item can also be used where a pwtdbt ha prepared a referred assessment and managemeiit@tan

291 or 92435), as if that patient had a GP Mental Health Treatment Plan.

The review must include:

1 recording the patient's agreement for this service;

1 areview of the patient's progressarst thegoals outlined in the GP Mental Health Treatment Plan

1 modification of the documented GP Mental Health Treatment Plan if required,;

1 checking, reinforcing and expanding education;

1 a plan for crisis intervention and/or for relapse prevention, if@pjate ad if not previously provided;
and

1 re-administratiorof the outcome measurement tool used in the assessment stage, except where considered
clinically inappropriate.

Note: This review is a formal review point only and it is expected that in rasssdherwiill be other consultations
between the patient arlde GP as part of ongoing management.

The recommended frequency for the review service, allowing for variation in patients' needs, is:

1 an initial review, which should occur between four weeksit monhs after the completion of a GP
Mental Health Treatnre 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 orgeaiggment
through the GP Mental Health Treatment Consultatimhstandard consultation items, as required.

A rebate will not be paid within three months of a previous claim for the same item/s or within four weeks following
a claim for a GP Mental Healffreatmen®lan item.

GP MENTAL HEALTH TREATMENT CONSULTATION - (Item 2713, 92115 or 92127)

The GP Mental Health Treatment Consultation item is for an extended consultation with a patient where the primary
treating problem is related to a mental disordweeiuding br a patient being managed under a GP Mental Health
Treatment Plan. This item may be used for ongoing management of a patient with a mental disorder. This item
should not be used for the development of a GP Mental Health Treatment Plan.

A GP Menal HealthTreatment Consultation must include:

1 taking relevanhistory and identifying the patient's presenting problem(s) (if not previously documented);

1 providing treatment, advice and/or referral for other services or treatment; and

9 documenting the oabmes ofhe consultation in the patient's medical recordsathdr relevant mental
health plan (where applicable).

A patient may be referred from a GP Mental Health Treatment Consultation for other treatment and services. This
does not include referrabf Medicae rebateable services for focussed psychologicatestyaservices, clinical

psychology 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 psychiasistssmemnd management plan (item 291 or 92435).

Consultatbns associated with this item must be at least 20 minutes duration.
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REFERRAL

Once a GP Mental Health Treatment Plan has been completed and claimed on Medicare, or a GP is managing a
patient unér a refered psychiatrist assessment and management platieatps eligible for up to 10 Medicare
rebateable individual mental health services per calendar year by:

1 clinical psychologists providing psychological therapies; or
1 appropriately trained GRy alliedmental health professionals providing focussed psipdfical strategy
(FPS) services.

In addition to the above services, patients will also be eligible to claim up to 10 separate services for the provision of
group therapy, in line with theiridical nea. Please note group therapy does not include faamitlcouples
therapy.

When preparing a patientds Ment al Heal th Treat ment Pl al
about their treatment needs and the type of treatment, forpdeandividual and/or group sessions, that might be
suitable br their particular circumstances.

Please note if a referral does not specify whether it relates to individual or group therapy, the patient can use a
referral to access either or both indivadiand grop therapy treatment options.

A referral for mental balth services should be in writing (signed and dated by the GP) and include:

fthe patientds name, date of birth and address;
fthe patientdéds symptoms or di aeglth dreéinentPlan haxcbeemdi ng whe't
completed for the patient;
1 alistof any current medications;
fthe number of sessions the patient is being referre
i a statement about whether the patient has a mental health treatment plagariatrst assessment and
management plan.

It may be usefuldr a referral to include a statement indicating whether group sessions could be considered.

Where appropriate, and with the patient 6sthaegtmete ment , t |
plan to the referral.

Including these details onraferral will assist with any auditing undertaken by the Department of Health and Aged
Care.

Number of Sessions

The GP can decide how many sessions the patient will receive in a coursénoéitesvitin the maximum session
limit for the course of treatent. The maximum session limit for each course of treatment is set out below:

1 Initial course of treatmerita maximum of six sessions.

9 Subsequent course of treatméra maximum of six sessisruptotep at i ent 6 s cap of ten s
example, if thgpatient received six sessions in their initial course of treatment, they can only receive four
sessions in a subsequent course of treatment).

The GP should consider the patient's clinical Heedfurther sessions after each course of treatment, including
through considering the written report provided by the treating practitioner. This can be done using a GP Mental
Health Treatment Plan Review, a GP Mental Health Treatment Consultation ndardteonsltation item.

In the instance where a patient haseireed the maximum number of services available undeBétter Access to
Psychiatrists, Psychologists and General Practitioners through the Medicare Benefits Scitiativke per calendar
year ands considered to clinically benefit from some additibservices, the patient may be eligible for Primary
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Health Networks (PHNSs) funded psychological therapies if they meet relevant eligibility criteria for the PHN
commissioned services. It issaanmendedhat providers refer to their PHN for further guidanc

Specifying the Number of Sessions in a Referral
If the GP:

1 Does not specify the number of sessions

1 Specifies a number of sessions above the maximum allowed for the course of treatment

1 Specifes a numbr of sessions above the maximum allowed for thenckeyear (including any sessions
the patient has already received that year)

Then the treating practitioner can use their clinical judgment to provide services under the referral, notignthe p
camot receive more than:

1 the maximum number of sessicalfowed for that particular course of treatment (as set out above), and
1 the maximum number of sessions allowed in a calendar year.

The treating practitioner must still provide a report atehé of a ourse of treatment in line with standard practice
fort hese services. The referring medical practitioner sh
the services provided to the patient, and the need for further treatment.

Verbal Referral
A GP can verbally refer a patient for Better Accasrvices only if:

1 in their clinical judgement they consider it is necessary for the patient to have immediate access to support
from an allied mental health professional, and
1 it is not practtable in be circumstances to provide a written refefrédr example, to do so would cause
delays in treatment to the patientds detriment, and
1 the allied mental health professional documents in writing that they are treating the patient based on the
G P &exbal réerral, and
1 the GP provides a written referral to tiléed mental health professional as soon as possible afterwards.

While waiting for the referring practitioner to provide a written referral, the treating practitioner can provide

treatment acording tothe verbal referral until the referred number ofsgmss have been completed. If there is any

doubt about the number of sessions the patient was verbally referred for, the treating practitioner should follow the
guidance provided above undeetheadingSpeci fying the Number of Sessions in

Aver bal referral does not replace the requirement for
the written report from their treating allied health professional) after @aatse otreatment.

Referrals for the Additional 10 Sessionsgvailable until 31 December 2022)

In response to the COVHD9 pandemic, the number of Medicare rebateable individual mental health services was
temporarily increased from 10 to 20 per calengsar until31 December 2022.

A patient does not need a new refto access Better Access sessions from 1 January 2023. If the patient has a
current referral (either for the initial 10 sessions or the additional 10 sessions) and has not used elsibtis s
they can use that referral to access sessions in PaR@ver, they cannot receive more than 10 individual sessions
in 2023.

ADDITIONAL CLAIMING INFORMATION

Before proceeding with any GP Mental Health Treatment Plan or Review service the Gihsoustthia
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1 the steps involved in providing the service arplaixed to the patient and (if appropriate and with the
patient's permission) to the patient's carer; and
1 the patient's agreement to proceed is recorded.

Before completing any GP Mental Heakheatmen®Plan or Review service and claiming a benefit foit service,

the GP must offer the patient a copy of the treatment plan or reviewed treatment plan and add the document to the
patient's records. This should include, subject to the patientsragnt, diering a copy to their carer, where
appropriate. Th&P 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 patient's treatment.

The GPMental Hedéth Treatment Plan, Review and Consultation itemctive consultations at which the relevant
items are undertaken, noting that:

1 if a GP Mental Health Treatment item is undertaken or initiated during the course of a consultation for
another pysose, theGP Mental Health Treatment Plan, Review or Consulteiiem 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 fdahe purposes of developing the plan, only the GP Mental HedltBatment 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 shautlbe undrtaken in conjunction with the mental health
consulation, unless it is clinically indicated that a separate problem must be treated immediately.

Where an additional consultation is undertaken, both services must be clinically relevanttendraijuiements
must be met. For example, for item 2700, theation of the service must have been at least 20 minutes. The time of
the preceding consultation must not be counted towards the time of the mental health service.

Where separate consultaticare undeaken in conjunction with mental health consultatighse patient's invoice or
Medicare voucher (assignment of benefit form) for the separate consultation should be annotated (e.g. separate
consultation clinically required/indicated).

A benefitis not clamable and an account should not be rendered uhtibadponents of the relevant item have been
provided.

All consultations conducted as part of the GP Mental Health Treatment items must be rendered by the GP. A
specialist mental health nurséher allied health practitioner, Aboriginal and Torres Straiahder health

practitioner or Aboriginal Health Worker with appropriate mental health qualifications and training may provide
general assistance to GPs in provision of mental health care.

Link s to otherMedicare Services

It is preferable that wherever milsle 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 cleagy requi
an addtional plan for the management of a separate medigalition.

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 patientsaeitnplexneeds.

1 Where a patient has a mental health conditioly, it is anticipated that they will be managed under the
new GP Mental Health Treatment items.

1 Where a patient has a separate chronic medical condition, it may be appropriate to maretgmntise p
medical condition through a GP Management Plan, amdapnage 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 significambrbiditiesand complex needs
requiring tearrbased care, the GB able to use both the CDM items (for tebased care) and the GP
Mental Health Treatment items.
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AN.0.57 Provision of Focussed Psychological Strategies - (tems 2721, 2723, 2725, 2727, 91818,

91819, 91842 and 91843)

Focussed psychological strategies grectfic 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 pactice clinical expertise. The decision to recommieadussed Psychological Strategies to a patient

must be made either in the context of a GP Mental Health Treatment Plan or a psychiatrist assessment and
management plan.

Minimum Requirements

All consultaions providing Focussed Psychological Strategies imeisendered by a medical practitioner (including
a general practitioner, but not including a specialist or consultant physician).

To ensure appropriate standards for the provision of Foctssadhologcal Strategies, payment of Medicare

rebates for thesitems will be limited to medical practitioners who are registered with Services Australia as having
satisfied the requirements for higher level mental health skills for provision of theeseasidermined by the

General Practice Mental Health Stardia€Collaboration.

Continued access to item numbers 2721, 2723, 2725, 2727, 91818, 91819, 91842 and 91843 will be dependent on
the practitioner meeting the ongoing mental health education esgeits asletermined by the General Practice
Mental Health Stattards Collaboration.

Patients will be permitted to claim Medicare rebates for up to 10 mental health services under these item numbers
per calendar year. The 10 services may consist of: GRSedpsyablogical strategies services (items 2721, 2723,
2725,2727; 91818, 91819, 91842 and 91843) or-apecialist medical practitioner items (283, 285, 286, 287,

91820, 91821, 91844 and 91845); and/or psychological therapy services (items 800008800058015, 91166,
91167, 91181 and 91182); and/or focugssgchological strategidsallied mental health services (items 80100,

80105, 80110, 80115, 80125, 80130, 80135, 80140, 80150, 80155, 80160, 80165, 91169, 91170, 91172, 91173,
91175, 91176, 91183, 9118491185, 91186, 91187 and 91188).

Out-of-Surgery Conailtation

It is expected that this service would be provided only for patients who are unable to attend the practice.

Specific Focussed Psychological Strategies
A range of acceptable strategihas beeapproved for use by medical practitioners in tluistext. These are:

1. Psychoeducation

(including motivational interviewing)

2. Cognitive-behavioural therapy including:
Behavioural interventions

- Behaviour mdification

- Exposure techniques

- Activity schedulirg

: Cognitive interventions

- Cognitive therapy

3. Relaxation strategies

- Progressive muscle relaxation

- Controlled breathing

4.  Skills training

- Problem slving skills and training

- Anger management

- Social skills training

120



Communication training

Stress management

Parent management training
Interpersonal therapy

o

6. Eye-Movement Desensitisation Reproasing (EMDR)

Mental Disorder

A mental disorder may be defineda a si gni ficant i mpairment of an individ

relational abilities which may require intervention and may be a recognised, medically diagnosable iliness or
disorderi this defnition is informed by the World Health Organisatid®96, Diagnostic and Management
Guidelines for Mental Disorders in Primary Care:I€D0 Chapter V Primary Health Care Version.

Dementia, delirium, tobacco use disorder and mental retardatomot rgarded as mental disorders for the
purposes of theseems.

AN.0.58 Pain and Palliative Medicine (Items 2801 to 3093)

Attendance by a recognised specialist or consultant physician in the specialty of pain medicine (2801, 2806,
2814, 2824, 2832840) andCase conference by a recognised specialist or consuit physician in the specialty
of pain medicine (2946, 2949, 2954, 2958, 2972, 2974, 2978, 2984, 2988, 2992, 2996, 3000).

Items 2801, 2806, 2814, 2824, 2832, 2840, 2946, 2949, 2954, 2958 28942 298, 2984, 2988, 2992, 2996,
3000, apply only to a seice provided by a recognised specialist or consultant physician in the specialty of pain
medicine, in relation to a pain patient referred from another practitioner (see Paragraph 6 of theEXplzeatory
notes).

The conditions that apply to the Ca3enferences 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 83@é¢o 838).
explanatory noé AN.0.51 for details of these conditions.

Where theservice provided to a referred patient is by a medical practitioner who is a recognised specialist or
consultant physician in the specialty of pain medicine and that service is pain meaHminie elevant items from

the pain specialist group (28018035, 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
beclaimed @ing the relevant attendance or case conferencingsite

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 speciatishsultart physician in the
specialty of palliative medicine 8032, 3040, 3044, 3051, 3055, 3062, 3069, 3074, 3078, 3083, 3088, 3093).

Items 3005, 3010, 3014, 3018, 3023, 3028, 3032, 3040, 3044, 3051, 3055, 3062, 3069, 3074, 3078, 3083, 3088,
3093, applyonly to aservice provided by a recognised specialist or déersiphysician 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 Prattionerswho are recognised specialist in the specialty dfgisle medicine and 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, 3093matraccesthe GP Management Plan items (721 and 732) or Tesm C
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, @8%433553062, 3069, 3074, 3078,
3083, 3088, 3093) are thensa as those for the Case Conferences by consultant physicians (Items 820 ®eg38).
explanatory note AN.0.51 for details of these conditions.

Where the service provided to a referred patieby amedical practitioner who is a recognised specialist o
consultant physician in the specialty of palliative medicine and that service is a palliative medicine service, then the
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relevant items from the palliative specialist group 3005, 3010, 34, 30233028, 3032, 3040, 3044, 3051,
3055, 3062, 3069, 3d7 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.

AN.0.60 Attend ances by Medical Practitioners who are Emergency Phys icians - (Items 5001 to

5036)

Items 5001, 5004, 5011, 5012, 5013, 5014, 5016, 5017 and 5019 under Group A21 relate specifically to attendances
rendered by medical practitioners who are holdétbe Felowship 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 Australasian College for Emergency Medicine (ACEM).

Otherthan forpoint-of-care ultrasound (see below), only modifymddon therapeutic and procedural items under
Subgroup 14 in Group T1 may be claimed in conjunction with attendance items 5001 to 5019.

Items relating to poinbf-care ultrasound services amat separady payable from emergency attendance items 5001
to 5019 where performed for a reason that represents routine use as standard of care in an Emergency Department
attendance. For example, the following four (rexihaustive) reasons:

a. To identify neves for thke purposes of administering nerve blocks.
b. To identifyvessels, including abdominal aortic aneurysms.
c. As part of a focused assessment with sonography for trauma (FAST) scan.

Where the Astandard of car eo0 pomntiofacareé ufirhseunddserdces arepayablep pl vy,
in addition to erargency attendance items 5001 to 5019, where the following three criteria are met:

a. A formal report is provided and is stored in a manner that reasonably facilities future retrieval / access.

b. The images ke stored in a manner that reasonably facilitatagéutetrieval / access.

c. The provider is appropriately credentialed to provide the particular service, by a recognised body for the
credentialing of ultrasound services.

For the sake of clarithospitalsdo not constitute recognised bodies for the credkmgj of ultrasound services. The

ACEM has published policy on the appropriate credentialing for Emergency Medicine ultrasonography, such as the
APolicy on Credent i alUltraspnogdgagprh yEbme rAgse moy eMe diyc iArCE M, exam
credentials include the Diploma in Diagnostic Ultrasound (DDU) and the Certificate in Clinician Performed

Ultrasound (CCPU) offered by the Australasian Society for Ultrasound in Medicine (ASUM).

Emergency Atendance Categories

Items 5001 to 5019 cover threategories of attendance to reflect the differing categories of professional

involvement required during emergency attendances undertaken in a recognised emergency medicine department of

a privae hospitg based on the number of differential diagnosescamaorbidities that require consideration rather

than simply on the time spent with the patient. The emergency department must be part of a private hospital and this
department must be licensads a gnfirseecdo emer gency depart orderritooy by t he app
government authority.

Mirror emergency attendance items (items 5021 to 5036) are provided for medical practitioners who are not
emergency physicians to ensure a consistent framkefwoall emergency attendances, regardless of provider type
(see notes below under 'Emergency Medicine Attendances by Medical Practitioners who are not Emergency
Physicians").

A new subgroup of therapeutic and procedurataddems is provided under Bgroup 14in Group T1 of the MBS

for services most commonly germed in emergency medicine (for example, fractures and resuscitation). These
items are to be claimed in conjunction with attendances on patients by emergency physicians (items 5001 to 5019)
or medicalpractitioners (5021 to 5036). Explanatory notes foou® T1, Subgroup 14 items are provided in

TN.1.22.
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The following notes in respect of the three categories are provided to assist emergency physicians and medical
practitioners in selecting trepproprige attendance item number for Medicare benefit pgpoEhe essential
difference between the three attendance categories relate not to time but to complexity.

It is recognised that change of shift handovers are common occurrences within thenemearesetting.

Emergency physicians and medical practigiceassuming responsibility of care for patients from the first
practitioner may bill the attendance items based on the level of complexity and engagement appropriate to the
patientds care.

Theattendanes for items 5001 to 5019 (and remergency physicraitems 5021 to 5036) are divided into three
categories relating to the level of complexity involved in medical decisiaking, namely:

a. Ordinary complexity
b. Complexity that is more than ordiryabut nothigh
c. High complexity

Age modifiers have been applitmleach category of attendance to reflect the level of additional complexity and
professional involvement, namely:

a. Aged 4 years or over but under 75 years
b. Aged under 4 years
c. Aged 75 years or @r

Ordinar y Complexity

These items are for the consultatiorvdstigation (if required) and management of a single system issue in a patient
with no relevant comorbidities where the differential diagnosis is limited.

Includes targeted history and examiaoat intepretation of relevant investigations (if required@velopment and

initiation of a management plan, relevant GP and specialist communication and associated documentation. These
patients would typically be discharged home from the Emergency Degrar A geriod of observation is not

required for these patien

Complexity More than Ordinary but Not High

These items are for the assessment, investigation and management of an undifferentiated presentation or a
presentation with a clear diagnosis thaeds rik stratification and complication exclusion. Where thiagnosis is

clear from the outset, this item should be used when management is time consuming or more than one strategy is
required. The attendance may include referral or consultatioraltéimatespecialist(s). These patients may or may

not be admied.

Includes a period of observation in response to initial treatment and / or requiring results of investigations to inform
an ongoing management plan, and includes any routine gaareproceduregsuch as ECGs, idwelling urinary
catheterisatiorvenous and arterial blood gas sampling, ultrasound in conjunction with procedures such as vascular
access or nerve block).

For patients requiring a prolonged period of observation, admissememergecy department short stay unit may
be required.

High Complexity

These items are for the assessment, investigation and management of an undifferentiated ED patient with one or
more comorbidities and more than one differential diagnosis.

These itera may inclide time consulting with alternate specialists, ifgsvith community services and

arrangement of admission, pharmacy reconciliation, communication with family, carers and general practitioners;
and any routine poirtf-care procedures (such BEGs, indwelling urinary catheterisation, venous and arterial

blood gas sampling, ultrasound in conjunction with procedures such as vascular access or nerve block).
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For patients requiring a prolonged period of observation, admission to an emergentyeepsinor stay unit may
be required.

Related Items50015004501150125013 5014501650175019

Emergency Medicine Attendances by Medical Practitioners who are not Emergency Physicians (Items 5021 to
5036)

Mirror items (5021, 5022, 5027, 5030, 503133050335035 and 5036) are provided for emergency medicine
atendance services performed by medical practitioners who are not emergency physicians to ensure a consistent
framework for all emergency attendances, regardless of provider type.

The mirror items reflecthe emergency physician items and are divided Imeet categories relating to the level of
complexity with age modifiers applied to each attendance category.

Related Items50215022502750305031 5032503350355036

AN.0.61 Emergency Medic ine Attend ances for the provision of Goals of Care (Iltems 5039, 5041,

5042 and 5044)

Items 5039 and 5041 are for goals of care services, performed by emergency physicians to support gravely ill
patients to make informed decisions regarding treatment iofrttealicalcondition.

Mirror items (5042 and 5044) are for theovision of goals of care by medical practitioners who are not emergency
physicians.

Items 5039 for emergency physicians and 5042 for medical practitioners are for goals of care services to be
performedn conjunction with, or after, the new emergency roie& attendance services (items 5001 to 5036). It is
expected the doctor would have performed the emergency attendance service on the patient and would be familiar
with the passuesandirousstaneesl i c a l i

Items 5041 for emergency physiciansl&®044 for medical practitioners are for goals of care services that are not
performed in conjunction with, or after, the new emergency medicine attendance services (items 5001 to 5036).
Theseitems ardor situations where the doctor would not be fami@r t h t he pati ent 6s medi cal
circumstances and the attendance is for at least 60 minutes.

Notes:

The conditions to be met before services covered by items 5039, 5041, 5042 andr&6ddeatéits are provided

under the following definitonsdigr avel y il 1l patient |l acking goals of <car
GMST.
igravely il/ patient |l acking current goay:s of careodo me:

(a) the patient either:
® is suffering a lifethreatening acute illness or injury; or

(i)  is suffering acute illness or injury and, apart from the illness or injury, has a high risk of dying within 12
months;

(b) one or more almatives ® management of the illness or injury are clinicappropriate for the patient;
(c) either:

0] there is not a record of goals of care for the patient that can readily be retrieved by providers of health
care for the patient and thidentifies interventions that should, or should not, be madeare of the patient; or
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(i) there is such a record but it is reasonable to ex|
goals recorded will change substantially.

Aipr etipnofgeel s of cared for a pa,imeansthecarrhing oud of all fdhie mlibwingpr act i t
activities by the practitioner:

@ comprehensively evalwuating the patientds medical, ph
(b) identifyingmajor issues that require goals of care for theepaito be set;
(o assessing the patientébés capacity to make decisions a

(d) discussing care of the patient with the patient, or a person (the at&y@gho en make decisions on the

pati ent 6s bfertha patientaadas dpprapaate evith any of the following:
0] members of the patientés family,;
(i)  other persons who provide care for the patient;
(i)  other health pradibners;

(e) offering in that discussion reasonable opgidor care of the patient, including alternatives to intensive or
escalated care;

(f)  agreeing with the patient or the surrogate on goals of care for the patient that address allueajor iss
identified;

(g) recording the agreed goals so that:
0] the record can be readily retrieved by other providers of health care for the patient; and
(i)  interventions that should, or should not, be made in care of the patient arégdentif

Patiet s coul d be alveatengaaeif oessaot ifejuryo (and suspicion
management may be an appropriate clinical choice) through the use of tools that assist in prediofitiGeeadch
as the Suppdive and Rlliative Care Indicators Tool (SPICTTM).

Afof f eraisoharbl e options for careodo means that the patient
continued intensive/active treatment or escalation of care, including where the patiesttdissctly asked for such
information (in recognition that pants may not ask if they are not aware of such alternatives).

irecording the agreed goalso should be undertaken usi n
in which a péient is keceiving care.

Patients with existing goals of carkaps are eligible if such records cannot be readily retrieved by the medical
practitioners; or if their condition has chanmled to t h
condiion and it is reasonable for new goals of care tdeweloped.

Providers of goals of care services should be appropriately trained to providéléadtare options and goals of
care discussions.

Items 5039, 5041, 5042 and 5044 should notldiened whee the goals of care are defined only in relatioa sub
set of the patientdés major issues.

Related Items5039504150425044

125



AN.0.62 Case Conferences by Consultant Psychiatrists - (Items 855 to 866)

A range of items are available for easonferenes by consultant psychiatrists in community setteags for

discharge planning for hospitalpatients. These items are introduced to improve the effectiveness of psychiatric
case conferences and make it easier for psychiatrists to worlgevithral pactitioners and allied health

professionals, therelsnsuring 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 thé@rgdrdasa
discharge case conferencélhere a consultant psyettiist organises a case conference a multidisciplinary team
requires the involvement of a minimum of three formal care providers from different disciplihesonsultant
psychiatrist and onether meétal practitioner are counted towards the minimurthofe.

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 detap@ies@ny to a service in relation to a

patient who suffersrém at least one medical condition that has been (or is likely to be) present for at least 6 months,
or that is terminal.ltems 855, 857, and 858 do not apply to apatient of a hospital.

For items861, 864 and 866 a discharge case conference iaoaference carried out in relation to a patient
before the patient is discharged from a hospitaims 861, 864 or 866 are payable not more than once for each
hospital admission.

The purpaee of a cee conference is to establish and coordinate the geanant of the care needs of the patient.
A case conference is a process by which a multidisciplinary team carries out the following activities:

- discusses a patient's histpry

- identifies the patient's multidisciplinacare needs;

- identifies outcomes to be achieved by members of the case conference team giving care and service to
the patient;

- identifies tasks that need be undetaken to achieve these outcomes, and allocates thsiseto
members 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 tegoines thenvolvement of a minimum of three
formal care providrs from different disciplines, each of whom provides a different kind of care or service to the
patient, and can include the patient's usual medical practitioner. The consultant psychéhathistraettal
practitioner are counted toward the minimumtote.

The patient's carer may be included as a member of the team, in addition to the minimum of three health or care
providers but do not count towards the minimum of three for Medicare mgpos

For the purposes of items 855 to 866 a consultant psydtiahould 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 pignt overthe coming 12 months.

In addition to the consultapsychiatrist and one otheredical practitioner, "formal care providers" include:

- allied health professionals such as, but not limited to: Aboriginal health care worklensa &sluctors;
audiologists; dental therapists; dentists; dialb educators; dieticians; mental health workers; occupational
therapists; optometrists; orthoptists; orthotists or prosthetists; pharmacists; physiotherapists; podiatrists;
psychologists; regtered nuses; social workers; speech pathologists.

- home and community service providers, or care organisers, such as: education providers; "meals on
wheels" providers; personal care workers (workers who are paid to provide cares$epvasaiton officers.
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The involvement of a patient's carsuch as a friend or family member, in a multidisciplinary case conference team

can provide significant benefits in terms of coordination of care for the patddmere the patient has a carée

consutant psychiatrist should consider inviting the cdoelbe an additional member of the multidisciplinary case
conference team, with the patient's agreement and where the carer's input is likely to be relevant to the subject matter
of the case atference.The involvement of the patient's carer is not codintevards the minimum of three

members.

Where the patient's carer is not a member of the multidisciplinary team, the practitioner should involve the carer and
provide information to the carerhere appopriate and with the patient's agreemedbwever, he practitioner

should take account of the impact of the tasks identified in the case conference on the capacity of the carer to
provide support to the patienfdditional responsibilities shod not beassigned to the patient's carer without the
carer'sagreement.

Organisation of a case conference

Organise and coordinate a case conference means undertaking the following activities in relation to a case
conference:

- explainirg to the p@tient the nature of a case conference, and askanpatient whether the patient
agrees to the case conference taking place; and

- recording the patient's agreement to the case conference; and

- recording the dy on whit the conference was held, and the times at whickdhérence started and
ended; and

- recording the names of the participants; and

- recording the matters mentioned in AN.0.51 and putting a copy of thatirecthre @tient's medical
records; and

- offering the patient (and the patient's carer, if appropriate and with the patient's agreement), and giving
each other member of the team a summary of the conference; and

- discusfng the oticomes of the case conference with the patient.
Geneaal requirements
It is expected that a patient would not normally require more than 5 case conferencesriorghgeriod.

The case conference must be arranged in advance within a timetffi@na#iovs for all the participants to attend.

The minimum thee care providers must be present for the whole of the case conference. All participants must be in
communication with each other throughout the conference, either face to face, by teleghowigleolink, or a
combination of these.

In explaining to lhe patient the nature of a case conference and asking the patient whether he or she agrees to the
case conference taking place, the medical practitioner should:

- Inform the péient thattheir medical history, diagnosis and care preferend# be discussed with other
care providers;

- Provide an opportunity for the patient to specify what medical and personal information they want to be
conveyed to or withhelttom theother case conference team members; and

- Inform the patient thatey will incur a charge for the service provided by the practitioner for which a
Medicare rebate will be payable.
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- Inform the patient of any adtbnal casts they will incur. The benefit is not claimable ¢aan account
should not be rendered) until all components of these items have been provided.

AN.0.63 Case Conference by Consultant Physicians in Geriatric/Rehabilitation Medicine - (Item

880)

Item 880 aplies only to a service provided by a consultantgitign or a specialist in the specialty of Geriatric or
Rehabilitation Medicine who has completed the additional requirements of the Royal Australasian College of
Physicians for recognition ithe subspealty of geriatric medicine or rehabilitation mediei The service must be
in relation to an admitted patient in a hospital (not including a patient in a residential aged care facility) who is
receiving one of the following types of speciatiate:

- geriatric evaluation and management (GEM), in whichdlir@cal intent is to maximise health status and/or
optimise the living arrangements for a patient with multidimensional medical conditions with disabilities and
psychosocial problems, whousually (lut not always) an older patient; or

- rehabilitationcare, in which the clinical intent is to improve the functional status of a patient with an impairment or
disability.

Both types of care are evidenced by mdlsciplinary management and réguuassessents against a plan with
negotiated goals and indioze timeframes. A case conference is usually held on each patient once a week
throughout the patient's admission, usually as part of a regular scheduled team meeting, at which all thie inpatie
underthe consultant physician's care are discussed iresegqu

The specific responsibilities of the coordinating consultant physician or specialist are defined as:

1 coordinating and facilitating the multidisciplinary team meeting;

1 resolving any disagement oconflict so that management consensus can be achieve

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 theseaconferece 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 dot point 2 of A24.7). The consultant physician or specialististed tavard the minimum of three.
Although they may attenthe case conference, neither the patient nor their informal carer, or any other medical
practitioner can be counted toward the minimum of three.

The case conference must be arranged in adyaiiitén atime frame that allows for all the participants ttead.
The minimum of three formal inpatient care providers must be present for the whole of the case conference.

Prior informed consent must be obtained from the patient, or the patiaritsimgjudng informing the patient that
they will incur a chage 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 day as a claim for any of the physician discharge case
conferencingtems 830832, 834, 835, 837 and 838, in respect of a pdatiquatient.

AN.0.64 Neurosurgery Specialist Referred Consultation - (Items 6007 to 6015)
Referred consultations provided by specialist neurosurgeons will be covered under items 6007 Théfd hew
items replace the use of specialist items 104 asddiOreferred consultations by neurosurgeons.

The neurosurgical consultation structure comprises an initial consultation (item 6007) and four categories of
subsequent consultations (items 8@D15). These categories relate to the time AND level of caxipy of the
attendance i.e

(i) Level 1- 6009

(i) Level 2- 6011
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(iii) Level 3-6013
(iv) Level 4- 6015

The following provides further guidance for neurosurgeons in utilising the appmjeians h common clinical
situations:

(i) Initial consultaion item 6007 will replace item 104.
(i) Subsequent consultation items 668@15 will replace item 105

Item 6009 (subsequent consultation on a patient for 15 mins or less) covers a nsequsabatndance which is
straightforward in nature. Some exples of a minor attendance would include consulting with the patient for the
purpose of issuing a repeat script for anticonvulsant medications or the routine review of a patient withudoventric
peritoneal shunt.

Item 6011 (subsequent consultation gedient for a duration of between 16 to 30 mins) would involve an detailed
and comprehensive examination of the patient which is greater in complexity than would be provided under item
6009, aranging orevaluating any necessary investigations and indliedailed relevant patient noteg/here a
management plan is formulated it is expected that this plan is discussed in detail with the patient and a written
record included in the patient not&ome examles of a detailed neurosurgical attendance woulldiéec

- the reviewing of neuroimaging for the monitoring of a tumour or lesion and discussion of the results with the
patient (e.g. meningiomaglioma, spinal cord tumour);

- consultation on a piant to eview imaging for spinal cord/cauda equina/ nerve mmpression from a disc
prolapse and discussion of results; or

- consultation on a patient prior to insertion of a ventriqaédatoneal shunt)

Item 6013 (subsequent consultation on a patigth conplex neurological conditions for the duration of betm

31 to 45 mins) should involve a extensive and comprehensive examination of the patient greater in complexity than
under item 6011, arranging or evaluating any necessary investigationxhrteidediled relevant patient notes.

Item 6013 would be exgeted to cover complications, adverse outcomes, or review of chronic condifithrese a
management plan is formulated it is expected that this plan is discussed in detail with the patiemtitel

record be included in the patient notes. Some exasrgflan extensive neurosurgical attendance would include:

- an attendance on a patient prior to a craniotomy for cerebral tumour;
- surgery for spinal tumour;

- revision of spinal surgery;

- epilepsy sugery; or

- 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 consultation on a patient with complewlogical conditions for a duration of more than

45 mins) shouw involve an exhaustive examination of the patient that is more comprehensive than 6013 and any
ordering or evaluation of investigations and include detailed relevant patient nHotesuld be expecte to cover
complications, adverse outcomes, or revi#whronic conditions. Where a management plan is formulated it is
expected that this plan is thoroughly discussed with the patient and a written record be included in the patient notes.
An exhaustive Burosurgical consultation includes:

- managing adveesneurological outcomes;

129



- detailed discussion when multiple modalities are available for treatment (e.qg. clipping versus coiling for
management of a cerebral aneurysm, surgical resectiorsvadiosugery for cerebral tumour); or

- discussion where suggl 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. cranial nerve dysfunction, motoraligsflsecodary to a
cerebral or spinal cord lesion).

Examinaton of such patients would include exhaustive neurosurgical examination includings full neurological
examination (cranial nerves and limbs) or detailed ‘focused examination' (e.g.: brachialgXaminton)

Complex neurosurgical problems referred titéms 6013 and 6015 include:
- deterioration in neurologic function following cranial or spinal surgery;

- presentation with new neurologic signs/symptoms; multifocal spinal and cranial dseaseuofiboromatosis);
or

- chronic pain states followingpgal surgery (including discussion of other treatment options and referral to pain
management)

NOTE: Itis expected that informed financial consent be obtained from the patient wheldeposs

AN.0.65 Cancer Care Case Conference - (Iltems 871 and 872)
For the purposes of these items:

- private patients in public or private hospitals or the community with a malignancy of a solid organ or tissue or a
systemic cancer such as a leukaemia mplyoma areovered, with the exception of patients whose oalycer is a
nonmelanoma skin cancer;

- the billing general practitioner, specialist or consultant physician may be from any area of medical practice and
must be a treating doctor of the patidigcussedt the case conferenca treating doctor should gerally have

treated or provided a formal diagnosis of the patient's cancer in the past 12 months or expect to do so within the next
12 months.Attending nonrtreating clinicians, allied healttrovidersor support staff are not eligible to bill the item.

- 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 conferesuweseihatecords are kept and that the
patient is informed othe outcome of the case conference. In most cases this will be the lead treating doctor.

- each billing practitioner must ensure that their patient is informed that a charge will be ificuthedcae
conference for which a Medicare rebate will begidg;

- participants must be in communication with each other throughout the case conference, eitbdatacer by
telephone or video link;

- suitable allied health practitioners woulchgeally befrom one of the following disciplines: aboriginaldith care
worker; asthma educator; audiologist; dental therapist; dentist; diabetes educator; dietician; mental health worker;
occupational therapist; optometrist; orthoptist; orthotist ortheisst; gharmacist; physiotherapist; podiatrist;
psychologistregistered nurse; social worker; or, speech pathologist;

- in general, it is expected that no more than two case conferences per patient per year will be billed by a
practitioner; and

- cancercare caseonferences are for the purpose of developing aerdreatment plan in a multidisciplinary team
meeting and should not be billed against case conference items for other purposes eg community or discharge case
conferences.
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AN.0.66 Non -directiv e Pregnanc y Support Counselling Service - (Item 4001)
Overview

The Pregnancy Support Counselling initiative provides for Medicare benefits to be paid-ftirewive pregnancy
support counselling services provided to a person who is:

pregnantpr

who has been pregnant in the 12 months precetm§jrst service to which this item, item 792 or item
81000, 81005 or 81010 applies in relation to that pregnancy.

There are five MBS items for the provision of rdinective pregnancy supparbunsellhng services:

Item 4001- services provided by an elie GP. The term 'GP’ is used hereafter as a generic reference to general
practitioners;

Item 792i services provided by an eligible medical practitioner (not including a specialist or emgliysican)
Item 81000 services provided by an eligibleyzhologist;

Item 81005 services provided by an eligible social worker; and

Item 81010 services provided by an eligible mental health nurse.

This notes relate to provision of a Rdimective pregnang support counselling service by an eligible GP.

Non-directive counselling is a form of counselling based on the understanding that, in many situations, people can
resolve their own problems without being provided with a solution by the cooinsglle munsellor's role is to
encourage the person to exréiseir feelings but not suggest what decision the person should Bgkistening

and reflecting back what the person reveals to them, the counsellor helps them to explore and undarstand the
feelings. With this understanding, the person is able toarthk decision which is best for them.

The service involves the GP undertaking a safe, confidential process that helps the patient explore concerns they
have about a current pregnancy or ggpency thaoccurred in the preceding 12 montfihis includegproviding,
on request, unbiased, evidermzsed information about all options and services available to the patient.

The service may be used to address any pregnancy related issues faramidalecive counselling is appropriate.
Patient eligibility

Medicare rebates for nedlirective pregnancy support counselling services provided using item 4001 are available to
a person who is:

9 pregnant; or
1 who has been pregnant in the 12 months pregettii firg service to which this item, item 792 or item
81000,81005 or 81010 applies in relation to that pregnancy.

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 services per patient, per
pregnancy, from any of the following item92, 4001, 81000, 81005 and 81010.

Where the patient is unsure of the number ofiMdare rebted nondirective pregnancy support counselling seeg

they have already accessed, the patient may check with Services Australia on 13gérhatively, the GP may
check with Services Australia (although the patient must be present tpegiméessim).
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Item 10990 or item 10991 can also be claimedomjunction with item 4001 provided 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 ajgeopondirective pregnancy counselling

training.

AN.0.69 One-Off Veterans' Health Check
Items 701, 703, 705 and 707 may be used to undertake a health assessment for a former serving member of the
Australian Defence Force, including a former member afpaent ad reserve forces.

A health assessment for a formerviieg member of the Australian Defence Force is an assessment of:

a. a patient's physical and psychological health and social function; and
b. whether health care, education and other assistancildf®moffaed to the patient to improve their
physical, psychalgical health or social function.

This health assessment must include:

a. a personal attendance by a general practitioner; and
b. taking the patient's history, including the following:

Vi.
Vil.

viii.

iX.
X.
Xi.
Xii.

Xiii.
Xiv.

XV.
XVi.

XVii.

the patient'service vith the Australian Defence Force, including servigeet years of service,
field of work, number of deployments and reason for discharge;

ii. the patient's social history, including relationship status, number of children (if any) and current

occupdion;

iii. thepatient's current medical conditions;
. whether the p&nt suffers from hearing loss or tinnitus;

the patient's use of medication, including medication prescribed by another doctor and medication
obtained without a prescription;

the patient's smaikg, if applicable;

the patient's alcohol use, if applicable;

the patient's substance use, if applicable;

the patient's level of physical activity;

whether the patient has bodily pain;

whether the patient has difficulty getting to sleep or staying asleep;
whether tle patient has psychological distress;

whether the p&nt has posttraumatic stress disorder;

whether the patient is at risk of harm to self or others;

whether the patient has anger problems;

the patient's sexual health;

any other health concertise patiehhas.

The assessment must also include the following

i. measuring the patient's height;

ii. weighing the patient and ascertaining, or asking the patient, whether the patient's weight has changed in the
last 12 months;

iii. measuring the patient's waistatimference

iv. taking the patient's blood pressure;

v. using informaibn gained in the course of taking the patient's history to assess whether any further
assessment of the patient's health is necessary;

vi. either making the further assessment or referring thergab amther medical practitioner who can make
the further asessment;

Vii.

documenting a strategy for improving the patient's health;
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viii. offering to give the patient a written report of the assessment that makes recommendations for treating the
patient includng preveritve health measures;
ix. keeping a record of the assessine

A general practitioner may use the Veteran Health Check Tool as a screening tool for the health assessment. The
tool can be viewed on the Department of Veterans' Affairs' websitt@t/www.dva.gov.auOther gsessment

tools mentioned in the Department of Veteran's Affairs Mental Health Advice Book may be relevant and can also be
viewed on the Department's website.

This health assessment may onlyckl@med mce by an eligible patient.

The health assessment rhost be performed in conjunction with a separate consultation in relation to the patient
unless the consultation is clinically necessary.

The health assessment must be performed by the patienal dctor.

AN.0.70 Limitation of items 0 certain attendanc es by specialists and consultant physicians

Medicare benefits are not payable for items 105, 116, 119, 386, 2806, 2814, 3010, 3014, 6009, 6011, 6013, 6015,
6019, 6052 and 16404 when claimedssociatia with an item in group T8 with a schedule fee of $2® or

more.

The restriction applies when the procedure is performed by the same practitioner, on the same patient, on the same
day.

AN.0.71 General practitioner attendances and Aftercare

Vocationallyand nonvocationally registered general practitionpreviding postoperative treatment to a patient

during an aftercare period are eligible for Medicare benefits. This rule applies only in the circumstance whereby the
vocationally or nornvocatonally redstered general practitioner did not perform thddhjirocedure requiring post
operative treatment.

Normal aftercare rules still apply when it is the vocationally orwacationally registered general practitioner who
rendered the initial peedure regiring postoperative treatment.

AN.0.72 Attendance services for complex neurodevelopmental disorders (such as autism
spectrum disorder)
Intention of this service under item 289 and telehealth equivalent item 92434

Items 289 or telehealth equleat item92434 are intended for complex conditions, charassterby multidomain
cognitive and functional impairment. Patient eligibility is for neurodevelopmental disorders, which are assessed to
be complex and mean that individuals require supporsadarultipk domains.

The intention of this service is to proeidccess to treatment, through the development of a treatment and

management plan by a psychiatrist, for individuals under 25 years of age, diagnosed with a complex

neurodevelopmental disord@DD). Thedevelopment of the treatment and management pldowia

comprehensive medical assessment, and provides the opportunity to refer to eligible Allied Health practitioners for

up to a total of 20 MBS tr eans &61532028, 82025,i82085593(@8%, 8303b.at i ent
930430r93044Thi s item is claimable once in a patientdés |ife

Eligibility:

In the context of item 289 (or 92434), the diagnosis of a complex neurodevelopmental disorder requires evidence of
requiring spport andshowing impairment across two or more neurodevelogal@omainsComplexity is
characterised by muidomain cognitive and functional disabilities, delay or clinically significant impairment.

Neurodevelopmental domains include:
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1 Cognition

i Langua@

1 Sociatemotional development

1 Motor skills

1 Adaptive behaviourconceptual skills, practical skills, social skills or social communication skills

Referral pathways:

Early identification of, and intervention for, individuals with complex NDD is importamromotirg positive
longer term outcomes. Symptoms can calisécally significant impairment in social, occupational or other
important areas of functioning.

Where neurodevelopmental concerns have been identified and brought to the attention o the pétie init@ly t
assess these concerns and the GP cosditkere are persisting indications that require more specialised assessment,
they are encouraged to refer to either a consultant paediatrician or psychiatrist for a comprehensive assessment.

Diagnostic Assessment;

The assessment and diagnosis of a comg2® should be evaluated in the context of both a physical and
developmental assessment. The psychiatrist may require a number of separate attendances (througkieseal time

or subsequent t@ndancetems 296 308, 310, 312, 314, 316, 318, 31852, 9827- 91831 or 91837 91839,

92437, 92455 92460) to complete a comprehensive accurate assessment and formulate a diagnosis, exclude other
disorders or assess for-oocurring conditions.

Mullti -disciplinary assistance with assessment and/or contributioto the treatment and management plan:

Depending on a range of factors, not I|Iimited to the pa:
physician may require a mulfisciplinary agproach to complete a comprehensive accurate assesanten
formulate a diagnosis.

Where the psychiatrist determines the patient requires additional assessments to formulate a diagnosis, through the
assistance of an Allied Health practitionegyttare al# to refer the patient to an eligible Allied Healttopider

from standard attendance items (23898, 310, 312, 314, 316, 318, 31352 and telehealth equivalent items 91827

- 91831, 91837 91839, 92437, 9245592460).

Whilst Medicare rebats provide€for a total of 8 Allied Health assessment servigaspatient per lifetime, an

eligible Allied Health practitioner can only provide to 4 servicesefore the need for a review (the type of review
can be specified in the referral to the eligillied Health professional) by the referring psychiatridiosmust

agree to the need for any additional Allied Health services prior to the delivery of the remaining 4 Allied Health
assessment services.

Eligible Allied Health Assessment practitionersmclude:

9 Psychologist (MBS item 82000, 93032, 93040)

1 Speech Patilogist (MBS item 82005, 93033, 93041)

9 Occupational Therapist (82010, 93033, 93041)

9 Audiologist, Optometrist, Orthoptist, Physiotherapist (MBS item 82030, 93033, 93041)

Requirements of the referal to Al lied Health practitioners

The psychiatrist can reféo multiple eligible Allied Health practitioners concurrently, but a separate referral letter
must be provided to each Allied Health practitioner. The referral should specify the intenas$éisemeraind if
appropriate, specify the number of serviaebe provided. Where the number of sessions is not specified, each
Allied Health practitioner can provide up to 4 assessment services without the need for review or agreement to
provide furtherassessmérservices.

Review requirements following delivery of4 Allied Health Assessment services
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Whilst an eligible Allied Health practitioner has provided 4 assessment services (through items 82000, 82005,
82010, 82030, 93032, 93040, 93033 or 9304 t) @nsides additional assessment services are required, thisy m
ensure the referring psychiatrist undertakes a review. If the type of review is not specified by the referring
psychiatrist an acceptable means of review includes: a case conference;gdhawitten correspondence, secure
online messaging exchangeattendance of the patient with the referring psychiatrist.

Inter -disciplinary Allied Health referral

Eligible Allied Health practitioners are also able to make tdtsciplinary referralsd other elgible Allied Health
practitioners as clinically nessary to assist with the formulation of the diagnosis or contribute to the treatment and
management plan. Intelisciplinary referrals must be undertaken in consultation and agreement widtfieitrang
psychiatrist. Whilst they do not require the need m attendance with the patient (faodace or telehealth) by the
referring psychiatrist, they do require an agreement from the referring psychighistcan be undertaken (but is

not limited to)an exchange by phone, written communication or secnliee messaging.

Contribution to the Treatment and Management Plan through Allied Health referral

In addition to referring to Allied Health practitioners for assistance with formulatinggaabés, ooe a psychiatrist
makes a complex neurodevelopmentiabrder diagnosis, the psychiatrist may require the contribution of an eligible
Allied Health practitioner to assist with the development of the Treatment and Management plan (beforeehilling i
289 0r92434).

MBS items 82000, 82005, 82010, 82038032 93040, 93033 or 93041 provide a dual function for this purpose. It

is important to note that the service limit of a total of 8 services per patient per lifetime apply regardless of whether
the items ag used for assistance with diagnosis or contributiotihe treatment and management plan, and the
referring psychiatrist should be mindful of this when referring to eligible Allied Health practitioners.

Development of the Treatment and ManagemerPlan

Oncaethe psychiatrist has made a diagnosis of a cong2R, to complete the item requirements of item 289 or
92434 they must develop a treatment and management plan which includes:

fTWritten documentation of t heplegetriegetopntestal disordef,i r me d
including any findings of agssments performed (which assisted with the formulation of the diagnosis or
contributed to the treatment and management plan)

1 Arisk assessment which means assessment of:

o the risk to the patig of a cantributing comorbidity and
o0 environmental, physicasocial and emotional risk factors that may apply to the patient or to
another individual.

1 Treatment options which include:

o0 Recommendations using a biopsychosocial model

o ldentify major treatmengoals ad important milestones and objectives

o Recommendatioand referral for treatment services provided by eligible Allied Health
practitioners (where relevant) and who should provide this, specifying number of treatments
recommended (to a maximum d Beatmenservices)

o Indications for review or episodes redng escalation of treatment strategies

1 Documenting the Treatment and Management plan and providing a copy to the referring medical
practitioner and relevant Allied Health practitioner/s.

Referral for All ied Health Treatment services

Once a treatment and megement plan is in place (after item 289 or 92434 has been claimed) the psychiatrist can
refer the individual to eligible Allied Health practitioners for the provision of treatment servieegnient ervices
address the functional impairments identifitacbugh the comprehensive medical assessment which are outlined in
the treatment and management plan. Treatment services focus on interventions to address developmental
delays/disabilities cimpairmens.
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Eligible Allied Health treatment practitioners include:

1 Psychologist (MBS items 82015, 93035, 93043)

1 Speech Pathologist (MBS items 82020, 93036, 93044)

9 Occupational Therapist (MBS items 82025, 93036, 93044)

1 Audiologist, Optometrist, OrthoptisPhysiotlerapist (MBS items 82035, 93036, 93044)

A total of 20Allied Health Treatment services per patient per lifetime are available through the MBS, which may
consist of any combination of items 82015, 82020, 82025 or 82035 or equivalent telehmasltitelstthe
psychiatrist can refer to multiple eligible Adtl Health practitioners concurrently, a separate referral letter must be
provided to each Allied Health practitioner.

The referral should specify the goals of the treatment and if approspaiefy the number of services to be
provided. It is the respaibility of the referring psychiatrist to allocate the number of treatment services (up to a
maxi mum of 10 services per course of treatemennptap i

It is important to note, that a benefit will not paid for the MBS Allied Health Treatment services unless the pre
requisite items (289 or 92434) have been processed through the Medicare claiming system.

On the compl et i onmmeonfteoifeed(distpe raferrng psyeHiatrist, ugta maximomlO
services), the eligible Allied Health practitioner must provide a written report to the referring psychiatrist, which

should include information on the treatment provided, recommenddiohguremanage ment of t he
disorder and any adbe to caregivers (such as parents, carers, school teachers). This written report will inform the

kee,

i nd

referring psychiatristodés decision to rrsefoéteatmenvafterf urt her

the initial 10 services are requireg(to a maximum of 20 services per patient per lifetime) a new referral is
required.

Inconclusive assessment:

Where a patient does not meet the diagnostic threshold of a complex neurodevelbdiserte and where
ongoing medical management is requirestjgnts can be managed through psychiatry attendance iter89800
310, 312, 314, 316, 318 or telehealth equivalent items 928821 or 9183-01839.

Examples include where:

9 Neurodevelopmentsaessmeris incomplete or inconclusive

1 Neurodevelopmental imganent is present in fewer than two domains

9 Neurodevelopmental impairment is present in two or more domains, but individuals do not require
sufficient support to meet criteria

1 Comprehensive, agapproprate neurodevelopmental assessment is impossibleamailable (e.g. in
infants or young childrerparticularly those under 6 years of age)

These individuals may be considered fdat rupanét of a
reassessmetin the future.
AN.0.73 Attendance services for elig ible disabilities

Intention and eligibility of this service under item 139 and telehealth equivalent item 92142

Items 139 or telehealth equivalent item 92142 are intended for diagnosis ame:ttefarpatients under 25 years of
age with an eligible disdlity by a general practitioner.

Definition of Eligible Disabilities is found AR.29.1
The intention of this service is to provide access to treatment, through the development of a treatment and

managemerplan by a general practitioner, for individuals en@5 years of age, diagnosed an eligible disability.
The development of the treatment and management plan, follows a comprehensive medical assessment, and
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provides the opportunity to refer &igible Allied Health practitioners for up to a total of 20 BBeatment services
per patientdés |lifetime (items 82015, 82020, 82015, 820
once in a patientédés |ifeti me.

Diagnostic Assessment:

Early identificaton of, and intervention for, individuals with eliggbdisabilities is important in promoting positive
longer term outcomes. Symptoms can cause clinically significant impairment in social, occupational or other
important areas of functioning.

The assessnmé and diagnosis of an eligible disability shoulddsaluated in the context of both a physical and
developmental assessment. The GP may require a number of separate attendances (throughtiesedl time
subsequent attendance items 3 to 531¥90 t091802) to complete a comprehensive accurate assessanc
formulate a diagnosis, exclude other disorders or assess-fmcooring conditions.

Multi -disciplinary assistance with assessment and/or contribution to the treatment and managemenaipi

Dependng on a range of factors, not limited tothepafest age and nature of suspected
require a multidisciplinary approach to complete a comprehensive accurate assessment and formulate a diagnosis.

Where the GP determinése pati@t requires additional assessments to formulategndis, through the assistance
of an Allied Health practitioner, they are able to refer the patient to an eligible Allied Health provider from standard
attendance items (3 to 51 or 91790 to @28

Whilst Medicare rebates provide for a total of 8 Alliedaith assessment services per patient per lifetime, an
eligible Allied Health practitioner can only provide to 4 servicedefore the need for a review (the type of review
can be specified ithe referal to the eligible Allied Health professional) by theferring GP, who must agree to the
need for any additional Allied Health services prior to the delivery of the remaining 4 Allied Health assessment
services.

Eligible Allied Health Assessmenpractitio ners include:

9 Psychologist (MBS item 82000, 93032 ,04®)

1 Speech Pathologist (MBS item 82005, 93033, 93041)

9 Occupational Therapist (82010, 93033, 93041)

1 Audiologist, Optometrist, Orthoptist, Physiotherapist (MBS item 82030, 93033, 93041)

Requirements of thereferral to Allied Health practitioners

The GP camefer to multiple eligible Allied Health practitioners concurrently, but a separate referral letter must be
provided to each Allied Health practitioner. The referral should specify the irftdrg assssment and if

appropriate, specify the number of dees to be provided. Where the number of sessions is not specified, each
Allied Health practitioner can provide up to 4 assessment services without the need for review or agreement to
provide lrther asessment services.

Review requirements following delivery of 4 Allied Health Assessment services

Where an eligible Allied Health practitioner has provided 4 assessment services (through items 82000, 82005,
82010, 82030, 93032, 93040, 93033 or4BCland casiders additional assessment services are reqtiregdmust
ensure the referring GP undertakes a revibthe type of review is not specified by the GP, an acceptable means
of review includes: a case conference, phone call, written comdspoe, seure online messaging exchange or
attendance of thegpient with the referring psychiatrist.

Inter -disciplinary Allied Health referral

Eligible Allied Health practitioners are also able to make idisciplinary referrals to other eligible AllieHealth
practitioners as clinically necessary to assist withformulation of the diagnosis or contribute to the treatment and
management plan. Intelisciplinary referrals must be undertaken in consultation and agreement with the referring
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GP. Whilst hey do notequire the need for an attendance with the paffanéto-face or telehealth) by the
referring GP, they do require an agreement from the referringT@&i8.can be undertaken (but is not limited to) an
exchange by phone, written communicatirsecurenline messaging.

Contribution to the Treatment and Management Plan through Allied Health referral

In addition to referring to Allied Health practitioners for assistance with formulating a diagnosis, once the GP makes
a diagnosis, the GP may récg the ontribution of an eligible Allied Health practitionér assist with the
development of the Treatment and Management plan (before billing item 139 or 92142).

MBS items 82000, 82005, 82010, 82038032, 93040, 93033 or 93041 provide a dual fondior this purpose. It

is important to note that the servidait of a total of 8 services per patient per lifetime apply regardless of whether
the items are used for assistance with diagnosis or contribution to the treatment and management @an, and th
referring GP should be mindful of this when referring to #llg Allied Health practitioners.

Development of the Treatment and Management Plan

Once the GP has made a diagnosis of an eligible disability, to complete the item requirements of iter@ 148D or 9
theymust develop a treatment and management plan whitindies:

fTWritten documentation of the patientds confirmed
of assessments performed (which assisted with the formulation of the dg&agnosntibuted to the
treatment and management plan)
1 A risk assessment which means assessment of:
o the risk to the patient of a contributing-owrbidity and
o environmental, physical, social and emotional risk factors that may apply to the patient or to
another inlividual.
9 Treatment options which:
0 Recommendationssing a biopsychosocial model
o lIdentify major treatment goals and important milestones and objectives
0o Recommendation and referral for treatment services provided by eligible Allied Health
practiioners (where relevant) and who should provide this, specifyiognber of treatments
recommended (to a maximum of 20 treatment services)
o Indications for review or episodes requiring escalation of treatment strategies
1 Documenting the Treatment and Managetpan andoroviding a copy to relevant Allied Health
practitioner/s.

Referral for Allied Health Treatment services

Once a treatment and management plan is in place (after item 139 or 92142 has been claimed) the GP can refer the
individual to eligible Allied Healthpractitioners for the provision of treatment servicBgatment services address

the functional impairments identified through the comprehensive medical assessment which are outlined in the
treatment and management plan. Treatment services dadasenentions to address developmental

delays/disabilitie®r impairments.

Eligible Allied Health treatment practitioners include:

9 Psychologist (MBS items 82015, 93035, 93043)

9 Speech Pathologist (MBS items 82020, 93036, 93044)

9 Occupational Therapist (BS items 2025, 93036, 93044)

9 Audiologist, Optometrist, Orthojst, Physiotherapist (MBS items 82035, 93036, 93044)

A total of 20 Allied Health Treatment services per patient per lifetime are available through the MBS, which may
consist of any combinatioof items 015, 82020, 82025 or 82035 or equivalent telehedihs. Whilst the GP can

refer to multiple eligible Allied Health practitioners concurrently, a separate referral letter must be provided to each
Allied Health practitioner.

138



The referral shouldpecify he goals of the treatment and if appropriate, thei§pthe number of services to be
provided. It is the responsibility of the referring psychiatrist to allocate the number of treatment services (up to a

maximum of 10 services per course oaitreent)ink e epi ng wi th the indi vintglanal 6s tr e

It is important to note, that a benefit will not be paid for the MBS Allied Health Treatment services unless the pre
requisite items (139 or 92142) have been processed through theakéedaining system.

On the completionnbd @speoufsedobytrleat meferring GP, uj
eligible Allied Health practitioner must provide a written report to the referring GP, which should include

information onthe treanent provided, recommendations on future managenfento he i ndi vi dual 6s di
advice to caregivers (such as parents, carers, schoolteachers). This written report will inform the referring GPs

decision to refer for further treatmentwees. Whee subsequent courses of treatment after the idifiaervices

are required (up to a maximum of 20 services per patient per lifetime) a new referral is required.

AN.0.74 General Attendance ltems - General Practitioners
GENERAL ATTENDANCE ITEMS 1 GENERAL PRACTITIONERS

Level A Level B Level C Level D Level E
Straightforward 6-20 minutes |20+ minutes 40+ minutes 60+ minutes
Business hours
In consulting 3 23 36 a4 123
rooms
Out of consulting 4 o 37 47 124
rooms
RACF 90020 90035 90043 90051 90054
After-hours
In consultin
2 9 |s000 5020 5040 5060 5071
room
Out of consulting
3 5003 5023 5043 5063 5076
room
RACF 5010 5028 5049 5067 5077
Telehealth
Telehealth (video] 91790 91800 91801 91802 91920
Telephore 91890 91891 9190d¢ 9191¢ NA

'Residential Aged Care Facility
2Use on: public holiday; Sunday; before 8am or after 1 pm on Saturday; before 8am or after 8pm on any other day

SUse on: public holiday; Sunday; before 8am or afterdghron Saturday; befe 8am or after 6pm on any other
day
“4patients enrolled in MyMedicare only

AN.1.1 Patients Usual Medical Practitioner
It is a legislative requirement that GPs and other medical practitioners working in general practice must only
perform a telehealth aelephone service where they kaan established clinical relationship with the patient.

An established clinical relationship is defined as:
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the medical practitioner who performs the service has provided dddaee serice to the patient ithe last
12 months; or

the medical practitioner who performs the service is located at a medical practice, and the patient has a face
to-face service arranged by that practice in the last 12 months. This can be a seforoeepdny another dear
located at the practice, arservice performed by another health professional located at the practice (such as a
practice nurse or Aboriginal and Torres Strait Islander health worker); or

the medical practitioner who germs the service ia participant in the Approved Meal Deputising Service
(AMDS) program, and the Approved Medical Deputising Service provider (AMDS provider) that employs the
medical practitioner has a formal agreement with a medical practice thatolvaded at least anfaceto-face
service to the g@nt in the last 12 months.

This requirement does not apply to a person who is under the age of 12 months, a person who is experiencing
homelessness, a person who has tested positive for CO¥,IDrperson who is expenging acute respiratory
symptomsand who meets the PBS criteria for COVID antiviral therapy (until 31 December 2023), or people
living in a natural disaster affected area, a person receiving an urgestaftsrservice (in unsodike hours), or a
peron who receives the service fraimedical practitioner located at an Aboriginal Medical Service or an
Aboriginal Community Controlled Health Service.

person who is experiencing homelessnessans when a person does not have suitaldlemmodation alteatives
they are considered horesk if their current living arrangement:

(a) is in a dwelling that is inadequate; or
(b) has no tenure, or if their initial tenure is short and not extendable; or

(c) does not allow them to have canitof, and access tgpace for social relations.

person who has tested positive for COVAI® means a patient who has received a positive COlADest result
within the last 7 days, confirmed by either:

(a) Laboratory testing (PCR); or

(b) A COVID-19 rapid antigen self ta{RAT) which has been approvéat supply in Australia by the Therapeutic
Goods Administration.

person who meets the PBS criteria for COWAI® antiviral therapymeans a person who is:

(a) 70 years of age or older;

(b) 50 years ohge or older with deast two additional risk facts;

(c) of First Nations descent, who is 30 years of age or older and with at least one additional risk factor; or

(d) 18 years of age or older and who is moderately to severely immunocompromised
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pemle living in a natural disaster affected are&s defned as a State or Territory local government area which is
currently declared as a natural disaster area by a State or Territory Government until that declaration is deemed to
have expired.

AN.2.1 Limi tation of items - certain attendances by diagnostici maging providers
Consultationsrendered by specialist radiologists

Medicare benefits are not payable for items 52, 53, 54, 57, 151, 104 and 105 when clagnspe diglist
radiologistin association wit any of the followirg diagnostic imaging items:

(a) an item in Subgroup 6 of Group I1;

(b) an item in any of Subgroups 1 to 7 of Group 13;

(c) items58900 and 58903 in Subgroup 8 of Group 13; and
(d) item 59103 in Subgroup 9 of Group I3.

Consultations rerdered in associationwith magnetic resonance imagingMRI) services- Group 15

Medicare benefits are not payable for items 52, 53, 54, 57, 151, 104 amdad3¥ociation with MRI services unless
the providing practitioner determines that the consultatiorecessary for theeatment or management of the
patient's condition.

The restrictions above apply when these servicepafermed by the same practitioner, on the same patient, on the
same day.

AN.3.1 Subsequent attendance items

The current reglations prohibit thgpayment of Medicare benefitsrfeubsequent attendance items 105, 116, 119,
386, 2806, 2814, 3010, 3014, 6009 to 6015, 6019, 6052, and 16404 if a claim is made for any Group T8 item
(3000150952) with a schedule fee of equal to oragethan $330.20 othhe same day. Necompliance wih the
regulations can result in a referral to an appropriate regulatoryibsaggh as the Professional Services Review.
Subsequent attendance items (111, 117, and 120) can only be claimed on theysssy@rdap T8 items ith

schedule fees of equal to greater than $330.20, if the procedure is urgent and not able to be predicted prior to the
commencement of the attendandgis therefore expected that these items would be claimed only in exceptional
circumstances.

Subsguent attendance item 115 canyooe claimed, if the nature of the attendance was not able to be predicted
prior to the procedure.

Item 115 should not be claimédhe consultation relates to the booked Group T8 procedumg.conslltation
component rated to the booked Group T8 peadure is considered to be covered under the fee for that procedure, if
the Schedule fee is $330.20 or more.

Should a component of the consultation be unrelated to the booked T8 procedure and ilésezbhgithe medical
practitioner that it would be @inical risk to defer this consultation then item 115 could be claimable.

It would not be appropriate to claim item 115 if a patient attends for the booked operation, and prior to surgery an
examinationis conducted relevano performing that procedurtagether with a discussion of the outcomes and
aftercare. If the consultation extends beyond this; including the development of a management plan involving a
broader diagnosis, prognosis, associatedrreats and followup;then it could be appropriate ttaim item 115.

In claiming item 115, the specialist or consultant physician must be satisfied that it would be a clinical risk to defer
the consultation for the patient at this time.

141



Where item 115 islaimed, the record®r the consultation should cléw identify why the consultation is
considered necessary for the patient including the clinical risk to defer the consultation.

AN.7.1 Prescribed Medical Practitioners

A prescribedmedical practitioner is a medicalgetitioner:

(a)who is not a general practitioner ($881.4.13, specialist or consultaphysician, and

(b) who:

a. is registered under smm 3GA of the Act and is practising during the period, and in the location in respect of
which the medical practitioner is registered, and insofar as the circumstances specified for paragraph 19AA(3)(b)
the Act apply; or

b. is covered by an exemptionder subsection 19AB(3) of the Act; or

c. first became a medical practitioner before 1 November 1996.

AN.7.2 GENERAL ATTENDANCE ITEMS 7 MEDICAL PRACITIONERS AND PRESCRIBED MEDICAL
PRACITIONERS

GENERAL A TTENDANCE ITEMS i MEDICAL PRACITIONERS ! (MPs) AND PRESCRIBED
MEDICAL PRACITIONERS 2 (PMPs)

Level A Level B Level C Level D Level E

Straightforward 5-25 minutes |25+ minutes 45+ minutes 60+ minutes
Business hours
In consultng | ., 53 54 57 151
rooms (MP}
In consulting
rooms (PMP§ | 179 185 189 203 301
MM2-73
Out of consulting
rooms (MP) 58 59 60 65 165
Out of consulting
rooms (PMP) 181 187 191 206 303
MM2-7
RACF (MP) 90092 90093 90095 90096 90098
RACF (PMP) | 90183 90188 90202 90212 90215
MM2-7
After-hours
In consultng 5200 5203 5207 5208 5209
rooms (MP)
In consulting
rooms (PMP) 733 737 741 745 2197
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Out of consulting | 5, 5223 5227 5228 5261
rooms (MP)
Out of constuing
rooms (PMP) | 761 763 766 769 2198
RACF (MP) 5260 5263 5265 5267 5262
RACF (PMP) | 772 776 788 789 2200
Telehealth
(T,\j:f)hea'th (video| o, 4, 91803 91804 91805 91923
Telehealth (video
PV MM 27 | 91794 91806 91807 918 91926
Telephone (MP) 9190% 91913

91892 91893 NA
peephone (PMP 91906 91916

IMP items can be claimed by all MPs who are not general practitioners.

2PMP items can be claimed by medical practitioners that are not generdigrarti specialists or consultant
physicians.

SMMmeans fModified ifid Manash Madel i how thé/demhrtment defines whether a location is

metropolitan, rural, remote or very remote. The model measures remoteness and population side oh a sca
Modified Monash (MM) categories MM 1 to MM 7. M 1 is a major city and MM 7sivery remote.

4pavailable to patients enrolled in MyMedicare only.

AN.7.3 Prescribed Medical Practitioner Prolonged Attendance in Treatment of a Critical Condition
(tems 214 to 220)

The condiions to be met before services covered by items22Dattact benefits are:
(i) the patient must be in imminent danger of death;

(i) if the personal attendance is not continuous, the occasiovhich the service is provided is taken to be the
total time of the attendance; and

(i) if personal attendee on a single patient is provided by 1 or more prescribed medical practitiongrstésee
AN.7.1) concurrently, each practitioner may claimattendance fee.

Note: Medicare benefits are not payable for the issue of a death certificate, although an attendance on a patient at
which it is determined that life is extinct can be claimader the appropriate 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.

AN.7.4 Prescribed Medical Practitioner Family Group The  rapy (Items 221, 222 and 223)

These items refer to family gup therapy supervised by prescribed medical practitionersi¢geeAN.7.3. To be
used, these items require that a formal intervention wéiieaific therapeutic outcome, such as improved family
function and/or communication, is undertaken. Other tgbesoup attendances do not attract benefits. ltkhbe
noted that only one fee applies in respect of each group of patients.

Telephone condiations, letters of advice by prescribed medical practitioners, the issue of repeat prescriptions when
the patent is not in attendance, post mortem examinatibiesissue of death certificates, cremation certificates,
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counselling of relatives (notdtems 348, 350 and 352 are not counselling services), group attendances (other than
group attendances coveredibgms 170, 171, 172, 221, 222, 223, 342, 344 and 248) as group counselling,
health education, weight reduction or fithess classes do nlifycfoa benefit.

Although Medicare benefits are not payable for the issue of a death certificate, an adendapatient at which it

is determined that life iextinct can be claimed under the appropriate attendance item. The outcome of the
attendancenay be that a death certificate is issued, however, Medicare benefits are only payable for the attendance
compmnent of the service.

AN.7.5 Prescribed Medical Prac titioner Health Assessments (ltems 224 to 227)
There are four timdvased health assessmeatis, consisting of brief, standard, long and prolonged consultations.
Brief Health Assessment (MBS Item 224)

A brief health assessmeis used to undertake simple health assessments. The health assessment should take no
more than 30 minutes to complete.

Standard Health Assessment (MBS Item 225)

A standard health assessment is usedtfaightforward assessments where the patientrmgzresent with
complex health issues but may require more attention than can be provided in a brief assessmentsifieatasses
lasts more than 30 minutes but takes less than 45 minutes.

Long Health Asssssment (MBS Item 226)

A long health assessment issddor an extensive assessment, where the patient has a range of health issues that
require more irdepth consideration, driongerterm strategies for managing the patient's health may be necessary.
Theassessment lasts at least 45 minutes but less thanGites.

Prolonged Health Assessment (MBS Item 227)

A prolonged health assessment is used for a complex assessmeatiefwith significant, longerm health
needs that need to be managed thraugbmprehensive preventive health care plan. Thesassnt takes 60
minutes or more to complete.

Prescribed medical practitioners (se#e AN7.1) may select one of the MBS health assessmeansite provide a

health assessment service to a member of any of the target groups listed in the table below. Theeksaitnass

item that is selected will depend on the time taken to complete thte heakéssment service. This is determined by

the compexity of the patient's presentation and the specific requirements that have been established for each target
group eligibk for health assessments.

MBS Items 224, 225, 226 and 227 may be used to urkdeathealth assessment for the following target ggoup

Target Group Frequency of Service

A type 2 diabetes risk evaluation for people aged40
years (inclusive) with a highisk of developing type 2
diabetes as determined by the Australian Type 2 Deal
Risk Assessment Tool

A health assessment for people agedl@%years
(inclusive) who are at risk of developing chronic digee
A health assessment for people aged 75 yaaaolder |Provided annually to an eligible patient
A comprehensive medical assessment for permanent
residents of residential aged care facilities

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

Once every three years to eligible patient

Once only to an eligible patient

Provided annually to an ellge patient
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disability
A health assessnent for refugees and other humanitari
entrants

A health assessment for former servingmbers of the
Australian Defence Force

Once only to an eligible patient

Once only to an eligible patient

Frequency of service

The frequency with which patients different population groups may receive a health assessment is described in the
table abovePatients may not have more\dees than they are eligible for under the frequency provisions that apply
to specific types of health assessment.

Important Note: pdients may receive services using MBS items 224 to 227 and 701 to 707. However, once a
patient has received a service usimgMBS item fromeither group of MBS health assessment items, the patient
may rot receive another MBS health assessment until tpeogpiate time period has expired. In the case of health
assessment services that are provided only once in a patietitsdifthe patient would not be eligible for another
health assessment.

The onlyexception is patients who are eligible for more thaa type of health assessment (that is, the patient
belongs to more than one eligible patient category). However, theefiey of service restrictions also apply to
these services.

If a prescribed medal practitioner is not sure if a patient is eligifde an MBS health assessment service, thay
telephone Services Australia on 132011, with the patient present, toedlysioiity.

Guidance Notes

A health assessment means the assessment of a'pditésith and physical, psychological and sociattion and
consideration 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 assessmts are not available to people who argatients éa hospital or care recipients in a residential
aged care facility (with the exception of a comprehensive medical assggsméded to a permanent resident of a
residential aged care facility).

Beforea health assessment is commenced, the patient (dhd/patient's parent(s), carer or representative, as
appropriate) must be given an explanation of the health assesswerggand its likely benefits. The patient must
be asked whether they consemtte health assessment being performed. In casa® Wiepatient is not capable of
giving consent, consent must be given by the patient's parent(s), carer or repres@uasent to the health
assessment must be noted in the patient's records.

A heath assessment must include the following elements:

a. information collection, including taking a patient history and undertaking or arranging examinations and
investigatiors as required;

b. making an overall assessment of the patient;
c. recommading appropriate interventions;
d. providing advece and information to the patient;

e. keeping a record of the health assessment, and offering the patient a writttialbept the health assessment,
with recommendations about matters coveredibyhealth assessment; and

f. offering the patiers carer (if any, and if the prescribed medical practitioner considers it appropriate and the
patient agrees) a copy of theport or extracts of the report relevant to the carer.
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Restrictions on billing the health assessment items
A health assessment magly be billed by a prescribed medical practitioner.

A health assessment should generally be undertaken by the patgrisioctor'. For the purpose of the health
assessment items, 'usual doctor' nsehe prescribed medical practitioner, or a medicattitioner working in the
same medical practice, which has provided the majority of primary health care to the patieheqgrevious
twelve months and/or will be providing the majority of carehmpatient over the next twelve months.

A health assesment should not take the form of a health screening service.

MBS health assessment items 224, 225, 226 and 227 musiidegol by a prescribed medical practitioner
personally attending upon a patieBtitably qualified health professionals, such astwa nurses or Aboriginal
and Torres Strait Islander health practitioners, employed and/or otherwise engaged by apnaetiicalor health
service, may assist prescribed medical practitioners innoairfg health assessments. Such assistance must be
provided in accordance with accepted medical practice and under the supervision of the prescribed medical
practitioner. This ray include activities associated with:

9 information collection; and

1 providing patents with information about recommended intervergtianthe direction of the prescribed
medical practitioner.

The prescribed medical practitioner should be satisfied thaissisting health professional has the necessary skills,
expertise and training collect the information required for the healtsessment.

Prescribed medical practitioners should not conduct a separate consultation for anotheelagadtissue in
conjunction with a health assessment unless it is clinically necessary (ietidm pas an acute problem that needs
to be managedeparately from the assessment). The only exception is the comprehensive medical assessment,
where, if this health assessmés undertaken during the course of a consultation for another purposeglthe he
assessment item and the relevant item for theratonsultation may both be claimed.

Items 224, 225, 226 and 227 do not apply for services that are provided by angatiaonwealth or State

funded services. However, where an exemption under sutrsd&(2) of theHealth Insurance Act 1973as been
granted to an Aboriginal Community Controlled Health Service or State/Territory Government health clinic, items
224, 225, 28 and 227 can be claimed for services provided by prescribed medical praditatagied by or
contracted to, the Service or héatlinic. All other requirements of the items must be met.

Item 10990 or 10991 (bulk billing incentives) can be claimecbimunction with any health assessment, provided
the conditions of items 1099 10991 are satisfied.

AN.7.6 Prescribed Medical Pr actitioner Health Assessment Provided as a Type 2 Diabetes Risk
Evaluation for People Aged 40 -49 Years with a High Risk of Developing Type 2 Diabetes as
Determined by the Australian Type 2 Diabetes Risk ~ Assessment Tool

ltems224, 225, 226 and 227 may be used to undertake a type 2 diabetes risk evaluation for peoptd ageedrd0
(inclusive) with a high risk of developingpg 2 diabetes, as determined by the AustraligmeTy/Diabetes Risk
Assessment Tool.

The aim of this balth assessment is to review the factors underlying the 'high risk' score identified by the Australian
Type 2 Diabetes Risk Assessment Tool to instigatty interventions, such as lifestyle modificatprograms, to
assist with the prevention of typeliabetes.

The Australian Type 2 Diabetes Risk Assessment Tool has been developed to provide a basis for both health
professionals and health consumeragsess the risk of type 2 diabetdsconsistof a short list of questions which,
when completed,pvides a guide to a patient's current level of risk of developing type 2 diafétestem scores
and risk rating calculations in the tool have beeretiged using demographic, lifestyle, anthropaietnd
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biomedical data from the 2000 Australian De#ds, Obesity and Lifestyle baseline survey and the AusDiab 2005
follow-up study.

The Australian Type 2 Diabetes Risk Assessment Tool can be obtainethédepartment’grevention of
diabetes web page

Clinical risk factors that the prescribed medical practitiggeenote AN.7.) must consider when providing this
health assessment include:

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

(b) biomedical risk factors, such as higlbod pressure, impaired glucose metabolism andssxeeight;
(c) any relevant recent diagnostic test results; and

(d) a family history of chronic disease.

The health assessment must include the following:

(a) evaluating a patient's high risk score, @gmnined by the Australian Type 2 Diabetes Risk Asseent Tool
which has been completed by the patient within a period of 3 months prior to undertaking the health assessment;

(b) updating the patient's hisy and undertaking physical examinations amdichl investigations in accordance
with relevant gudelines;

(c) making an overall assessment of the patient's risk factors and of the results of relevant examinations and
investigations; and

(d) initiating interventions, if appropriate, including refdrta a lifestyle modification program and follewp
relating to the management of any risk factors identified (further information is available at the Department's
prevention of diabetes web page

The completion of the Australian Type 2 Diabetes Risk Assessment Tool is mandatory for patient access to this
health assessme The tool can be completed either by thegrdtor with the assistance of a health professional o
practice staff.Patients with a 'high' score result are eligible for the health assessment, and subsequent referral to the
subsidised lifestyle modifation programs if appropriate (further informatis available at the Department's

prevention of diabetes web page

A health assessment for a type 2 diabetesasiakuation for people aged 4® years with a highsk of developing
type 2 diabetes as determined by the Australian Type 2 Diabetes Risk Assessment Tool may only be claimed once
every three years by angillle patient.

AN.7.7 Prescribed Medical Practit ioner Health Assessment Provided for People Aged 45  -49 Years
Who are at Risk of Developing Chronic Disease

ltems 224, 225, 226 and 227 may be used to undertake a health assessment for peopiSageargmclusive)
who ae at risk of developing chronic disease.

For the puposes of this health assessment, a patient is at risk of developing a chronic disease if, in the clinical
judgement of the attending prescribed medical practitionem@®eeAN.7.), a specific risk factor for chronic
disease is identified.

Risk factors that the prescribed medical practitioner can consider include, but Bmg&tad to:

(a) lifestyle risk factors, such as smoking, physicatiivity, poor nutrition or alcohol use;
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(b) biomedical risk factors, such as high cholesterol, high blood pressure, impaired glucose metabolism or excess
weight; or

(c) family history @ a chronic diseas

A chronic disease or condition is one that haslwrds likely to be present for at least six months, including but not
limited to asthma, cancer, cardiovascular iliness, diabetes mellitus, mental health conditions, arthritis and
musuloskeletal condions.

If, after receiving this health assessmemgatient is identified as having a high risk of type 2 diabetes as determined
by the Australian Type 2 Diabetes Risk Assessment Tool, the prescribed medical practitioner may refiesothat p

to a subsidied lifestyle modification program, along with othprssible strategies to improve the health status of

the patient (further information is available at the Departmpre\gention of diabetes web pjge

The Australian Type 2 Diabetes Risk Assessment Tool can be obtained from the Departeenitson of
diabetes web page

A health assessment for people agedi@%ears who are at risk of developing chronic disease may only be claimed
once by an eligible patién

AN.7.8 Prescri bed Medical Practitioner Health Assessment Provided f  or People Aged 75 Years and
Older
Items 224, 225, 226 and 227 may be used to undertake a health assésspeamtie aged 75 years and older.

A health assessment for peepbed 75 yea and older is an assessment of a psidnealth and physical,
psychological and social function for the purpose of initiating preventive health care and/or medical interventions as
appropriate.

This health assessment must include:

(a) measrement of tle patient's blood pressure, pulse rate dnythm;

(b) an assessment of the patient's medication;

(c) an assessment of the patient's continence;

(d) an assessment of the patient's immunisation status for influenza, tetanus and pneumococcus;

(e) an assessme of the patient's physical functiomcluding the patient's activities of daily living, and whether or
not the patient has had a fall in the last 3 months;

(f) an assessment of the patient's psychological function, including the patignittonn andmood; and

(g) an assessment of the patige social function, including the availability and adequacy of paid and unpaid help,
and whether the patient is responsible for caring for another person.

(h) A health assessment for people aged 7%syaad oldemay be claimed once every twelve monilgsan eligible
patient.
AN.7.9 Prescribed Medical Practitioner Health Assessment Provided as a Comprehensive Medical

Assessment for Residents of Residential Aged Care Facilities

Items 224, 225, 226 and 227 may bedito un@rtake a comprehensive medical assessment of a resident of a
residential aged care facility.
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This health assessment requires assessment of the resident's health and physical and psychologicatdunction, a
must include:

(a) making a written summgaof thecomprehensive medical assessment;

(b) developing a list of diagnoses and medical problems based on the medical history and examination;
(c) providing a copy of the summary to the residential aged ceitityfaand

(d) offering the resident a cof the simmary.

A residential aged care facility is a facility in which residential care services, as defined\geth€are Act 1997,
are provided.This includes facilities that were formerly known as nug$iomes and hostelsA person is a
residentof a regdential aged care facility if the person has been admitted as a permanent resident of that facility.

This health assessment is available to new residents on admission into a residential agedtyateifacili
recommended that new residentsudtiageceve the health assessment as soon as possible after admission,
preferably within six weeks following admission into a residential aged care facility.

A health assessment for the purpose of a comprehemsigizal assessment of a resident of a esgidl agd care
facility may be claimed by an eligible patient:

(a) on admission to a residential aged care facility, provided that a comprehensive medical assessment has not
already been provided in anotheridestial aged care facility within the previs 12 maths; and

(b) at 12month intervals thereafter.

AN.7.10 Prescribed Medical Practitioner Health Assessment Provided for People with an

Intellectual Disability

ltems 224, 28, 226 and 227 may be used to undertake a healtbsassat for people witan intellectual disability.
A person is considered to have an intellectual disability if they have significantigvenge general intellectual
functioning (two standard deviatie below the average intelligence quotient [IQ]) amild benefit from

assstance with daily living activitiesWhere prescribed medical practitioners (sete AN.7.3 wish to confirm
intellectual disability and agtient's need for assistance with activities of daily living, they may seek verification

from a paediatrician registered to practice in Australia (if the patient is a child) oafgmwernmenprovided or
funded disability servicehtit has assessed thaipnt's intellectual function.

The health assessment provides a structured clinical framework for prescribed medical practitioners to
comprehensively assess the physical, psychcdbd@nd social function of patients with an intelled disability and

to identify any medical intervention and preventive health care requifdéek health assessment must include the
following items as relevant to the patient or the patient's repedsen

(a) Check dental health (including dentitipn)

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

(c) Assess ocular health (arrange review by an ophthalmologist or optometrist if a caraekye examination
has not been conducted wittgryears);

(d) Assess uatritional status (including weight and height measurements) and a review of growth and development;
(e) Assess bowel and bladder function (particularly for incontinence or clommstipation);

(f) Assess medications (including nprescription medicineken by the patient, prescriptions from other doctors,
medications prescribed but not taken, interactions, side effects and review of indications);
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9 Advise carers of the common sidffects and interactions.
9 Consider the need for arimal medication revig.

(g9) Check immunisation status, including influenza, tetanus, hepatitis A and B, Measles, Mumps and Rubella
(MMR) and pneumococcal vaccinations;

(h) Check exercise opportunitiesith the aim of moderate exercise for at least 30uteis per day);

(i) Check whether the support provided for activities of daily living adequately and appropriately meets the patient's
needs, and consider formal review if required;

(j) Consider the neefibr breast examination, mammography, cervical scregnésticular examirian, lipid
measurement and prostate assessment as for the general population;

(k) Check for dysphagia and gastvesophageal disease (especially for patients with cerebral mdygrrange for
investigation or treatment as require

() Assess risk faors for osteoporosis (including diet, exercise, Vitamin D deficiency, hormonal status, family
history, medication fracture history) and arrange for investigation or treatmeguagde

(m) For patients diagnosed with epilepsy,ieavof seizure contrdlincluding anticonvulsant drugs) and consider
referral to a neurologist at appropriate intervals;

(n) Check for thyroid disease at least every two years (or yearly for patientSavin syndrome);

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

(p) Assess or review treatment forowrbid mental health issues;

(q) Consider timing of puberty and management of sedexalopment, sexual activity and reproductive healtid

(r) Consider whdter there are any signs of physical, psychological or sexual abuse.

A health assessment for people with an intellectual disability may be claimed once every twelve months by an
eligible patient.

AN.7.11 Prescribed Medical Practitione r Health Assessment Pr ovided for Refugees and Other
Humanitarian Entrants

ltems 224, 225, 226 and 227 may be used to undertake a health assessment for refugees amdmitaeahu
entrants.

The purpose of this health asse®nt is to introduce new refugees and other huntaritantrants to the Australian
primary health care system, as soon as possible (within 12 months) of their arrival in Australia.

The health assessntapplies to humanitarian entrants who reside in valistand are eligible to access Medicare
services, ncluding Refugees, Special Humanitarian Program, Temporary Humanitarian and Protection Program
entrants with the following relevant visas granted urlde Migration Act 1958:

Offshore Refugee Categoryncluding:

(a) Subclass 200 (Refugee) visa;

(b) Subchss 201 (IrCountry Special Humanitarian) visa;

(c) Subclass 203 (Emergency Rescue) visa; and

(d) Subclass 204 (Woman at Risk) visa.
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Offshore - Specid Humanitarian Program:

(e) Subclass 202 (Global SpedHumanitarian) visa.

Offshore - Temporary Humanitarian Visas (THV) including:

(f) Subclass 070 Bridging (Removal Pending) visa;

(g) Subclass 786 (Temporary (Humanitarian Concern)) visa; and
(h) Subclas 790 (Safe Haven Enterprise) visa.

Onshore Protecton Program including:

(i) Subclass 866 (Protectionisa.

Patients are required to provide their prescribed medical practitionerdgeAN.71) with proof of their visa status
and date of arrizl in Australia.Alternatively, medical practitioners may telephone Services Australia on 132011 to
check the patient 6s bepresegtiwithithe praseribed Meuieal ppaetitioidpatime thau s t
Services Australia is contacted.

Theprescribed medical practitioner and the patient can access translator services, through the Commonwealth
Government's Translating and Interpretingv8sr (TIS) and the Doctors Priority Lin€o be eligble for the fee

free TIS and Doctors Priority Line,edical practitioners must be in a general practice providing Medicare services
to patients who are permanent residents in Australia and do not spgeahE

A health assessment for refugees and otheramitarian entrants may only be claimed once byligibke patient.

AN.7.12 Prescribed Medical Practitioner One -Off Veterans' Health Check

ltems 224, 225, 226 and 227 yriae used to undertake a health assessment for aifeerving member of the
Australian Defence Force, including a former member of paant and reserve forces.

A health assessment for a former serving member of the Australian Defence Force is areasséssm

9 a patient's physical and psychological healtd social function; and
1 whether health care, education and other assistance di@aftered to the patient to improve their
physical, psychological health or social function.

This health assessmentst include:
1. apersonal attendance by a présenl medical practitioner (semte AN.7.3; and
2. taking the patient's history, inding the following:

i the patient's service thi the Australian Defence Force, including service type, years of service, figtatlgf
number of deployments and reason for discharge;

i the patient's social history, including relationshipustabhumber of children (if any) and current occupatio
i the patient's current medical conditions;
iv whether the patient swgfs from hearing loss or tinnitus;

v the patient's use of medication, including medication prescribed by anottter dnd medication obtained
without a prescription;

vi the patient's smoking, if applicable;
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vii  the patient's alcohol use, ipplicable;

viii the patient's substance use, if applicable;

ix the patient's level of physical activity;

X  whether the patient has bodily pain;

xi  whether tle patient has difficulty getting to sleep or staying asleep;
xii  whether the pagint has psychological distress;

xiii whether the patient has posttraumatic stress disorder;
xiv. whether the patiens at risk of harm to self or others;
Xxv whetherthe patient has anger problems;

xvi the patient's sexual health;

xvii any other kalth concerns the patient has.

The assessment must also include the following:

1. measuring the patient's height;

2. weighing the patient and ascertaining, or agkhe patient, whether the patient's weight has changed in the last
12 months;

3. measuring the patient's waist circumference;
4. taking the patient's blood pressure;

5. using information giaed in the course of taking the patient's historggsess whether any further assessment
of the patient's health is necessary;

6. either making the further assessment or referring the patient to another medical practitioner who can make the
furtherassessment;

7. documenting a strategy for improg the patient's health;

8. offering to give the patient a written report of gmsessment that makes recommendations for treating the
patient including preventive health measures;

9. keeping aecord of the assessment.

A prescribed medical pratibner may use the 'Veteran Health Check' as a screening tool for the health astessm
This assessment tool can be viewed on the Department of Veterans' Affairs' website
at: https://www.dva.gov.au/abouis/dvaforms/veterarhealthcheckassessenttool.

This health assessment may only be claimed once by an eligible patient.

The health assessment must not &fopmed in conjunction with a separate consultatiorelation to the patient
unless the consultation is clinically necessary.

The heah assessment must be performed by the patient's usual doctor.
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AN.7.13 Prescribed Medical Practitioner Health Assessme  nt for an Aboriginal and Torres Strait
Islander Peopl e (Item 228)

This health assessment is available to all people of Aboriginal amdsT®trait Islander descent and should be used
for health assessments for the followsage categories:

1 An Aboriginal or Torres Strait Islamd child who is less than 15 years.
1 An Aboriginal or Torres Strait Islander person who is aged between 15 yeds4 gadrs.
1 An Aboriginal or Torres Strait Islander older person who is aged 55 yeams/and

A health assessment means the assessmepiatieat's health and physical, psychological and social function and
consideration of whether preventive healthecand education should be offered to the patient, to improve that
patient's health anchgsical, psychological and social function.

MBS item228 must include the following elements:

(a) information collection, including taking a patient history and unkieigaexaminations and investigations as
required;

(b) making an overall assessment af platient;
(c) recommending appropriate interventipns
(d) providing advice and information to the patient; and

(e) keeping a record of the health assessment, anihgftbe patient, and/or patient's carer, a written report about
the health assessmentliviecommendations about matters covered by thethasdessment; and

(f) offering the patient's carer (if any, and if the prescribed medical practitionerdse=AN.7.] considers it
appropride and the patient agrees) a copy of the report or extracts of the report relevant to the carer.

If, after receivimg this health assessment, a patient who is aged fifteen years and over but undeoftb® ggars,

is identified as having a high risk déveloping type 2 diabetes as determined by the Australian Type 2 Diabetes
Risk Assessment Tool, the prescribed moaldoractitioner may refer that person to a subsidised lifestyle
modification programalong with other possible strategies to improve thalth status of the patient.

The Australian Type 2 Diabetes Risk Assessment Tool can be obtained from
https://www.health.gov.atgsources/appandtools/theaustraliartype-2-diabetesisk-assessmeribol-ausdrisk

A health assessment may pile claimed by a prescribed medical practitioner.

A health assessment should generbdlyundertaken by the patient's 'usual doctéor the purpose of the health
assessment, "usual doctor" means the prescribed medical practitioner, or a medidahgrastitking in the same
medical practice, which has provided the majority of primasith 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.

The health assessntdor Aboriginal and Torres Strait Islander People is not available to people whepatents
of a hospital or care recipients in a resitlal aged care facility.

A health assessment should not take the form of a health screening serviger(ee Explanatory Note
GN.13.33.

MBS health assessment item 228 must be provided by a prescribed medical practitioner personally atteraling upon
patient. Suitably qualified health professionals, such as practice nurses, Abdwgittlalworkers or Aboriginal and
Torres Strait Islaner health practitioners employed and/or otherwise engaged by a general practice or health
service, may assist pregied medical practitioners in performing this health assessn$emth assistance must

provided in accordance with accepted medical paand under the supervision of the prescribed medical
practitioner. This may include activities associated with:
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1 information collection; and
1 providing patients with information about recommended y@etions at the direction of the prescribed
medical pactitioner.

The prescribed medical practitioner should be satisfied that the assisting health professionaldwstagy skills,
expertise and training to collect the information required for tlathassessment.

Prescribed medical practitioners skebnot conduct a separate consultation in conjunction with a health assessment
unless it is clinically necessarie(the patient has an acute problem that needs to be managed separately from the
asseswent).

Item 228 does not apply for services that@nevided by any other Commonwealth or State funded services.
However, where an exemption under subsection 19(®2)edfealth Insurance Act 1973as been granted to an
Aboriginal Community Controlled Hitth Service or State/Territory Government healthicliitem 228 can be
claimed for services provided by prescribed medical practitioners salaried by or contratttedSirvice or health
clinic. All requirements of the item must be met.

Iltem 10990 0110991 (bulk billing incentives) can be claimed imgmction with any health assessment provided to
an Aboriginal and Torres Strait Islander person, provided thetommslof items 10990 and 10991 are satisfied.

An eligible patient may only receive thtealth Assessment for Aboriginal and Torres Stréginider People using
either item 228 or item 715 once in a@®nth period.

AN.7.14 Prescribed Medical Practitioner  Health Assessment for an Aboriginal and Torres Strait
Islander Child less than 15 years of age (Item 228)

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

a. apersonal attendance by a prescribed medical practitionerdseAN.7.);

b. taking the patient's medical history, including the following:

i. mother's pregnancy history;

ii. birth and neenaal history:

iii. breastfeeding history;

iv. weanirg, food access and dietary history;

v. physical a&tivity;

vi. previous presentations, hospital admissions and medication usage;

vii. relevant family medical history;

viii. immunisation stats;

ix. vision and hearing (including neonatal hearsiggeening);

x. development (including achievemesf age appropriate milestones);

xi. family relationships, social circumstances and whether the person is cared for by another person;
xii. exposure to environmental factors (including tobacco sjnok

xiii. environmental and living conditions;
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xiv. educational progress;

xv. stressful life events;

xvi. mood (including incidence of depression and risk ofsatin);

Xvii. substance use;

xviii. sexual and reproductive health; and

xix. dental hygiengincluding access to dental services).

c. examinaion of the patient, including the following:

i. measurement of height and weight to calculate body mass index and position on the gneeyth cur

ii. newborn baby check (if not previously comptbt

ii. vision (including red reflex in a newhuoy;
iv. ear examination (including otoscopy);

v. oral examination (including gums and dentition);

vi. trachoma check, if indicated;

vii. skin examination, if indicated;

viii. respiratory exaination, if indicated;

ix. cardiac auscultationf indicated,;

X. development assessment, if indicated, to determine whether age appropriate milestones have been achieved,;

xi. assessment @arent and child interaction, if indicated; and

xii. other examinations in accordance with national ororeg guidelines or specific regional needs, or as indicated
by a previous child health assessment.

d. undertaking or arranging any requiriesestigation, considering the need for the followingseis particular:

i. haemoglobin testing for tse at a high risk of anaemia; and

i. audiometry, if required, especially for those of school age

e. assessing the patient using theomfiation gained in the child health check; and

f. making or arranging any necessary interventions afetnas, and documenting a simple strategy for the good
health of the patient.

AN.7.15 Prescribed Medical Practitioner Health Assessment for an A boriginal and Torres Strait

Islander Adult Aged 15 Years to 54 Years (Item 228)

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

a. apersonal attendance by a prescribed medical practitionerdse&N.7.);

b. taking the patient's medical history, including the following:
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i.  current health problems and risk factors;

ii. relevant family medical hiery;

iii. medication sage (including medication obtained without presasipor from other doctors);
iv. immunisation status, by reference to the appropriate current age and sex immunisation schedule;
v. sexual and reproductive health;

vi. physical activity, nutrittn and alcohol, tobacco or other substance use;

vii. hearing loss;

viii. mood(including incidence of depression and risk ofkatim);

ix. family relationships and whether the patient is a carer, or is cared for by gpetben; and
X. vision

c. examination of the patient, including thelfabing:

i. measurement of the patient's blood pressure, pulse rate and rhythm;

i. measurement of height and weight to calculate body mass index and, if indicatademeas of waist
circumfeence for central obesity;

iii. oral examination ficluding 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;

d. undertaking or arranging any required investigatmnsidering the need for the following tests, in particular,
(in accordance with national or regional guidelines or specific regional needs):

i. fasting blood sugar angblds (by laboratory baseést on venous sample) or, if necessary, randondbloo
glucose levels;

ii. cervical screening;

iii. examination for sexually transmitted infection (by urine or endocervical swab for chlamydia and gonorrhoea,
especially fotthose aged from 15 to 35ys); and

iv. mammography, if eligible (by schediuy appointments with visiting services or facilitating direct referral).
e. assessing the patient using the information gained in the adult health assessment; and

f.  making or arranging any nessary interventions and referrals, and documentsgignple strategy for the good
health of the patient.

An Aboriginal and Torres Strait Islander Older Person's health assessment must also include:
a. keeping a record of theealth assessment; and

b. offering the patient a written report on the hke@ssessment, with recommendations on matters covered by the
health assessment.
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AN.7.16 Prescribed Medical Practitioner Health Assessment for an Aboriginal and Torres Strait
Islander Older Person Aged 5 5 Years and Over (Item 228)

An Aboriginal and Torres Strait Islander Older Person's health assessment must include:

a. apersonal attendance by the prescribed medical practitioneraigeAN.7.);

b. measurement of the patient's blood pressure, pulse rate and rhythm;

c. an assessment of the patient's medication;

d. an assessment of the patient's owerme;

e. an assessment of the patient's immaitiis status for influenza, tetanus and pneumococcus;

f. an assessment of the patient's physical function, including the patient's activities of daily living and whether or
not the patient has hadall in the last 3months;

g. an assessment of thatient's psychological function, including the patient's cognition and mood;

h. an assessment of the patient's social function, including:

i. the availability and adequacy of paid, and unplaédip;

ii. whether the patient is responsible ¢aring for another person;

i. aneye examination

An Aboriginal and Torres Strait Islander Older Person's health assessment must also include:

a. keeping a record of the health assessment; and

b. offering the patient a written report on the hbalssessment, with

c. recommendations on matters covered by the health assessment; and

d. offering the patient's carer (if any, and if the prescribed medical practitioner considers it appanyitiate

patient agrees) a copy of the report or &atis of the report relevant to the carer.

AN.7.17 Prescribed Medical Practitioner Chronic Disease Management (Items 229 to 233)

Description ltem No Minimum claiming

period*
Preparation of a GP Managemé&tan (GPMP) 229 12 months
Coordination of Team Care Arrangements (TCAS) 230 12 months
Contribution to a Multidisciplinary Care Plan, or to a Review of a
Multidisciplinary Care Plan, for a patient who is not a care renign a 231 3 months

residential aged care fitity

Contribution to a Multidisciplinary Care Plan, or to a review of a
multidisciplinary care plan, for a resident in an aged care facility
Review of a GP Management Plan or CoordinationRégiew of Team
Care Arrangements

232 3 months

233 3 months

* CDM services may be provided more frequently in the exceptional circumstances defined below.
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Exceptional circumstancexist for a patient if there has been a significant change in the patient's clinical
condition or care requirements thacessitates theedormance of the service for the patient.

Patients with a mental health condition being treated und@etier Access to Psychiatrists, Psychologists and

General Practitioners through the Medicare Béts Schedule (MBSBetter Accesginitiative or urder an Eating

Disorder Treatment and Management Plan (EDTMP) are also eligible to receive a TCA service. However, the

prescribed medical practitioner (seete AN.7.) should consider whether it would be more appropriate to review

any existing TCA rather than develop a new one specifi.

Regulatory requirements

Items 229, 230, 231, 23and 233 provideebates for prescribed medical practitioners to manage chronic or terminal
medical conditions by preparing, coordinating, reviewing or contributing to chronic disease management (CDM)
plans. They applyfor a patient who suffers from adst one medicabadition that has been present (or is likely to

be present) for at least six months or is terminal.

Items 723 and 732 also provide rebates to manage mental health conditions by coordinating the developme
review of TCAs. They apply foa patient who ideing treated under the Better Access initiative or has an EDTMP.

Treated under the Better Access initiative means a patient has been referred for a:

9 afocussed psychological strategies service deliMeyea GP, OMP, psychologist, solcieorker or
occupaional therapist, or
1 psychological therapy service delivered by a clinical psychologist

Please note: TCAs do not constitute a referral. A referral is still required to access allied mental health service
Restrictions on claiming multiple Chronic DiseaseManagement Items

Patients may receive chronic disease management services using MBS items 229 to 223 and 721 to 732. However,
once a patient has received a service using an MBS itemeftber group ofMBS chronic disease management

items, the patient magot receive another MBS chronic disease management service until the minimum claiming
period has expired’he only exception ihere there are exceptional circumstances necessitating an earlier
performance of the service (s€&aiming of benefits below).

If a prescribed medical practitioner is not sure if a patient is eligible for an MBS chronic disease management
service, they may telephone Services Australia on 132011, with the patient preserd wlighmslity.

Restriction of Co-claiming of Chronic Disease and General Consultation Items

Co-claiming of MBS general consultation items 3, 4, 23, 24, 36, 37, 44, 47, 52, 53, 54, 57, 58, 59, 60, 65, 123, 124,
151, 165, 179, 181, 185, 187, 189, 191, Z0®, 301, 303, 585, 588, 591, 5899, 600, 733, 737741, 745, 761,

763, 766, 769, 2197, 2198, 5000, 5003, 5020, 5023, 5040, 5043, 5060, 5063, 5071, 5076, 5200, 5203, 5207, 5208,
5209, 5220, 5223, 5227, 5228, 5261, 91790, 91792, 91794, 91800, 9187, ®1EIB, 91804, 91805, 91806,

91807, 91808, 91890,1891, 91892, 91893, 91900, 91903, 91906, 91910, 91913, 91916, 91920, 91923, 91926,
92210, 92211 with chronic disease management items 229, 230 and 233 is not permitted for the same patient, on the
same dy.

Patient eligibility
CDM items 29, 230 and 233are available to:
i patients in the community; and

i private inpatients of a hospital (including private patients who are residents of aged care facilities) being
discharged from hospital.

CDM items 229, 230 and 238e notavailable to:
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i public in-patients of a hospital; or

i care recipients in a residential aged care facility.

CDM item 231is available to:

i patients in the community;

i both private and public #patients being discharged from hosgbi

CDM item 231is not available to:

i care recipients in a residential aged care facility.

CDM item 232is available to care recipients in a residential aged care facility only.
Components of service

ltem 229

A comprehensive written plan must beepared describing

a. the patient's health care needs, health problems and relevant conditions;
b. management goals with which the patient agrees;

c. actions to be taken by the patient;

d. treatment and seices the patient is likely to negd

e. arrangemats for providing this treatment and these services; and

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

In preparing the plan, the prescribed medical practitioner must:

a. explain to the patient and the pattancarer (if anyand if the prescribed medical practitioner considers it
appropriate and the patient agrees) the steps involved in preparing the plan; and

b. record the plan; and
c. record the patient's agreemémthe preparation of the plan;dn

d. offer a cey of the plan to the patient and the patient's carer (if any, and if the prescribed medical practitioner
considers it appropriate and the patient agrees); and

e. add a copy of the plan to the patismedical records.
Item 230
Whencoordinating the evelopment of Team Care Arrangements (TCASs), the prescribed 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 onevdiom may be ano#r prescribed medical practitioner, when making arrangements
for the multidisciplinary care of the patient; and

b. prepare a document that describes:

i treatment and service goals for the patien
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i treatment and servicesat collaboratingroviders will provide to the patient; and
i actions to be taken by the patient;
iv  arrangements to review (i), (ii) and (iii) by a date specified in the document; and

c. explain the stepmvolved in the development of tlaerangements to ¢éhpatient and the patient's carer (if any,
and if the prescribed medical practitioner considers it appropriate and the patient agrees);

d. discuss with the patient the collaborating providers whoaaititribute to the development ¢fet TCAs and
provide treatment and services to the patient under those arrangements; and

e. record the patient's agreement to the development of TCAs;
f.  give copies of the relevant parts of the document to tHalmmlating providers;

g. offer acopy of the documnt to the patient and the patient's carer (if any, and if the prescribed medical
practitioner considers it appropriate and the patient agrees); and

h. add a copy of the document to the patient'sinsdecords.

One of the minimum tw service provider collaborating with the prescribed medical practitioner can be another
prescribed medical practitioneThe patient's informal or family carer can be included in the collaborative process
but does notount towards the minimum of threellaborating proiders.

ltem 231
A multidisciplinary care plan means a written plan that:
a. is prepared for a patient by:

i aprescribed medical practitioner in consultation with two other collaborating prevéhch of whom
provides a diffeent kind of treatrant or service to the patient, and one of whom may be another prescribed medical
practitioner; or

i a collaborating provider (other than a prescribed medical practitioner) in consultation witbt &tvib other
collaborating providrs, each of whorprovides 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 t@ multidisciplinary care plan oota review of theare plan, the prescribed medical
practitioner must:

i. prepare part of the plan or amendments to the plan and add a copy to the patient's medical records; or

j-  give advice to a person who peges or reviews the plan and regtar writing, on he patient's medical records,
any advice provided to such a person.

Item 232

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

a. is prepared for agtient by a collaborating providéother than a presibed 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. descibes, at least, treatment and seegito be providetb the patient by the collaborating providers.
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When contributing to a multidisciplinary care plan or to a review of the care plan, the prescribed medical
practitioner must:

a. prepare part of the @ or amendments to the plan and @dcopy to the gent's medical records; or

b. give advice to a person who prepares or reviews the plan and record in writing, on the patient's medical records,
any advice provided to such a person.

Item 232 can atsbe used for contribution to a ntidlisciplinary cae plan prepared for a resident by another
provider before the resident is discharged from a hospital or an approvedsiatal facility, or to a review of such
a plan prepared by another provider (being a service associated withemdce to which ims 235 to 240 apply).

Item 233

An "associated medical practitioner” is a medical practitioner who, if not engaged in the same general practice as the
prescribed medical practitioner mentioned in tharhjtperforms the service mentioniedthe item at theequest of
the patient (or the patient's guardian).

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

a. explain to the patient and the patient's carer (if any, ameé ibtescribed medical practitionewnsiders it
apprgriate and the patient agrees) the steps involved in the review;

b. record the patient's agreement to the review of the plan;
c. review all the matters set out in the relevant plan;
d. make anyrequired amendments to the patiepian;

e. offer a copy of the amended document to the patient and the patient's carer (if any, and if the prescribed medical
practitioner considers it appropriate and the patient agrees);

f. add a copy of the aended document to the patient'soets; and
g. provide for further review of the amended plan by a date specified in the plan.

When coordinating a review of Team Care Arrangements, a multidisciplinary community care plan or a
multidisciplinary dischargcare plan, the prescribed medipahctitioner must

a. explain the steps involved in the review to the patient and the patient's carer (if any, and if the prescribed
medical practitioner considers it appropriate and the patient agrees);

b. recordthe patient's agreement to theiesv of the TCAs oplan;

c. consult with at least two health or care providers (each of whom provides a service or treatment to the patient
that is different from each other and different from the service or treaprmritied by the prescribed medical
practitioner whds coordinating the TCAs or plan) to review all the matters set out in the relevant plan;

d. make any required amendments to the patient's plan;

e. offer a copy of the amended document to theepaitind the patient's carer (if grand if the presthed medical
practitioner considers it appropriate and the patient agrees);

f.  provide for further review of the amended plan by a date specified in the plan;
g. give copies of the relevant padsthe amended plan to the collaating providersand

h. add a copy of the amended document to the patient's records.
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Item 233 can also be used to COORDINATE A REVIEW OF a Multidisciplinary Community Care Plan or to
COORDINATE REVIEW OF A Discharg€are, where these services wererdatated or prepad by that

prescribed medical practitioner (or an associated medical practitioner), and not being a service associated with a
service to which items 235 to 240 apply.

Claiming of benefits

Each service tavhich item 233 applies (i.e. Revieof a GP Managenm Plan and Review of Team Care
Arrangements) may be claimed once in a thremth period, except where there are exceptional circumstances
arising from a significant change in the patient's clinicaldt@mn or care circumstances thataessitates earlie
performance of the service for the patient.

Where a service is provided in exceptional circumstances, the patient's invoice or Medicare voucher should be
annotated to indicate the reason why the sewis required earlier than the rimrum time intervafor the relevant
item. Payment can then be made.

Item 233 can be claimed twice on the same-day example for reviewing a GP Management Plan and another for
reviewing Team Care Arrangements (TCA)yded both are delivered on thasaday as per thdBS item
descriptors and explanatory notes.

Medicare requirements when item 233 is claimed twice on the same day

If a GPMP and TCAs are both reviewed on the same date and item 233 is to be claimed thnéiceame day, both
electronic chims and manual @ims need to indicate they were rendered at different times:

Non electronic Medicare claiming of items 233 on the same date
The time that each item 233 commenced should be indicated next to each item
Electronic Medicare claiming of item 233 on the same dat

Medicare Easyclaimuse the 'ltemOverrideCde" set to 'AP’, which flags the itenotaduplicate services
Medicare Online/ECLIPSEset the 'DuplicateServiceOverrideIND' to "Y', which flags the itemoasluplicate

Items 229, 230 233

The GP Management &1 items (229 and 233) and the Team Care Arrangement items (230 and 233) cannot be
claimed by prescribed medical practitioners when they are a recognised specialist in the specialty of palliative
medicire and treating a referred palliativcare patient uradt items 30058093. The referring practitioner is able to
provide the CDM services.

Additional information

Iltems 229233 should generally be undertaken by the patiastial medical practitionefThis means the prescribed
medical practioner, or a medil practitioner working in the same 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 medical services to
the patient over the next twelve mosthThe term "usulamedical practitioner" would not generally apply to a
practice that provides only one specific CDM service.

A practice nurse, Aboriginal and Torres Strait Islander health practitioner, Aboriginal Wedltr or other health
professionhmay assist witlitems 229, 230 and 233 (e.g. in patient assessment, identification of patient needs and
making arrangements for servicegjowever, the medical practitioner must meet all regulatory requirements,
reviewand confirm all assessments and #& patient.

Patents being managed under the chronic disease management items may be eligible for:

1 individual allied health services (items 10950 to 10970); and/or
1 group allied health services (items 81100 to 81125).
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More information on eligibility regiwements can be tmd in the explanatory note for individual allied health
services and group allied health services.

Further information is also available for providers from Services Australia provider inquiry lin2d®bQ3

AN.7.18 Prescribed Medical Practitioner Medic ation Management Reviews (Items 245 and 249)
Item 245 - Domiciliary Medication Management Review

A Domiciliary Medication Management Review (DMMR) (Item 245), also knowH@®e Medicines Reviews
intended to maximise andividual patent's benefit from their medication regimen and prevent mediceglated
problems through a team approach, involving the patient's prescribed medical practitionetegg¢.7.) and
preferred community pharmacy or accredited pharmacist.

Patient eligibility
The item is available to people living in the community who meet ilherier for a DMMR.
The item is not available fordipatients of éhospital, or care recipients in residential aged care facilities.
DMMRs are targeted at patients who are likely to benefit from such a review:
1 patients for whom quality use of medicines nbayan issue or;

1 patients who are at risk of medicatimisadventwr because of factors such as theinoarbidities, age or
social circumstances, the characteristics of their medicines, the complexity of their medication treatment
regimen, or a lack of kmaedge and skills to use medicines to their besteffe

D MMR 6 s targeted at patients who are:

currently taking five or more regular medications;

taking more than 12 doses of medication per day;

have had significant changes made to medication treateginten in the last three months;

taking medication Wth a narrowtherapeutic index or medications requiring therapeutic monitoring;
experiencing symptoms suggestive of an adverse drug reaction;

displaying sukoptimal response to treatment with medicines;

suspected of noigompliance or inability to manage dieation reléed therapeutic devices;

having difficulty managing their own medicines because of literacy or language difficulties, dexterity
problems or impaired sight, confusion/dementia or other degrilifficulties;

9 attending a number of different docs, both pescribed medical practitioners and specialists; and/or
1 recently discharged from a facility / hospital (in the last four weeks).

= =4 48 8 _8_9a_8a_2

In referring a patient for a DMMR, prescribed medical pramtérs should note that only patients meeting the
following critera will have the pharmacist portion funded through a Community Pharmacy Agreement program:

filsa Medicare and/ or Department of Veterans®&a Affairs
Medicare card,;

1 Is subject to a chronic conditi@nd/or comple medication regimen; and

1 Is failing to respond to treatment in the expected manner.

If the patient does not meet these criteria, the prescribed medical practitioner can still issud amdfarthis
item. However, the remainder of thergee wilbeon a fAuser payso basis as deter mi
pharmacist.

REGULATORY REQUIREMENTS
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I n conducting a DMMR, a prescribed medical practitionel

(a) assess a patient is subject to a chronic medical cmmdénd/or canplex medication regimen but their
therapeutic goals are not being met; and

(b) following that assessment, refer the patient to a community pharmacy or an accredited pharmacist for a DMMR
and provide the relevant clinical information requirer the revew; and

(c) discuss with the reviewing pharmacist the result of that review including suggested medication management
strategies; and

(d) develop a written medication management pldlofgng discussion with the patient; and
(e) provide the writtermedication management plan to a community pharmacy chosen by the patient.

For any particular patientapplicable not more than once in eachni@nth period, except if there has been a
sigrificant change in the patient's condition or medaratiegimen rgquiring a new DMMR.

Claiming

A DMMR includes all DMMRrelated services provided by the prescribed medical practitioner from the time the
patient is identified as potentially needing a meiiicemanagement review to the preparation of a anaffication
management plan, and discussion and agreement with the patient.

The benefit is not claimable until all the components of the item have been rendered.

Benefits for a DMMR service under item 2dfe payable only once in each-idnth period, excaépvhere there

has been a significant change in the patient's condition or medication regimen requiring a new DMMR (e.g.
diagnosis of a new condition or recent discharge from hospital involving signifiscanges in medication)n such

cases the patientinvoice oiMedicare voucher should be annotated to indicate that the DMMR service was required
to be provided within 12 months of another DMMR service.

Provision of a subsequent DMMR must not be maielysby reaching an anniversary date, and the seligicot
intended to be undertaken on an ongoing review cycle.

If the DMMR is initiated during the course of a consultation undertaken for another purpose, this consultation may
also be claimed separatel

If the consultation at which the medication mammagaet review $ initiated is only for the purposes of initiating the
review, only item 245 may be claimed.

If the prescribed medical practitioner determines that a DMMR is not necessary, item 245 dggdyndn this
case, normal consultation items shiblbie used.

Where a DMMR cannot be completed due to circumstances beyond the control of the prescribed medical
practitioner (e.g. because the patient decides to not proceed further with the DMMR useledca change in the
circumstances of the patient)e relevanMBS attendance items should be used.

FURTHER GUIDANCE

A DMMR should generally be undertaken by the patient's usual medical practitioner. This is the prescribed medical
practitioner, or a ndical practitioner working in the same medical praetithat haprovided 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 fa DMMR may be identified either by the prescribeeldical practioner in the process of a
consultation or by receipt of advice from the patient, a carer or another health professional including a pharmacist.
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The process afeferral to a community pharraaor an accredited pharmacistiudes:

1 Obtaining caisent from tk patient, consistent with normal clinical practice, for a pharmacist to undertake
the medication management review and for a charge to be incurred for the service for which a Medicare
rebatis payable.The patient must be clearly informetitbe purpos@and possible outcomes of the
DMMR, the process involved (including that the pharmacist will visit the patient at home, unless
exceptional circumstances apply or they are an Aboriginal oe3&trait Islander patient), what
information will be providedad the pharmacist as part of the DMMR, and any additional costs that may be
incurred; and

1 Provision to the patient's preferred community pharmacy or accredited pharmacist, of relevaht clinica
information, by the prescribed medical practitiof@reach indvidual patient, covering the patient's
diagnosis, relevant test results and medication history, and current prescribed medications.

A DMMR referral form is available for this purpos#.this form is not used, the prescribed medical practér
must previde patient details and relevant clinical information to the patient's preferred community pharmacy or
accredited pharmacist.

Thediscussion of the review findings and report including satggl medication management strategies with the
reviewing pharmagtincludes:

1 Receiving a written report from the reviewing pharmacist; and

9 Discussing the relevant findings and suggested management strategies with the pharmacist (either by phone
or face b face); and

9 Developing a summary of the relevantieav findingsas part of the draft medication management plan.

Development o written medication management plan following discussion with the patauaties:
9 Developing a draft medication managemgah and discussing this with the patient; and

1 Once greed, offemg a copy of the written medication management plan to the patient and providing a
copy to the community pharmacy or accredited pharmacist.

The agreed plan should identify the medication agament goals and the proposed medication regimehédor
patient.

Item 249 - Residential Medication Management Review

A Residential Medication Management Review (RMMR) is a collaborative service available to permanent residents

of a Residential Aged Cafacility (RACF) who are likely to benefit from suchreview. This includes residents for

whom quality use of medicines may be an issue or residents who are at risk of medication misadventure because of a
significant change in their condition or medicatregimen.

Patient eligibility
RMMRs are available to

1 new residets on admission into a RACF; and
1 existing residents on an ‘as required' basis, where in the opinion of the resident's prescribed medical
practitioner, it is required because of a significglrenge in medical condition or medication regimen.

RMMRs are notvailable to people receiving respite care in a RACF. Domiciliary Medicines Reviews are available
to these people when they are living in the community setting.

REGULATORY REQUIREMENTS

Whenconducting a RMMR, a prescribed medical practitiomeist:
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(a) discuss the proposed review with the resident and seek the resident's consent to the review; and
(b) collaborate with the reviewing pharmacist about the pharmacist's involvement in tve @i

(c) provide input from the resident's meostent compreensive medical assessment or, if such an assessment has
not been undertaken, provide relevant clinical information for the review and for the resident's records; and

(d) If recommended amges to the resident's medication management ars# the revew, participate in a post
review discussion (either fate-face or by telephone) with the pharmacist to discuss the outcomes of the review
including:

(i) the findings; and
(i) medcation management strategies; and

(i) means to esure that thatrategies are implemented and reviewed, including any issues for implementation and
follow-up; and

(iv) develop or revise the resident's medication management plan after discussite wethawing pharmacist;
and

(v) finalise the plarafter discussn with the resident.
A prescribed medical practitioner's involvement in a residential medication management review also includes:

(a) offering a copy of the medication management plaheaesident (or the resident's carer or repregeatit
appropiate); and

(b) providing copies of the plan for the resident's records and for the nursing staff of the residential aged care
facility; and

(c) discussing the plan with nursing stafhiécessary.

A postreview discussion is not requiréd

(a) there are no recommended changes to the resident's medication management arising out of the review; or
(b) any changes are minor in nature and do not require immediate discussion; or

(c) thepharmacist and prescribed medical practitioneretrat issuearising out of the review should be
considered in a case conference.

A RMMR comprises all activities to be undertaken by the prescribed medical practitioner from the time the resident
is identified as potentially needing a medication managemeview upto the development of a written medication
management plan for the resident.

Claiming

A maximum of one RMMR rebate is payable for each resident in amyal2h period, except where there hagn
a significant change in the resident's medicaldition ormedication regimen requiring a new RMMR.

Benefits are payable when all the activities of a RMMR have been compketeMMR service covers the
consultation at which the results of the metian management review are discussed and the mexticat
managemeirplan agreed with the resident:

1 any immediate action required to be done at the time of completing the RMMR, based on and as a direct
result of information gathered in the RMMR, should teated as part of the RMMR item;

1 any subsequent folo up should b treated as a separate consultation item;
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1 an additional consultation in conjunction with completing the RMMR should not be undertaken unless it is
clinically indicated that a problem must treated immediately.

In some cases a RMMR may nat able to beompleted due to circumstances beyond the control of the prescribed
medical practitioner (e.g. because the resident decides not to proceed with the RMMR or because of a change in the
circumgances of the resident)n these cases the relevdhBS attendaoe item should be used in relation to any
consultation undertaken with the resident.

If the consultation at which the RMMR is initiated, including discussion with resident and obtainimgtdonshe
RMMR, is only for the purposes of initiag the reviav, only the RMMR item should be claimed.

If the RMMR is initiated during the course of a consultation undertaken for another purpose, the other consultation
may be claimed as a separate s#nand the RMMR service would also apply.

If the prescribed medial practitioner determines that an RMMR is not necessary, the RMMR item does not apply.
In this case, relevant consultation items should be used.

FURTHER GUIDANCE

A RMMR should generally bandertaken by the resident's 'usual medical prantti. Thisis the prescribed

medical practitioner, or a medical practitioner working in the same medical practice, that has provided the majority
of care to the resident over the previous 12 month&oamdll be providing the majority of care to the id=nt over

the next 12 months.

Prescribed medical practitioners who provide services on a fawility contract basis, and/or who are registered to
provide services to RACFs as part of aged care paraigements, may also undertake RMMRs for residents a
part of thér services.

Generally, new residents should receive an RMMR as soon as possible after adriiidsom a resident has a
Comprehensive Medical Assessment (CMA), the RMMR should be undegpeadierably after the results of the
CMA are availake to informthe RMMR.

A RMMR service should be completed within a reasonable timefrakae general guide, it is expected that most
RMMR services would be completed within four weeks of being indtiate

The resident's prescribed medical practitioner idantify thepotential need for an 'as required' RMMR for existing
residents, including in the course of a consultation for another purppbgepotential need for an RMMR may also
be identified by theeviewing pharmacist, supply pharmacist, Resideitigdd Care Feility staff, the resident, the
resident's carer or other members of the resident's health care team.

The prescribed medical practitioner should assess the clinical need for an RMMR fualityauge of medicines
perspective with the resideas the focusand initiate an RMMR if appropriate, in collaboration with the reviewing
pharmacist.

The prescribed medical practitioner and reviewing pharmacist should agree on a preferred meansuioicatingm
issues and information relating to the pedan of an AMMR service. This should include the method(s) of initiating

the RMMR, exceptions to the post review discussion, and the preferred method of communication. This can be done
on a facility bass rather than on a cabg-case basis.

Where the praision 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 fothe purposes of derived fee arrangements that apgither consltations in a Residential
Aged Care Facility.

AN.7.22 Prescribed Medical Practitioner Mental Health Treatment
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This note provides information on the Mental Hed reatment items 272, 276, 277, 279, 281 and 28 ,is also
applicable for video and phongudvalent MBS items 92118, 92119, 92120, 92121, 92122, 92123, 92132 and
92133. It includes an overview of the items, patient and provider eligibility, whaitigst are involved in providing
services rebated liese items, links to other Medicare iteamsl additional claiming information.

Overview

The Mental Health Treatment items define services for which Medicare rebates are payable where prescribed
medicalpractitioners (seaote AN.7.) undertake early intervention, assessment and management of patients with
mental disorders. They include ref@nppathways for treatment by psychiatrists, clinipaychologists and other

allied mental healtlvorkers.These items complement the mental health items for psychiatrists (items 296, 297, 299
and 92437), clinical psychologists (items 80000, 80005, 81,5, 91166, 91167, 91181 and 91182) and allied
menal health providers (items 80100, 80105, 80180115, 80125, 80130, 80135, 80140, 80150, 80155, 80160,
80165, 91169, 91170, 91172, 91173, 91175, 91176, 91183, 91184, 91185, 91186, 91187 and 91188).

TheMental Health Treatment items incorporate a modebést practice primary health treatmenpafients with
mental disorders, including patients with both chronic ordmmonic disorders, that comprises:

9 assess and plan;
9 provide and/or refer for apprdpte treatment and services; and
1 review and ongoingnanagement as required.

Who can provide

The GP Mental Health Treatment Plan, Review and Consultation items are available for use in general practice by
prescribed medical practitioners.

Training Requirements (items 281, 282, 92122 and 92123)

Prescribed madal practitioners providing GP Mental Hdaltreatment Plans, and who have undertaken mental

health skills training recognised through the General Practice Mental Health Standards Collaboratiomekave ac
items 281, 282, 92122 and 92123. For presctimedical practitioners who have not unaleen training, items 272,

276, 92118 and 92119 are available. Items 272, 281, 92118 and 92122 provides for a GP Mental Health Treatment
Plan lasting at leastO2ninutes and items 276, 282, 92119 and 92123 previimea GP Mental Health Treatment

Plan lasing at least 40 minutes. It is strongly recommended that prescribed medical practitioners providing mental
health treatment have appropriate mental healthitigi Medical professional organisations supportvhlee of
appropriate mental health trainifay prescribed medical practitioners using these items.

Which patients are eligible- Mental Disorder

These items are for patients with a mental disorder winddibenefit from a structured approach to the

managenent of their treatment needs. Mental digorid a term used to describe a range of clinically diagnosable
disorders that significantly interfere with an individual's cognitive, emotional or socidlegb{Refer to the World

Health Organisation, 1998iagnostic and Management Guidelines for ké¢isorders in Primary Care: IGDO

Chapter V Primary Care Version). Dementia, delirium, tobacco use disorder and mental retardation are not regarded
as mendl disorders for the purposes of the Mental Healtkaliment items.

These services are availalieeligible patients in the community. Mental Health Treatment Plan and Review
services can also be provided to privatpatients (including private ipatients who are residents of aged care

facilities) beingdischarged from hospital. Where the senigcprovided as part of an episode of hospital treatment it
must be claimed at the 75% MBS rebaseenote GN.1.2 Prescribed medical practitiers are able to contribute to

care plans for patients using item 231, Contribution to a Multidisciplinary Care Plan, and to care plans for residents
of agedcare facilities using item 232.

PREPARING A GP MENTAL HEALTH TREATMENT PLAN (ltem 272, 276, 281, 282, 92118, 92119, 92122
or 92123)
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What is involved - Assess and Plan

A rebate can be claimed once the prescribed medical practitioner has undertaken aremisaadsprepared a GP
Mental Health Treatment Plaly lsompleting the steps from Assessment tophint where patients do not require a
new plan after their initial plan has been prepared, and meeting the relevant requirements listed under 'Additional
Claiming Information'. This item covers both the assesgmand preparation of the GP Mental Hedltbatment

Plan. Where the patient has a carer, the practitioner may find it useful to consider having the carer present for the
assessment and preparationhaef GP Mental Health Treatment Plan or componentedfi€subject to patient
agreement).

Assessmet
An assessment of a patient must include:

1 recording the patient's agreement for the GP Mental Health Treatment Plan service;

1 taking relevant history (biologal, psychological, social) including the presentiagnplaint;

9 conducting a mental state exantioa;

9 assessing associated risk and anynoobidity;

1 making a diagnosis and/or formulation; and

9 administering an outcome measurement tool, except whereoissdered clinically inappropriate.

The assessmenai be part of the same consultation in whieh GP Mental Health Treatment Plan is developed, or
can be undertaken in different visits. Where separate visits are undertaken for the purpose of tesessiagt

and developing the GP Mental Health Treant Plan, they are part of the GP Mentahlte Treatment Plan service
and are included in item 272, 276, 281, 282, 92118, 92119, 92122 or 92123.

In order to facilitate ongoing patient focussed managéna@ outcome measurement tool should be utilisezhglu
the assessment and the review of theM&Rtal Health Treatment Plan, except where it is considered clinically
inappropriate. The choice of outcome measurement tools to be used is at the cicietibdiof the practitioner.
Prescribed medical pratoners using such tools should be faniligth their appropriate clinical use, and if not,
should seek appropriate education and training.

Preparation of a GP Mental Health Treatment Plan
In additionto assessment of the patient, preparation of a GRaWElealth Treatment Plan must include:

I discussing the assessment with the patient, including the mental health formulation and diagnosis or
provisional diagnosis;

1 identifying and discussing referral@treatment options with the patient, including apprate support
services;

9 agreeing goals witthe patient what should be achieved by the treatmeartd any actions the patient will

take;

provision of psycheducation;

a plan for crisis interventioand/or for relapse prevention, if appropriate at stege;

making arrangements for requiredenghils, treatment, appropriate support services, review and faliow

and

9 documenting this (results of assessment, patient needs, goals and actions, aefénedsiired
treatment/services, and review date)ha patient's GP Mental Health TreatmerarP|

=a —a -9

Treatment options can include referral to a psychiatrist; referral to a clinical psychologist for psychological
therapies, or to an appropriately traineedinal practitioner or allied mental health professibfor provision of
focussed psychologicatrategy services; pharmacological treatments; and coordination with community support
and rehabilitation agencies, mental health services and other hed#tbsiwoals.

Once a GP Mental Health Treatment Plas beaen completed and claimed on Medicateeeithrough items 272,
276, 281, 282, 92118, 92119, 92122 or 92123 or through GP items 2700, 2701, 2715, 2717 92112, 92113, 92116 or
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92117, a patient is eligib to be referred for up to 10 Medicare rebateabletahdealth services per calendar year

for psychological therapy or focussed psychological strategy services. Patients will also be eligible to claim up to 10
separate services for the provision of grttugrapy (either as part of psychological therapfooussed

psychological strategies). Pleas#engroup therapy does not include family and couples therapy.

When referring patients prescribed medical practitioners should prtwgdaformation outlinedinder the
O0Referral & headi n derrédssshonldvhe made after the stepssaliae been mderessed and the
patient's GP Mental Health Treatment Plan has been completed. It should be noted that the patient's mental health
treatment plant®uld be treated as a living document for updatingegsired. In particular, the plan can belafed

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 providedugtoMedicare rebateable services, the serpiovider must
provide a written report on the course of treatment to the prescribed medical practitioner.

Many patients will not require a new plan aftegitlinitial plan has been prepared. A new plan showidbe

prepared unless clinically requirezhd generally not within 12 months of a previous plan. Ongoing management

can be provided through the GP Mental Health Treatment Consultation and standalt@tom items, as required,

and reviews of progresbrough the GP Mental Health Treatment FReview 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 withiree months following a claim for a GP Mal Health

Treatment Review (item 277, 92120 or 92132, or GP item 2712, 92114 or 92126).

REVIEWING A GP MENTAL HEALTH TREATMENT PLAN (Item 277, 92120 or 92132 )

The review item is a key component for assessimgnaanaging the patient's progress once af@Rtal Health
Treatment Plan has been prepared, along with ongoing management through the GP Mental Health Treatment
Consultation item and/or standard condigdtaitems. A patient's GP Mental Health TreatmeanPhould be
reviewed at least once.

A rebat can be claimed once the prescribed medical practitioner who prepared the patient's GP Mental Health
Treatment Plan (or another medical practitioner in tineegaractice or in another practice where the patiast

changed practices) has undertaken aegyatic review of the patient's progress against the GP Mental Health

Treatment Plan by completing the activities that must be included in a review and rteetieigvant requirements

listed under 'Additional @iming Information'. The review item can @lse used where a psychiatrist has prepared a
referred assessment and management plan (item 291 or 92435), as if that patient had a GP Mental Health Treatment
Plan.

The review must include:

1 recording the patierst'agreement for this service;

9 areview of tle patient's progress against the goals outlined in the GP Mental Health Treatment Plan;

1 modification of the documented GP Mental Health Treatment Plan ifrestjui

1 checking, reinforcing and expanding education;

9 aplan for crisis intervention and/or for eglse prevention, if appropriate and if not previously provided,;
and

1 re-administration of the outcome measurement tool used in the assessment stage, exeepnsibered
clinically inappropriate.

Note: This revew is a formal review point only and itéxpected that in most cases there will be other consultations
between the patient and the prescribed medical practitioner as part of ongoing management.

The reommended frequency for the review service, alloviorgvariation in patients' needs, is:

1 an intial 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 reviewan occur three months after the first review.

170



In geneal, most patients should not require mdrart two reviews in a tthonth 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 months ofraypous claim for the same item/s or withigur weeks following
a claim for a GP Mental Health Treatment Plan item.

GP MENTAL HEALTH TREATMENT CONSULTATION (ltem 279, 92121 or 92133)

The GP Mental HeditTreatment Consultation item is for an extended altason 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 ongaiianagement of a patient with a mental disorders aim

should not be used for the developineha GP Mental Health Treatment Plan.

A GP Mental Health Treatment Consultation must include:

1 taking relevant history and identifying the patient's preagmiroblem(s) (if not previously documented);

1 providing treatment, advice and/or referral foratlservices or treatment; and

9 documenting the outcomes of the consultation in the patient's medical records and other relevant mental
health plan (where app#ble).

A patient may be referred from a GP Mental lttedreatment Consultation for other treatmhand services. This

does not include referral for Medicare rebateable services for focussed psychological strategy services, clinical
psychology or other ald mental health services, unless the patient igbaianaged by the prescribed medical
practiioner under a GP Mental Health Treatment Plan or under a referred psychiatrist assessment and management
plan (item 291 or 92435).

Consultations associated tvihis item must be at least 20 minutes duration.
REFERRAL

Once a GP Mental Health Treatment Phas been completed and claimed on Medicare, or a prescribed medical
practitioner is managing a patient under a referred psychiatrist assessment and margenzepéatient is eligible
for up to 10 Medicare bateable allied mental health services @derdar year for services by:

I clinical psychologists providing psychological therapies; or
9 appropriately trained medical practitioners or allied mental heattiessionals providing focussed
psychological stratgy (FPS) services.

In addition to the aboveervices, patients will also be eligible to claim up to 10 separate services for the provision of
group therapy, in line with their clinical need. Please gatep therapy does not include family and couples
therapy.

When preparing a thgedtneetPlantasd millkeng & raférral iresaribed medical practitioners
should speak to the patient about their treatment needs and the type of treatreeatnfie individual and/or
group sessions, that mighé suitable for their particular circumstas.

Please note if a referral does not specify whether it relates to individual or group therapy, the patient can use a
referral to access either or both widual and group therapy treatment options.

A referrd for mental health services should be inting (signed and dated by the prescribed medical practitioner)
and include:

fthe patientés name, date of birth and address;

fthe patient 6s s ynadudingovhether a GP Menta igealth $reasment Plas been

completed for the patient;

1 alistof any current medications;

fthe number of sessions the patient is being referre
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1 a statement about whether the patient hasr@ahhealth treatment plan or a psychiatrist assessand
management plan.

It may be useful foa referral to include a statement indicating whether group sessions could be considered.

Where appropriate, and wi t h ntedical prpcitiorierecantaldosattaghgarcapgahe nt , t
the mental health treatment plan to the referral.

Including these details on a referral will assist with any auditing undertaken by the Department of Health and Aged
Care.

Number of Sessions

The prescribed medal practitioner can decide how many sessions thiergawill receive in a course of treatment,
within the maximum session limit for the course of treatment. The maximum session limit for each course of
treatment is set out below:

1 Initial course of treaihenti a maximum of six sessions.

1 Subsequent coursé weatment a maximum of six sessionsupt t he patientds cap of t
example, if the patient received six sessions in their initial course of treatment, they can only receive four
sessiosin a subsequent course of treatment).

The prescribé medical practitioner should consider thaignt's clinical need for further sessions after each course
of treatment, including through considering the written report provided by the treating pnactifibis can be done
using a GP Mental Health Treadmt Plan Review, a GP Mental Health TreathM@onsultation or a standard
consultation item.

In the instance where a patient has receivedndwamum number of services available underBbetter Accessa
Psychiatrists, Psychologists and General Pracét®mthrough the Medicare Benefits Scheduigative per calendar
year and is considered to clinically benefit from some additional services, the patient may be eligible for Primary
Health Networks (PHB) funded psychological therapies if they meet retédigibility criteria for the PHN
commissoned services. It is recommended that providers refer to their PHN for further guidance.

Specifying the Number of Sessions in a Referral
If the prescribed medal practitioner:

1 Does not specify the number of Sess

1 Specifies a number of sessions abowerttaximum allowed for the course of treatment

1 Specifies a number of sessions above the maximum allowed for the calendar year (including any sessions
the patiehhas already received that year)

Then the treatingractitioner can use their clinical judgméeatprovide services under the referral, noting the patient
cannot receive more than:

1 the maximum number of sessions allowed for that particular course whéma(as set out above), and
9 the maximum number okssions allowed in a calendar year.

The treating practitioner must still provide a report at the end of a course of treatment in line with standard practice
for these services. The referring prescribetlical practitioner should therefore considerteedrt i ng practi ti o
report on the servicgwovided to the patient, and the need for further treatment.

Verbal Referral
A prescribed medical practitioner can verbally refer a patient for Better Asamgses only if:

1 in their clinical judgement they ogider it is necessary for the patient tednédmmediate access to support
from an allied mental health professional, and
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1 itis not practicable in the circumstances to provide a written refefoalexample, to do so would cause

delays in treatmenttoegh pat i ent 6s detri ment, and
1 the allied mentahealth professional documents in writing that they are treating the patient based on the
prescribed medical practitionero6ts verbal referral,

1 the prescribednedical practitioner provides a written referrathie allied mental health professional as
som as possible afterwards.

While waiting for the referring practitioner to provide a written referral, the treating practitioner can provide

treatment accordint the verbal referral until the referred numbesegsions have been completed. If thereys an

doubt about the number of sessions the patient was verbally referred for, the treating practitioner should follow the
guidance provided above underthe hegdi 6 Speci fying the number of sessions |

A verbal referral does not replace theueqr e ment f or the prescribed medical pr
progress (taking into account the written report from their treating allied heaféspianal) after each course of
treatment.

Referrals for the Additional 10 Sessions (available uiil 31 December 2022)

In response to the COVHR9 pandemic, the number of Medicare rebateable individual mental health services was
temporarily increased frot0 to 20 per calendar year until 31 December 2022.

A patient does not need a new referral to as@&etter Access sessions from 1 January 2023. If the patient has a
current referral (either for the initial 10 sessions or the additional 10 sessions) anad hsed all of the sessions,
they can use that rafal to access sessions in 2023. Howevay ttannot receive more than 10 individual sessions
in 2023.

ADDITIONAL CLAIMING INFORMATION

Before proceeding with any GP Mental Health Treatment Plan or Reeerice the prescribed medical practitioner
must esure that:

1 the steps involved in providinge service are explained to the patient and (if appropriate and with the
patient's permission) to the patient's carer; and
1 the patient's agreement to procegckcorded.

Before completing any GP Mental Healthe@itment Plan or Review service and claimarigenefit for that service,

the prescribed medical practitioner must offer the patient a copy of the treatment plan or reviewed treatment plan
and add the docenent to the patient's records. This should includbjext to the patient's agreement, offering

copy to their carer, where appropriate. The prescribed medical practitioner may, with the permission of the patient,
provide a copy of the GP Mental Healthedtment Plan, or relevant parts of the plan, torqtheviders involved in

the patient's treatemt.

The GP Mental Health Treatment Plan, Review and Consultation items cover the consultations at which the relevant
items are undertaken, noting that:

9 if a GP Mental Health Treatment item is undertaken oratéd during the course of a consultation for
another purpose, the GP Mental Health Treatment Plan, 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 rtfwgia one consultation, and those
consultatbns are for the purposes of developing the plan, only the GP Mental Health Treatment Plan item
should be claimed; and

1 if a consultation is for the purpose oG® Mental Health Treatment Plan, Review or Condoltatem, a
separate and additional constitia should not be undertaken in conjunction with the mental health
consultation, unless it is clinically indicated that a separate problem must be treatsliiitaim
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Where an additional consultation is undketa, both services must be clinically relavand all item requirements
must be met. For example, for item 272, the duration of the service must have been at least 20 minutes. The time of
the precedingonsultation must not be counted towards the timta®@imental health service.

Where separate nsultations are undertaken in conjunction with mental health consultations, the patient's invoice or
Medicare voucher (assignment of benefit form) for the is#paonsultation 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 item have been
provided.

All consultations conducted gart of the GP Mental Health Treatment items mustenelered by the prescribed
medical practitioer. A specialist mental health nurse, other allied health practitioner, Aboriginal and Torres Strait
Islander health practitioner or Aboriginal Health Worlsth appropriate mental health qualifications anéhirey

may provide general assistance to prigeed medical practitioners in provision of mental health care.

Links to other Medicare Services

It is preferable that wherever possible patients have odplam for primary care management of their mental
disorder. As a general principle the creatiddmultiple plans should be avoided, unless the patient clearly requires
an additional plan for the management of a separate medical condition.

The Chronic Disase Management (CDM) care plan items (items 229, 23D, 232 and 233, and GP items 721,
723, 29, 731 and 732) continue to be available for patients with chronic medical conditions, including patients with
complex needs.

1 Where a patient has a mental lle@ondition only, it is anticipated that they wik managed under the GP
Mental Health Treatent items.

I Where a patient has a separate chronic medical condition, it may be appropriate to manage the patient's
medical condition through a GP ManagememhPand to manage their mental health condition tipincau
GP Mental Health Treatment Plan. Ingltiase, both items can be used.

1 Where a patient has a mental health condition as well as significambidndities and complex needs
requiring tearrbased carghe prescribed medical practitioner is able tohstl the CDM items (for team
based care) antie GP Mental Health Treatment items.

AN.7.23 Prescribed Medical Practitioner Provision of Focussed Psychological Strategies (Items
283, 285, 286, 287, 91820, 91821, 91844 and 91845)

Focussed psychological strategies are specific mental health careemanagtrategies, derived from evidence
based psychological therapies that have been shown to integrate the best reseaha\itivital effectiveness
with general practice iclical expertise. The decision to recommend Focussed Psychological $sdtegipatient
must be made either in the context of a GP Mental Health Treatment Plan, shared care plan or a psychiatrist
assasment and management plan.

Minimum Requirements

All consultations providing Focussed Psychological Strategies must be rebgerpdescribed medical practitioner
(seenote AN.7.).

To ensure gpropriate standards for the provision of Focussed Psychological Strapegipgnt of Medicare
rebates for these items will be limited to prescribed medical practitioners who are registered withites Ser
Australia as having satisfied the requiremdatshigher level mental health skills for provision of the service, as
detemined by the General Practice Mental Health Standards Collaboration.
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Continued access to item numbers 283, 285, 286, 287, 9982P1, 91844 and 91845 will be dependent on the
practitioner meeting the ongoing mental health education requirements awidettby the General Practice
Mental Health Standards Collaboration.

Patients will be permitted to claim Medicare rebates faoouf0 mental health services under these item nwsnber
per calendar year. The 10 services may consist of: prescribed medatiigmer focussed psychological strategies
services (items 283, 285, 286, 287, 91820, 91821, 91844 and 91845) or GP item272322725, 2727, 91818,
91819, 91842 and 91843ndlor psychological therapy services (items 80000, 80005, 80010, 80086, 91167,
91181 and 91182); and/or focussed psychological strategidied mental health services (items 80100, 80105,
8011Q 80115, 80125, 80130, 80135, 80140, 80150, 80156,@M®B0165, 91169, 91170, 91172, 91173, 91175,
91176, 91183, 91184, 911851186, 91187 and 91188).

Out-of-Surgery Consultation
It is expected that this service would be provided only for patients vehmable to attend the practice.

Specific Focussed &ychological Strategies

A range of acceptable strategies has been appfovede by prescribed medical practitioners in this context. These

are:

1. Psychoeeducation

(including motivational intemewing)

2. Cognitive-behavioural therapy including:
Behavioural interventions

- Behaviour modification

- Exposure techniques

- Activity scheduling

: Cognitive interventions

- Cognitive therapy

3. Relaxation strategies

- Progressive muscle relatxon

- Controlled breathing

4.  Skills training

- Problem slving skills and training

- Anger management

- Social skills training

- Communication training

- Stress masgement

- Parent management training

5.  Interpersonal therapy

6. Eye-Movement Desensitisation Reprocessing (EMB)
Mental Disorder

A ment al di sorder may be defined as a significant
relational abilities which may require interventiondamay be a recognised, medically diagnosable illness or
disorderi this defnition is informed by the World Health Organisation, 1996, Diagnostic and Management
Guidelines for Mental Disorders in PrimaBare:ICD- 10 Chapter V Primary Health Care Version.

Dementia, delirium, tobacco use disorder and mental retardation argaated as mental disorders for the
purposes of these items.

AN.7.24 Prescribed Medical Practitioner After  -Hours Attendances To Which No Other Item Applies
(Items 733 to 789 and 291 7 to 2200)
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After-hours attendance items may be claimed as follows:

Items733, 737, 741, 745 and 21%pply only to a professional attendance on 1 patient on 1 occasios that
provided:

1 on a public holiday;

1 on a Sunday;

9 before8am, or after 1 pm on a Saturday;

1 before 8am, or after 8pm on any day other than a Saturday, Sundayliortliday.

ltems761, 763, 766, 769, 772, 776, 788, 789, 2198 and 2pply to a professionalttendance on 1 or more
patients on 1 occasion thatprovided:

1 on a public holiday;

1 on a Sunday;

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

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

AN.7.25 Prescribed Medical Practitioner Non -Directive Pregnancy Support Counsel ling Service
(Item 792)

The Pregnancy Support Counselling initiative provides for Medicare benefitptdéor nondirective pregnancy
support counselling services prded to a person who is pregnant or who has beemaneégn the 12 months
preceding the first service to which this item or items 4001, 81000, 81005 or 81010 applies in relation to that
pregnancy, by an eligible prescribed medical practitionerrfse2 AN.7.) or allied health professional on referral
from a prescribed medicataxtitioner.

There are five MBS items for the provision of ndinective pregnancy support counselling services:
I Item P27 services provided by an eligible prescribed medical practitioner;
1 Item 4001- services provided by an eligible GP;
1 Item 81000 sewices provided by an eligible psychologist;
I Item 81005 services povided by an eligible social worker; and
1 Item 81010 services provided by an eligible mental health nurse.

This note relates to the provision of a Adirective pregnancy support coungail service by an eligible prescribed
medical practitioner.

Non-directive counselling is a form of counselling basedt@understanding that, in many situations, people can
resolve their own problems without being provided with a solution by the coninsefle counsellor's role is to
encourage the person to expressrtfeelings but not suggest what decision the pestmuld make.By listening

and reflecting back what the person reveals to them, the counsellor helps them to explore and undarstand the
feelings. With this understanding, the person is able to malaettision which is best for them.

The service involgs the prescribed medical practitioner undertaking a safe, confidential process that helps the
patient explore concerns they have alsuatirrent pregnancy or a pregnancy that occurred in the precéling 1
months. This includes providing, on request, urdgd, evidenc®ased information about all options and services
available to the patient.

The service may be used to address any pregnatated issues for which natlirective counselling is appropriate

Patient eligibility
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Medicare rebates for nedirecive pregnancy support counselling services provided using item 792 are available to
a person who is pregnant or who has been pregn#im: ii? months preceding the first service to which this item or
item 4001, 81000, 81005 or 81010 applies in relaticinébd pregnancy.

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

Medicare benefits

Medicare benefits are payable for gythree nordirective pregnancy support counsellireg\sces per patient, per
pregnancy, from any of the following item92, 4001, 81000, 81005 and 81010.

Where the patient is unsuretbe number of Medicare rebated rdinective pregnancy support caafling services
they have already accessed, thegrdatimay check with Services Australia on 132 OAlternatively, the prescribed
medical practitioner may check with Services Austrédithough the patient must be present to give permission).

Item 1090 or item 10991 can also be claimed in conjunctidth wem 792 provided the conditions of the relevant
item, 10990 or 10991, are satisfied.

Minimum Requirements

This service may only bgrovided by a prescribed medical practitioner who has completedagie non
directive pregnancy counselling training

AN.7.27 Prescribed Medical Practitioner Multidisciplinary Case Conferences (Items 235 to 244)

Iltems 235 to 244 provide rebates foegeribed medical practitioners (segte AN.7.) to organise and coordinate,
or participate in, multidisciplinary case conferences for patiarttee community or patients beigscharged into
the community from hospital or peogieing in residential aged care facilities. This group of items include two
items for prescribed medical practitioners participating in cancer care case conferences.

REGULATORY REQUIREMENTS
To organiseand coordinate case conference items 235, 236 and 28 prescribed medical practitioner must:

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

(b) record the patient's 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 participants; and

(e) offer the patient and the patient'se&dif any, and if the prescribed medical practitionensiders it appropriate
and the patient agrees) a summary of the conference and provide this summary to other team members; and

(f) discuss the outcomes of the cerdnce with the patient and the patis carer (if any, and if the prescribed
medical pactitioner considers it appropriate and the patient agrees); and

(g9) record all matters discussed and identified by the case conferencing team and put a copsycofdhat the
patient's medical recds.

To participate in multidisciplinary case confererce items 238, 239 and 24he prescribed medical practitioner
must:

(a) explain to the patient the nature of a multidisciplinary case conference, and ask thevpatiestt they agree to
the prescribednedical practitioner's participation in the conferenand
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(b) record the patient's agreement to the prescribed medical practitioner's participation; and
(c) record the day on which the conference was held, and the &itwhich the conference started anded; and
(d) record the names of the participgrand

(e) record all matters discussed and identified by the case conferencing team and put a copy of that record in the
patient's medical records.

Cancer care caseanference items 243 and 244
For thepurposes of these items:

1 private patients in publicrrivate hospitals or the community with a malignancy of a solid organ or tissue
or a systemic cancer such as a leukaemia or lymphoma are covered, with the ert@gati@mts whose
only cancer is aon-melanoma skin cancer;

9 the billing prescribed medat practitioner must be a treating doctor of the patient discussed at the case
conference A treating doctor should generally have treated or provided a formal diagrfche patient's
cancer in the @st 12 months or expect to do so within the next batims. Attending nonrtreating
clinicians, allied health providers or support staff are not eligible to bill the item;

1 only one prescribed medical practitioner is iblig to claim item 243 for each patit case conference. This
should be the prescribed dieal practitioner who assumes responsibility for leading and coordinating the
case conference, ensures that records are kept and that the patient is informedtobthe of the case
conference. In mab cases this will be the lead treating prescribedioaé practitioner;

9 each billing prescribed medical practitioner must ensure that their patient is informed that a charge will be
incurred for the case conference ¥drich a Medicare rebate will be pdye;

9 participants must be in communication with eatter throughout the case conference, eithertfadace,
or by telephone or video link;

9 suitable allied health practitioners would generally be from one of thevialipdisciplines: aboriginal
healthcare worker; asthma educator; audiologist; dentabiist; dentist; diabetes educator; dietitian;
mental health worker; occupational therapist; optometrist; orthoptist; orthotist or prosthetist; pharmacist;
physiotheraist; podiatrist; psychologist; rejered nurse; social worker; or speech pathologist;

1 in general, it is expected that no more than two case conferences per patient per year will be billed by a
prescribed medical practitioner; and

9 cancer care case confaoes are for the purpose of devetapa cancer treatment plan in a
multidisciplinary tean meeting and should not be billed against case conference items for other purposes
(eg. community or discharge case conferences).

ADDITIONAL INFORMATION
Usual medicalpractitioner

Items 235 to 244 shadibenerally be undertaken by the patient's usual caégractitioner. This is a prescribed

medical practitioner, or a medical practitioner working in the same medical practice that has provided the majority
of servicedo the patient over the previous t@nths and/or will be providing the majority of ser@s to the patient

over the coming 12 months.

Multidisciplinary case conference team members

Examples of persons who, for the purposes of care planning and casermcinfgmay be included in a
multidisciplinary care team are allied health professionathsas, but not limited to: Aboriginal health care
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workers; asthma educators; audiologists; dental therapists; dentists; diabetes educators; dietitians; mental health
workers; occupational therapists;tometrists; orthoptists; orthotists or prosthetiptsgarmacists; physiotherapists;
podiatrists; psychologists; registered nurses; social workers; speech pathologists.

A team may also include home and community serviogigers, or care organisers, susheducation providers;
"meals on wheels" providergersonal care workers (workers who are paid to provide care services); probation
officers.

The patient's informal or family carer may be included as a formal memtres tfam in addition to the minimum

of three health or care providershe patient anthe informal or family carer do not count towards the minimum of
three.

Discharge case conference

Organisation and coordination of a multidisciplinary discharge aaserence (items 235, 236 and 237%yrbe
provided for private ifpatients being dischaed into the community from hospital.

Further sources of information
Further information is also available for providers from Services Australia provider inquirynlib@20150.
AN.7.31 Provision of Foc ussed Psychological Strategies Services by Eligible P rescribed Medical

Practitioners to a Person Other than the Patient (309, 311, 313, 315, 91862, 91863, 91866 and
91867)

OVERVIEW

The purpose of these MBS items is t@eleeligible prescribed medical practitioners (sede AN.7.) to involve
another person in a pat i ent RsghiaftristseRsycholegistsand Genetadr t h e
Practitioners ttough the Medicare Benefits Sched(Better Access) initiative, where:

1 the eligible prescribed medical practitioner providing the service determines it is clinically appropriate,

1 the patient conses far the service to be provided to the other persorastsgb their treatment,

fthe service is part of the patientds treat ment,
1 the patient is not in attendance.

These MBS items recognise the important role another person, such as a family mesateraan play in
supporting patients with mental illnessd the benefits that can result from involving them in treatment.

Under these MBS items, Medicare rebates are available to a patient for up to two services provided to another

Bet

and

person per calendgear. Any services delivered using these items counttodas t he pati ent s cour s

and calendar year allocations under Better Access. For further information on patient allocations, please see
explanatorynote AN.7.22

For Medicare benefit purposes, charges relating to services covered by these MBS items should be raised against the

patient rather than against the person receiving the service.
SERVICES ATTRACTING MEDICARE REBATES
MBS items

There are eight MB items for the provision of focussed psychological strategies (FPS) health services to a person
other than the patient by eligible prescribed medical practitioners:

9 309, 311, 313 and 315 for proida of in person FPS services by a prescribed medicatipoaer;
9 91862 and 91863 for provision of telehealth FPS services by a prescribed medical practitioner; and
1 91866 and 9186fbr provision of phone FPS services bgrascribed medical practitioner.
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Telehealth services are the preferred approach for subisg a faceto-face consultation. However, eligible
prescribed medical practitioners will also be able to offer phone (aundy) services if video is not available or
appropriate. As outlined abe,there are separate items available for phone services

To claim these MBS items the eligible prescribed medical practitioner must meet the provider eligibility
requirements for the delivery of FPS services. For further information, please see exylaotat AN.7.23

Eligible focussed psychological strategies services

A range of acceptable strategies have been approved for use by @ligibldbed medical practitioners utilising
FPS items. Fofurther information, please see explanatooge AN.7.23

Eligible prescribed medal pgractitioners must use their professional judgemedetermine what would be an
appropriate FPS service to deliver to another person a:
FPS.

Publicly funded services

These MBS items do nopply for services provided by any other Commonwealthatedunded services, or
provided to an admitted patient of a hospital, unless there is an exemption under subsection 1%Badihthe
Insurance Act 1973

SERVICE LIMITATIONS

Medicare rebateareavailable to a patient for up to two services predido another person per calendar year. The
two services may consist of:

9 Prescribed medical practitioner items: 309, 311, 313, 315, 91862, 91863, 91866 and 91867
1 GPitems: 2739, 2741, 2743, 2743899,91861, 91864 and 91865

1 Clinical psychologist items$30002, 80006, 80012, 80016, 91168, 91171, 91198 and 91199

1 Psychologist items: 80102, 80106, 80112, 80116, 91174, 91177, 91200 and 91201

9 Occupational therapist items: 80129, 80131, 80137, 80141499115, 91202 and 91203

9 Social worker items: 80154, 808580162, 80166, 91196, 91197, 91204 and 91205

Any services delivered using these MBS items count towards:

1 the maximum session limit for each course of treatment under Better Access, and
1 the patiend s lerdlar year allocation for individual services unBetter Access.

For further information on the maximum session limits for each course of treatment and maximum calendar year
allocation, please see explanatopte AN.7.22

CLAIMING REQUIREMENTS
Determining service is clinically appropriate

The eligible prescribed medical practitioner providing the service must use their professional judgment to determine

it is dinically appropriate, and would form part of theipggnt 6 s tr eat ment, to provide a
person.
This determination must be recorded in writing in the |

Obtaining and recording patient consent to deliver the service

The mtient must consent to the other person receivingR® service using these MBS items. The eligible
prescribed medical practitioner providing the service must:

1 Explain the service to the patient.
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fTObtain the patient ds widedtsoe ntth ef oort htehre pseerrsvoinc ea st op abret

treatment.
fMake a written record of the patientédés consent.

The patient may withdraw their consent at any time.

In the case of a child, the general laws relating to consent to medical treatment applynddiffer between
states and territories, and the préseil medical practitioner should be aware of the requirements in the relevant
state or territory.

Service must be part of the patientds treat ment

Any service delivered using these MBS items mugtdi¢do f t he pati ent 6s treafoment .

the purposes of providing mental health treatment to the person receiving the service. Should that person also
require mental health treatment the patient MBS items should be claimed (whkesegjliirements for the
relevant item descriptor have lmemet).

Patient is not in attendance
These MBS items are for eligible prescribed medical practitioners to provide services to another person when the
patient is not in attendance. If the patiennhistendance, the prescribed medical practitioner casidenwhether

the requirements of the patient MBS items for delivering Better Access services have been met. For further
information, please see explanatote AN.7.23

Course of treatment

The

These services may be accessed at any stage of a pati e

consecutively, provided no more thavotsevices are delivered to another person and delivehage services does
not exceed the maximum allowed for the patient in a course of treatment or calendar year under Better Access.

ADDITIONAL INFORMATION
Out-of-pocket expenses and Medicare safetyeh

For Medicare benefit purposes, charges relating toises\covered by these MBS items should be raised against the
patient rather than against the person receiving the service.

Charges in excess of the Medicare benefit for these items are the relipordithe patient. However, if a service

was provided ot of hospital, any oubf-pocket costs will count towards the Medicare safety net for that patient. The
out-of-pocket costs for mental health services which are not Medicare eligible do notmeartsthe Medicare

safety net.

Checking the number of sevices

I f there is any doubt about a patientdés eligibility,

health services already claimed by the patient during the calendar lgitreEprescribed medical practitioners can
call ServicesdAustralia on 132 150 to check this information, while patients can call on 132 011.

Further information

For further information about Medicare Benefits Schedule items, please go to the Depeftrestih and Aged
Care's website atww.health.gov.au/mizmline.

For providers, further information is also available from the Services Australia Medicare Provider Enquiry Line on
132 150.

AN.7.32 Mental Health Case Conferences - Prescribed Medical Pract ition ers
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Items 969, 971, 97, 973, 975, 986 provide rebates for a prescribed medical practitionerotee&N.7.1, to

organise and coordinater participate in, mentddealth case conferenc@hey apply for a patient who is being
treated under the Better Access to Psychiatrists, Psychologists and General Practitioners through the Medicare
Benefits Schedule (MBS) indtive (Better Access) @n eating disorder treatnteamd management plan (EDTMP).

The purpose of a 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 multidiscipliteamy carries out the foliving activities:

f
f
f
f

il

discusses patient's history;

identifies the patient's multidisciplinary care needs;

identifies outcomes to be achieved by members of the case conference team giving care and service to the
patient;

identifies Bsks that need to be untlken to achieve these oatoes, and allocating those tasks to members

of the case conference team; and

assesses whether previously identified outcomes (if any) have been achieved.

PATIENT ELIGIBILITY

Case conferences using thesev MBS items can be hefdr patients who have beeeferred for treatment under
Better Access or have an active eating disorder treatment and management plan.

Patients can be referred for treatment under Better Access by a:

1

f
f

GP or prescribed medical pramner under a mental hidatreatment plan or psy@irist assessment and
management plan,

psychiatrist, or

paediatrician.

Treated under Better Access means a patient has been referred for a:

f
f

a focussed psychological strategies service delivered by préseribed medical pratibner,
psychologist, soclavorker or occupational therapist, or
psychological therapy service delivered by a clinical psychologist

REGULATORY REQUIREMENTS

To organise and coordinate case conference i889s971 and 972, theqguider must:

a.

explain to tke patient the nature of aemtal health case conference and ask for their agreement to the
conference taking place; and

record the patient's agreement to the conference; and

record the day on which the conference was held, antihtiee at which the confence started and ended;

and

record the names of the participants; and

offer the patient and the patient's carer (if any, and if the practitioner considers it appropriate and the patient
agrees) a summary of the conference andigeothis summary to othégam members; and

discusstie outcomes of the conference with the patient and the patient's carer (if any, and if the practitioner
considers it appropriate and the patient agrees); and

record all matters discussed and identifigdh® case conferencingate and put a copy of thatgord in

the patient's medical records.

To participate in mental health case conference i®r8s 975 and 986, the provider must:

a.

b.

explain to the patient the nature of a mental health case conferad@skafor their agreemetud the
prescribed medicalractitioner's participation in the conference; and
record the patient's agreement to the prescribed medical practitioner's participation; and
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c. record the day on which the conference was held, and tlke sitwhich the conferenstarted and ended;
and

d. reoord the names of the participants; and

e. record all matters discussed and identified by the case conferencing team and put a copy of that record in
the patient's medical records.

ADDITIONAL INFORMATION
Usual medical practitioner

Items 969986 should genenglbe undertaken by the patient's usual medical practitioner. This is a prescribed
medical practitioner, or a medical practitioner working in the same medical practice, that has provided the majority
of services to the patient ev the previous 12 montha@/or will be providing the majority of services to the patient
over the coming 12 months.

Mental health case conference team members

The case conference must be organised by a medical practitionqaréS€&jbed medical pratiiner or consultant
physidan in their specialty of paediatrics or psychiatry) and involve at least two other members of the
multidisciplinary case conference team providing different kinds of treatment to the patient. Partjgpatiders
must be invied to attend by the orgasmg practitioner.

The case conference must be arranged in advance, within a time frame that allows for all the participants to attend.
The minimum of three care providers for a case conference muetdenpfor the whole of éhcase conference. All
paricipants must be in communication with each other throughout the conference, either face to face, by telephone
or by video link, or a combination of these.

The patient should be given the option to altére case conference, hewer may choose not to do.d=amily

members or carers, as well as other individuals providing support to the patient (such as a close friend, counsellor,
teacher or peer worker) can also attend the case conference if thelptiagteed. However, theseividuals do

not count déwards the minimum number of providers required.

This item does not preclude the claiming of a consultation on the same day if other clinically relevant services are
provided.

Claiming frequency
It is expected that a patient walihot normally require morihan 4 case conferences in arfi@dnth period.

This item does not preclude the claiming of a consultation on the same day if other clinically relevant services are
provided.

Further sources of information

Further information islao available for providerSom the Services Australia provider enquiry line on 132 150.
AN.10.1 Schedule Fees and Medicare Benefits

Medicare benefits are based on fees determined for each optometrical service. The servitzss pyov

participating optmetrists which attract befits are set out in thelealth Insurance (General Medical Services
Table) Regulationgas amended).

If the fee is greater than the Medicare benefit, optometrists participating in the scheme arentthinfmatient of
the Mediare benefit payable for thieem, 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.
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Medicare Safety Nets

The Medicare safety net providdamilies and singles withn additional rebate for outf-hospital 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 Medicarsafety net, the Medicabenefit for outof-hospital services is increased to 100% of the
Schedule Fee (up from 85%) once an annual threshold in gap costs is reached. Gap costs refer to the difference
between the Medicare bengi85%) and the Scheduleé.

Under the EMSN, oncenaannual threshold in owtf-pocket costs for ouf-hospital Medicare services is reached,
Medicare will pay for 80% of any future eaf-pocket costs for oubf-hospital Medicare services for the rendsr
of the calendar yeaHowever, where the item han EMSN benefit cap, there is a maximum limit on the EMSN
benefit that will be paid for that item. Further explanation about EMSN benefit caps is provided at
www.mbsonline.gov.au

The thresholds for the Medime safety nets are indexed on 1 January each year.

Individuals are automatically registered with the Services Australia for the safety nets, however couples and families
are required to register in arto be recognised as anhily for the purposes ohé safety nets. In most cases,

registered families have their expenses combined to reach the safety net thresholds. This may help to qualify for
safety net benefits more quickly. Registration forms caoldtained from Servicesustralia, or completed at
www.servicesaustralia.gov.alf you have already registered it is important to ensure your details are up to date.

Further information on the Medite safety nets is availlbathttps://www.servicesaustralia.gov.au/medieare
safetynets

Limiting rule for patient claims

Where a fee charged for a service is less than the Bftedienefit, the benefitibe reduced to the amotiof 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 attendances on a patient on the same dsgniy dpeometrist
providedthat the subsequent attamtes 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 regarded as separate attendances.

Where two or more attendances areade on the one day by thkeme 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 not need
to be specified where a perimettgm is performed in ass@tion with a consultatioitem.

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. For example, a preliminaryngipaté@may be concludeslith

the instillation of mylriatic 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

Wherea spectacle prescriptios prepared for the patierit 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 the patient is made
aware that he or sheaestitled to a copy of thepectacle 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 the completion of the presanigdtiitting process.

Reminder notices
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The optometriswill ensure that any notice sent to a patient suggestiegamination is sent solely on the basis of
the clinical needs of the patient.

Aftercare period following surgery

Medicare schedule items trepply to surgery includall professional attendaes necessary for the pagterative

treatment of the patient, other than attendances provided by vocationatigvocationally trained general
practitionersThe aftercare period includes all pagterative treatment, when priled by a medical speciati

consultant physician or optometrist. The amount and duration of the aftercare may vary but includes all attendances
until recovery from the operation. Attendances unrelated to the operation prbyidedcationally or non

vocationally registered gera practitioner in the aftercare periodn alsaattract Medicardenefits. Attendances

provided by an optometrist in the aftercare period do not attract a Medicare benefit.

The rebate for cataract giery includes payment faftercare attendances soypeent 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. In the case of cataract surgery, theiiit following surgeryfor which the optometristan

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, consultatiomsgarption for the surgeor

consultations in the tdrcare 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 issagédrib the p
should clearly indiate the fee is nerebatalte.

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@0€burse of attention by one or more
optometists in relation to a sp#ic episode of optometricare.

(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 colletas®s. This includes tbse aftercare visits
necesary 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 referopgometrist, having condéred the patient's need 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 dkBim 10905 providing the ferral is received beford¢ provision of the service,
and providing the account, receipt or bbiKing form contains the name and provider number of the referring
optometrist. Referrals from medical practitioners do not dttraefits under item 1080

The optometrist claimigthe item 10905 service is obliged to retain the written referral for a period of tfeemty
months.

Referrals must be at "arms length". That is to say, nho commercial arrangements or connectidrexishbetween
the optomdists.

Second comprehensie 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 carreceive a comprehensivetial 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 arther optometrist for an #ndance to which item 109010907, 10910, 10911, 10912, 10913, 10914 or

10915 applies, or old item 10900 applied.
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Comprehensive initial consultations (items 10910 and 10911)

There are two new MBS items for comprehensive indtadsultation that have be introduced. Item 1091Gk

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 heecaived a service inih

timeframe to which item0905, 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 years of age. This iteis payable once only withia 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, ebenefit is payable undeteim 10912, 10913, 10914 ®9915 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 years
of age (item 10910) and within 12omths for a patient who it least 65 years of agéefn 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 beereaa by item 10905, 109070910, 10911, 10912, 109180914, 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 chages in visual function whh justify the charging atem 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 visim

- contrast sensitivity opreviously undetected ctrast sensitivity loss.

New signs or symptoms requiring comprehensive revaluation (item 10913)

When charging item 10913 the optometrist should document the new signs or symptoms suffered by toe patien
the patient's recordard.

Progressive disorderequiring 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 caRrogressive disorders maclude conditions such asaculopathy (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 eyesthwthe instillation of anydriatic, of a patient wht 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 subsquent consultations (item10918)

Each consultatiorgpart 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 cmsultations (items 10921a 10930)
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In the case of cdact lens consultations, benefit is payable only where the patient is one of the prescribed classes of
patient entitled to benefit for contact lens consultations as described in items 10921 to 10929.

For claims under items 109210922,10923,10925 and 1@ ligibility is based on the patient's distance spectacle
prescription, determining the spherical equivalent by adding to the spherical prescription, half the cylindrical
correction.

Medicare benefitare not payable for iterh0929 in circumstances wieea 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 resons (because they cannope with spectacles).

All attendances subsequent to the initial consultation in a course of attention involving the prescription and fitting of
contact lenses are collectively regarded as a singlecsamder items 10921 to 980, as appropriate. Thetdaof

service is deemed to be the date on 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 pagahkelibe patient has naken

delivery of the lense In such instances, the patient may be charged-aehatable (private) fee for a 'part’ service.

Any visits related to the prescribing and fitting of lenses are regarded to be covered by theitelaviarthe range

10921 b 10930. The bulk item ingtles those aftercare visits necessary to ensure 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 thétarcare period that are unrelated to the 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 foMedicare rebates for contdens care, fees charged for contact lens consultations are a
matter between the practitioner and the patient. Any account for consultations involving the fitting and prescription
of contact lenses ised to a patient who doe®tfall into the specifiedategories should be prepared in such a way
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 anrestlhé account with wordinguch as "Medicare benefitet payable".

Where an optometrist 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 balanceieeddacsuch a way (e.galance of account)

that itcannot be mistaken as being a separate consultation. In particular no Medicare item number should be shown
against the balance.

When a patient receives a course of attention involving the prescrpiibfitting of contact leses an account
should not e issued (or an assignment form completed) 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 consecutiveaxoceh where
circumstanes are met under item 109&@hin a 36 month period.

Domiciliary visits (items 10931- 10933)

Where patients are unable to travel to an optometrist's practice for treatment, and where the request for treatment is
initiated by tke patient, a domiciliary isit may be conducted, whidnvolves the optometrist travelling to the

patient's place of residence, and transporting the necessary equipment. Where possible, it is preferable that the
patient travel to the practice so that thkk fange of equipment iavailable for the examinatn of the patient.

Benefits are payable under items 10930933 to provide some financial assistance in the form of a loading to the
optometrist, in recompense for travel costs and packing and ungasflkéquipment. The loadlj is in addition to
the cansultation item. For the purposes of the loading, acceptable places of residence for domiciliary visits are:
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- the patient's home;
- a residential aged care facility afided by theAged Care Ac1997;or

- an institution which means a place (other than a residential aged care facility or hospital) at which
residential accommodation and/or day care is made available to any of the following categodeantdigad
children, juverie offenders, aged persom$ironically ill psychiatric patients, homeless persons, unemployed
persons, persons suffering from alcoholism, persons addicted to drugs, or physically or intellectually disabled
persons.

Visits to a fospital at the patient'®quest are not covered thetloading and instead, an extra fee in addition to the
Schedule fee can be charged, providing the service is nobbig#. Medicare benefits are not payable in respect of
the private charge.

Items 10931- 10933 may be usedhether or not the optomettichooses to bulkill but 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 shdd also not be bukkilled and a private charge mag kevied. The usual requirement
that the patient must have requested the domiciliary visit applies.

Domiciliary visit loading items cannot be claimed in conjunction with brief initial consultationli@&16, or with
computerisd perimetry items 10940 d0941.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 ongatient at a single locatn. Item 10931 can be bitlen addition to the appropriate consultation

item (excluding items 10916, 10932, 10933, 10940 or 10%4the optometrist goes on to see another single

patientat a different location, that patient aaalso be billed an item(B31 plus the appropriatemsultation.

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 appropriate consultation item applyesghopatient. Similarly fithree patients

are visitel at a single location on the same occasion, each of the three patients should be billed item 10933 as well as
the appropriate consultation item applying to each patient.

Where more than three patieate seen at the same loicet, additional benefits fodomiciliary visits are not

payable for the fourth, fifth etc patients. On such occasions, the first three patients should be billed item 10933 as
well as the appropriate consultation item, and all egissnt patients may onlyetbilled the appropriate nsultation

item. Where multiple patients are seen at one location on one occasion, there is no provision for patients to be
‘grouped' into twos and threes for billing purposes.

Where a private chargelmsvied for a domiciliaryisit, bulk-billing is preduded. Medicare benefits are not payable
in respect of the private charge and the patient should be informed of this. Private charges should be shown
separately on accounts issued by optometrists antmatise included in theeks for the service.

Computerised Perimetry Services (items 10940 and 10941)

Benefit under items 10940 and 10941 is payable where full quantitative computerised perimetry (automated absolute
static threshold but not including ntifiical multichannel objeéve perimetry) has been germed 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 pathways or brain. Item 1@@4fdldteral procedures naot be claimed for

patiens 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 association with comprehensive tatiosuitems 10905, 109070910, 10911,

10912, 1091310914, 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 an ophthalmologist forfamhenttis

required, theprinted results of the penietry 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 perimetry services
in any twehe month period may be praled.

Low Vision Assessmen(item 10942)
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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 established during a comprehensivikation as having lowision, as

specifically deifned 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 t¢ime same day as eithecamprehensive initial conftation (items 10905 10915) or

a subsequent consultation (item 10918), but only where the additional low vision testing has been carried out on an
eligible patient. Item 10942 is not intended to bénsksd with a brief initiaconsultation (item 10916r with any

of the contact lens items (items 10920930).

Children's vision assessment (item 10943)

Children aged 0 to 2 years, and 15 years and over, are not eligible for item 10943 and may hentteated
appropriate attenaae items.

A benefit is pgable under item 10943 where one or more of the assessment and testing procedures outlined in the
item description are carried out on a patient agedyears inclusive, and where a finding of sigaifit binocular

or accommodtive dysfunction is the dcome of the consultation and assessment/testing. The conditions to be
assessed under this item are primarily amblyopia and strabismus, but dysfunctions relating to vergences are also
covered, providingvell established and evidee based optometry pra&ics observed.

A benefit is not payable under item 10943 for the assessment of learning difficulties or learning disabilities.

Iltem 10943 may be claimed on the same day as either a comprehensivationgitems 1090510915) or a
subsequent consutian (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 consultation (item 109%6h any of

the contact les items (items 109210930.

Removal of an embedded corneal foreign body (item 10944)

Item 10944 has been introduced for the complete removal of an embedded corneal foreign body teaitisetiab
or intraepithelial and theemoval of rust rings frm the cornea.

The removabf an embedded foreign body should be performed using a hypodermic needle, foreign body gouge or
similar surgical instrument, with magnification provided by a slit lamp biomicroscope, loupe or simitz.de

The optometrist shdd document the nature tife embedded foreign body (sepithelial or intraepithelial),
method of removal and the magnification. Similarly, with rust ring removal, the optometrist should document the
method of removal and theagnification.

Where compxity of the procedure isdyond the skill of the optometrist, or if other complications are present (e.g.
globe perforation, penetration >25%, or patient unable to hold still due to pathological anxiety, nystagmus, or tremor
etc,without some form of systnic medication), the patieshould be referred to an ophthalmologist.

This item cannot be billed on the same occasion as items 10905, 10907, 10910, 10911, 10912, 10913, 10914, 10915,
10916 or 10918. If the embedded foreign bodyust ring has not beeammpletely removed, ben&fiare only
payable under item 10916.

AN.14.2 Heart health assessment provided by general practitioners and medical practitioners

Item 699 and 177 may be used to undertake a heart health assesstimangtlé=sast 20 minuteby a general
practitioner 699) or medical practitioner (other than a specialist or consultant physician) (177) to support patients
with cardiovascular disease, or patients at risk of developing cardiovascular disease (CVR)nUicted

otherwise, théerm medical practitionédn this note includes both a general practitioner providing a service under
item 699 or a medical practitioner (other than a specialist or consultant physician) providing a service under item
177.
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The items provide patients wita comprehensive assessmeiitheir cardiovascular health, identification of any

physical or lifestylerelated risks to their cardiovascular health, and a comprehensive preventive health care plan to
improve their cardiovasculaehlth. The assessment miaglude auscultation oftheat i ent 6 s heart, whe
relevant.

The heart health assessment item can be claimed once per patientriroatheriod. The heart health assessment
items cannot be claimed if a patient had adealth assessment deey excluding an Aboriginand Torres Strait
Islander Peoples Health Assessment (item 715, 228, 92004, 92011), in the previous 12 months.

This item is available to all Medicare eligible patients aged 30 years and over whaobeoefi from an assessment
of this type. The intentio of this item is to identiffCVD in people not known to have CVD.

The absolute cardiovascular disease risk is calculated as per the Australian Absolute Cardiovascular Disease Risk
Calculator which canie w e dhtt@/iwwvédcvdcheck.org.au/calculator!

Revision of the Australian Guidelines for the management of absolute cardiovascular disease risk (published in
2012) are currently underw@CDPA | Absolute CVD risk guideline updaté) the meantime resources on risk
assessment can be foundA\&DPA | ResourcedMedical practitionerscanalsoe f er t o WN&ienalRACGPO6 s
Guide to a Preventative Assessment for Aboriginal and Torrai Blander Peopléb complete this assessment.

Heart health assessments are not available to people whepsteints of a hospital or care recipients in a
residential aged care facility.

Before a health assessment is commenced, the patient (Hrefatient's parent(s)aier or representative, as

appropriate) must be given an explanation of the health assessment process and its likely benefits. The patient must
be asked whether they consent to the health assessment being performed. In caske pdwzat is not capabbf

giving consent, consémust be given by the patient's parent(s), carer or representative. Consent to the health
assessment must be noted in the patient's records.

The heart health assessment may only be provided by a gereatiioner (699) or medal practitioner (other #n
a specialist or consultant physician) (177).

A health assessment should generally be undertaken by the patient's 'usual doctor'. For the purpose of the heart
health assessment items, 'usual doctodnsi¢he general practitien, or a medical practiti@m working in the

medical practice, which has provided the majority of primary health care to the patient over the previous 12 months
and/or will be providing the majority of care to the patient oventd 12 months.

A healthassessment should not take form of a health screening service.
A copy of the heart health assessment must be retained for a period of two years after the date of service.

MBS heart health assessment items must be providedrigdial practitioner peomally attending upon a patt.

Suitably qualified health professionals, such as practice nurses or Aboriginal and Torres Strait Islander health
practitioners, employed and/or otherwise engaged by a general practice or heaéh sety assist medical

practitioners in performingealth assessments. Such assistance must be provided in accordance with accepted
medical practice and under the supervision of the medical practitioner. This may include activities associated with:

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

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

Medical practitioners should not conduct a separate consultation for anothesrbksaéttl issue in conjunction with

a health assessment unless it is clinically necesearthé patient has an deyproblem that needs to beanaged
separately from the assessment).
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Heart health assessment items do not apply for services that are provided by any other Commonwealth or State
funded services. However, where an exemption undesestion 19(2) of theledth Insurance Act 197Basbeen
granted to an Aboriginal Community Controlled Health Service or State/Territory Government health clinic, heart
health assessment items can be claimed for services provided by medical practdlanesby or contractet,

the Service or healtHinic. All other requirements of the items must be met.

Medicare bulk billing incentive items can be claimed in conjunction with any heart health assessment for eligible
patients, provided the condition§item are met.

AN.15.1 Mental Health Case Confere nces

Items 930, 933, 935, 937, 943, 945 provide rebates for GPs to organise and coordinate, or participate in, mental
health case conferenc@hey apply for a patient who is being treated under theeB&ticess to Psychiatrists
Psychologists and GeneiRiactitioners through the Medicare Benefits Schedule (MBS) initiative (Better Access) or
an eating disorder treatment and management plan (EDTMP).

The purpose of a case conference is to establish andirate the managementtbie care needs of the pait. A
case conference is a process by which a multidisciplinary team carries out the following activities:

I discusses a patient's history;

9 identifies the patient's multidisciplinary care needs;

1 identifies outcomes to be achievég members of the case cenénce team giving care and service to the
patient;

1 identifies tasks that need to be undertaken to achieve these outcomes, and allocating those tasks to members
of the case conference team; and

9 assesseshether previously identégd outcomes (if any) hav#een achieved.

PATIENT ELIGIBILITY

Case conferences using these new MBS items can be held for patients who have been referred for treatment under
Better Access or have an active eating disorder treatameihtnanagement plan.

Patents can be referred foetitment under Better Access by a:

1 GP or OMP under a mental health treatment plan or psychiatrist assessment and management plan,
1 psychiatrist, or
9 paediatrician.

Treated under Better Access means a pilias been referred for a:

9 afocussed psychologicatategies service delivered by a GP, OMP, psychologist, social worker or
occupational therapist, or
1 psychological therapy service delivered by a clinical psychologist

REGULATORY REQUIREMENTS
To organiseand coordinate case conérce item®30, 933 and 935he provider must:

a. explain to the patient the nature of a mental health case conference and ask for their agreement to the
conference taking place; and

b. record the patient's agreement to the conferearoe;

c. record the day on wbl the conference was helihd the times at which the conference started and ended;
and

d. record the names of the patrticipants; and

e. offer the patient and the patient's carer (if any, and if the practitioner considers it appeoqtitite patient
agrees) aummary of the conferenead provide this summary to other team members; and
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f. discuss the outcomes of the conference with the patient and the patient's carer (if any, and if the practitioner
considers it appropriate and the patiagrees); and

g. record allmatters discussed and idiéied by the case conferencing team and put a copy of that record in
the patient's medical records.

To participate in mental health case conference i&3@s$ 943 and 945, the provider must:

a. explain tothe patient the nature afmental health case cordace and ask for their agreement to the
general practitioner's participation in the conference; and

b. record the patient's agreement to the general practitioner's participation; and

c. record the day on whiicthe conference was helaind the times at which tlwnference started and ended;
and

d. record the names of the participants; and

e. record all matters discussed and identified by the case conferencing team and put a copy of that record in
the patient's medat records.

ADDITIONAL IN FORMATION
Usual general prectitioner

Items 930945 should generally be undertaken by the patient's usual general practitioner. This is a general
practitioner, or a general practitioner working in the medical practice, that hadgatdhe majority of seiges to
the patient over #hprevious 12 months and/or will be providing the majority of services to the patient over the
coming 12 months.

Mental health case conference team members
The case conference must be organised by acalguractitioner (GP, OMBr consultant physician itheir
specialty of paediatrics or psychiatry) and involve at least two other members of the multidisciplinary case

conference team providing different kinds of treatment to the patient. Participatindgrs must be invited to
attend by the organisingaxtitioner.

The case conference must be arranged in advance, within a time frame that allows for all the participants to attend.
The minimum of three care providers for a case conference must be foeseatwhole of the casmnference. All
participarts must be in communication with each other throughout the conference, either face to face, by telephone
or by video link, or a combination of these.

The patient should be given the option to attendctise conference, howeveraynchoose not to do so. Fiyn

members or carers, as well as other individuals providing support to the patient (such as a close friend, counsellor,
teacher or peer worker) can also attend the case conference if the patiem¢bdstgwever, these indduals do

not count towardghe minimum number of providers required.

This item does not preclude the claiming of a consultation on the same day if other clinically relevant services are
provided.

Claiming frequency
It is expectedhat a patient would natormally require more tha 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.

Further sources of information

Further information is also ailable for providers fronthe Services Australia provider enquiry line on 132 150.

AN.15.2 Mental Health Case Conferences - Psychiatrists and Paediatricians
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A range of items are available for consultant physicians in theiraipeoif paediatrics or pschiatry to organise

and coeordinate, or participate in, mental health case conferences. They apply for a patient who is being treated
under the Better Access to Psychiatrists, Psychologists and General Practitioners throusgticdue Benefits
ScheduldMBS) initiative (Better Acess) or an eating disorder treatment and management plan (EDTMP).

The purpose of a case conference is to establish and coordinate the management of the care needs of the patient. A
case conference ispaocess by which a multigciplinary team carries othe following activities:

1 discusses a patient's history;

1 identifies the patient's multidisciplinary care needs;

1 identifies outcomes to be achieved by members of the case conference team giving samecanid the
patient;

1 identifies tasks that need b@ undertaken to achieve these outcomes, and allocating those tasks to members
of the case conference team; and

1 assesses whether previously identified outcomes (if any) have been achieved.

PATIENT ELIGI BILITY

Case conferencesing these new MBS items cée held for patients who have been referred for treatment under
Better Access or have an active eating disorder treatment and management plan.

Patients can be referred for treatment under Better Abyess

1 GP or OMP under a m¢al health treatment plar psychiatrist assessment and management plan,
I psychiatrist, or
I paediatrician.

Treated under Better Access means a patient has been referred for a:

9 focussed psychological strategies service delivereal ®?, OMP, psychologistpcial worker or
occupatioml therapist, or
1 psychological therapy service delivered by a clinical psychologist

REGULATORY REQUIREMENTS
To organise and coordinate case conference i€16s948 and 959, the provider must:

a. explain b the patient the naturd a mental health case cenénce and ask for their agreement to the
conference taking place; and

b. record the patient's agreement to the conference; and

c. record the day on which the conference was held, and the times at whichfdreroce started and ended
and

d. record the names dfi¢ participants; and

e. offer the patient and the patient's carer (if any, and if the practitioner considers it appropriate and the patient
agrees) a summary of the conference and provide this summahgtdedm members; and

f. disauss the outcomes of the derence with the patient and the patient's carer (if any, and if the practitioner
considers it appropriate and the patient agrees); and

g. record all matters discussed and identified by the case confegeeain and put a copy dfat record in
the patient'snedical records.

To participate in mental health case conference i@6is 962 and 964, the provider must:

a. explain to the patient the nature of a mental health case conference and ask for theenagoetbn
general practibner's participation in #hconference; and

b. record the patient's agreement to the general practitioner's participation; and

c. record the day on which the conference was held, and the times at which the conference started and ended,;
and
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d. record the names dfi¢ participants; and
e. recordall matters discussed and identified by the case conferencing team and put a copy of that record in
the patient's medical records.

ADDITIONAL INFORMATION
Mental health case conference team members

Thecase conference must beganised by a medical praidiner (GP, OMP or consultant physician in their
specialty of paediatrics or psychiatry) and involve at least two other members of the multidisciplinary case
conference team providing different kindstifatment to the patierarticipating providers muge invited to
attend by the organising practitioner.

The case conference must be arranged in advance, within a time frame that allows for all the participants to attend.
The minimum of three care pralérs for a case conferencrist be present for the wie of the case conference. All
participants must be in communication with each other throughout the conference, either face to face, by telephone
or by video link, or a combination of these.

The patienshould be given the opticto attend the case cordece, however may choose not to do so. Family
members or carers, as well as other individuals providing support to the patient (such as a close friend, counsellor,
teacher or peer worker) can also attémalcase conference ifdlpatient has agreed. Hovegythese individuals do

not count towards the minimum number of providers required.

This item does not preclude the claiming of a consultation on the same day if other clinically relevant services are
provided.

Claiming frequency
It is expected that a gaht would not normally require more than 4 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.

Further sources ofinformation

Further informéion is also available for providers from the Services Australia provider enquiry line on 132 150.

AN.20.1 Provision of Focussed Psychological Strategies Services by Eligible GPs to a Person
Other than the Patient (2739, 2741, 2 743, 2745, 91859, 91861, 91864 and 91865)
OVERVIEW

The purpose of these MBS items is to enable eligible G
the Better Access to Psychiatrists, Psychologists and GenecttiBners through the Mécare Benefits
ScheduldBetter Access) initiative, where:

9 the eligible GP providing the service determines it is clinically appropriate,
9 the patient consents for the service to be provided to the other person as part eatheants

i theserviceispat of the maand ent 6s treat me
1 the patient is not in attendance.

These MBS items recognise the important role another person, such as a family member or carer, can play in
supporting patients with mental illness, and the bén#fat can result fronmvolving them in treatment.

Under these MBS items, Medicare rebates are available to a patient for up to two services provided to another
person per calendar year. Any services delivered using these items count towards tlie patiesg of treatment
andcalendar year allocationmder Better Access. For further information on patient allocations, please see
explanatory note AN.0.56.
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For Medicare benefit purposes, charges relating to services covered by these MBS items sh®dd bgainst the
patientrather than against thensen receiving the service.

SERVICES ATTRACTING MEDICARE REBATES
MBS items

There are eight MBS items for the provision of focussed psychological strategies (FPS) health services to a person
other thanhe patient by eligible GPs

1 2739, 2741, 2743 and 274& provision of in person FPS services by a GP;
1 91859 and 91861 for provision of telehealth FPS services by a GP; and
1 91864 and 91865 for provision of phone FPS services by a GP.

Telehealth services athe preferred approacbrfsubstituting a faceo-face consultation. However, eligible GPs
will also be able to offer phone (auebmly) services if video is not available or appropriate. As outlined above,
there are separate items available for phondcss.

To claim these MB&ems the eligible GP musteet the provider eligibility requirements for the delivery of FPS
services. For further information, please see explanatory note AN.0.57.

Eligible focussed psychological strategies services

A range ofacceptable strategies halveen approved for use bligible GPs utilising FPS items. For further
information, please see explanatory note AN.0.57.

Eligible GPs must use their professional judgement to determine what would be an appropriate FPS service to
deliver to another persams par t o f eatmbngwitpirathe iammoved list oftFPS.

Publicly funded services

These MBS items do not apply for services provided by any other Commonwealth or state funded services, or
provided to an admitted patieoft a hospital, unless theeis an exemption underlssection 19(2) of thelealth
Insurance Act 1973

SERVICE LIMITATIONS

Medicare rebates are available to a patient for up to two services provided to another person per calendar year. The
two services may consist of:

GP items 2739, 2741, 2743, 27451859, 91861, 91864 and 91865

Other Medical Practitioner items: 309, 311, 313, 315, 91862, 91863, 91866 and 91867
Clinical psychologist items: 80002, 80006, 80012, 80016, 91168, 91171, 91198 and 91199
Ps/chologist items: 80102,0806, 80112, 80116, 911791177, 91200 and 91201

Occupational therapist items: 80129, 80131, 80137, 80141, 91194, 91195, 91202 and 91203
Social worker items: 80154, 80156, 80162, 80166, 91196, 91197, 91204 and 91205

=4 =4 -4 _a_a_29

Any servicedelivered using these MBi&ms count towards:

9 the maimum session limit for each course of treatment under Better Access, and
fthe patientés calendar year allocation for individu

For further information on the maximum sesslinits for each coursefdreatment and maximum ealdar year
allocation, please see explanatory note AN.0.56.

CLAIMING REQUIREMENTS

Determining service is clinically appropriate
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The eligible GP providing the service must use their professional juddméetermine it is clinidly appropriate,
andwouldd or m part of the patientés treatment, to provide a

This determination must be recorded in writing in the |
Obtaining and recording patient consent to delier the service

The patientust consent to the othperson receiving a FPS service using these MBS items. The eligible GP
providing the service must:

1 Explain the service to the patient.

TObtain the patientds cons enlerpérsonaspditeftmatrivea ctebs o be
treatment.

1 Makeawr i tt en record of the patientods consent.

The patient may withdraw their consent at any time.

In the case of a child, the general laws relating to consent to medical treatment apply. These mayaiffar bet
states and territore and the GP should be awaf the requirements in the relevant state or territory.

Service must be part of the patientdés treat ment

Any service delivered using these MBS i titemmaremuf@t be pal
the purmpses of providing mental béh treatment to the person receiving the service. Should that person also

require mental health treatment the patient MBS items should be claimed (where all the requirements for the

relevant item desistor have been met).

Patient is not in attendance

These MBS items are for eligible GPs to provide services to another person when the patient is not in attendance. If
the patient is in attendance, the GP can consider whether the requirements of th&p&igams for delivering
Better Access services hambeen met. For further information, please see explanatory note AN.0.57.

Course of treatment

These services may be accessed at any stage of a pati el
consecutively, providednmore than two serviceseadelivered to another person and delivering these services does
not exceed the maximum allowed for the patient in a course of treatment or calendar year under Better Access.

ADDITIONAL INFORMATION
Out-of-pocket expenses and Medare safety net

For Medicae benefit purposes, charges relating to services covered by these MBS items should be raised against the
patient rather than against the person receiving the service.

Charges in excess of the Medicaredfd for these items are responsibility of thegiient. However, if a service

was provided out of hospital, any eoftpocket costs will count towards the Medicare safety net for that patient. The
out-of-pocket costs for mental health services whiehreot Medicare eligibleanot count towards the Miedire

safety net.

Checking the number of services

I f there is any doubt about a patientds eligibility, S
health services already claimedthye patient during the aaidar year. Eligible GPs ic&all Services Australia on

132 150 to check this information, while patients can call on 132 011.

Further information
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For further information about Medicare Benefits Schedule items, please go tepderient of Health and Asgl
Care's website atww.health.gov.au/mbsonline.

For providers, further information is also available from the Services Australia Medicare Provider Enquiry Line on
132 150.

AN.33.1 TAVI CASE CONFERENCE - (ITEMS 6080 AND 6081)
Items 6080 and 6081 apply #TAVI Case Conferencecagn i sed t o di scuss a patientds
service described in items 38495 or 38514 for Transcatheter Aortic Valve Implantation (TAVI).

For items 6080 and 6081 a TAVI Case Conferencepimaess by which:
(a) there is a team of 3 or moparticipants, where:

(i) the first participant is a cardiothoracic surgeon; and

(ii) the second participant is an interventional cardiologist; and

(iii) the third parttipant is a specialist @onsultant physician who de not perform a service described in
items 38495 or 38514 for the patient being assessed; and

(iv) either the first or the second participant is also a TAVI Practitioner; and

(b) theteamss esses a matechnical sudiabilityrtoeceike tha service described in items 38495 or
38514, taking into account matters such as:

) the patientds risk and technical suitability for a
(i) t he psxoghiteranfanétion and &ilty; and

(c) the result of the assessment is that the team makes a recommendation about whether or not the patient is
suitable to receive the service described in item 38495 or item 38514, and

(d) the particulars of thessessment and recommendatiwe recorded in writing.
TAVI Practitioner

For items 6080 and 6081 a TAVI Practitioner is either a cardiothoracic surgeon or interventional cardiologist who is
accredited by Cardiac Accreditation @ees Limited.

Accreditaion by Cardiac Accreditatin Services Limited must be valid prior to the service being undertaken in order
for benefits to be payable under items 38495 or 38514.

The process for accreditation anéaecreditation is outlined ithe Transcatheter Aorti&alve Implantation Rules
for the Accreditation of TAVI Practitionerssued by Cardiac Accreditation Services Limited, and is available on
the Cardiac Accreditation Services Limited website, www.tavi.org.au.

Cardiac Accreditabn Services Limited is mational body comprising pgesentatives from the Australian & New
Zealand Society of Cardiac & Thoracic Surgeons (ANZSCTS) and the Cardiac Society of Australia and New
Zealand (CSANZ).

Coordination of a TAVI Case Conference

Foritem 6080, coordination raes undertaking all of thellowing activities in relation to a TAVI Case
Conference:

a.ensuring that the patient is aware of the purpose a
consented to their TAVI Case Conface;
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recording the day theonference was held, arfiettimes the conference started and ended;
recording the names of the participants of the conference;

provision of expertise to inform the recommendation resulting from the case conference;
recording mimites of the TAVI Case Coafence including the recomamdation resulting from the
conference;

f. ensuring that the patient is awaretbfe recommendation.

P20 o

Attendance at a TAVI Case Conference
For item 6081, attendance means undertaking all of the folloveingties in relation to ar’AVI Case Conference:

retaning a record of the day the conference was held, and the times the conference started and ended:;
retaining a record of the names of the participants;

provision of expertise to inform the recommendatiesulting from the caseooference;

retaining a recal of the recommendation resulting frothe conference.

eoop

General requirements

The TAVI Case Conference must be arranged in advance, within a time frame that allows for all the participants to
attend. A TAVI Case Conference is fast at least 10 minutes@ a minimum of three suitable participants (as

defined under the item requirements), must be present for the whole of the case conference. All participants must be
in communication with each other thighout the conference, eghface to face, by telephe or by video link, or a
combination of these.

A record of the TAVI Case Conference which contains: a list of the participants; the times the conference
commenced and concluded; a description of tesasnent of suitability;red a summary of the outcosenust be
kept in the patient's record. The notes and summary of outcomes must be provided to all participants.

Prior informed consent must be obtained from the patient, or the patient's agent.Him@ln&rmed consent the
TAVI Practitioner coordinang the TAVI Case Conference should ensure the patient has been:

1 Informed thatheir medical history, diagnosis and care preferences will be discussed with other case
conference participants;
1 Informed ttat they may incur a charder the service for whicla Medicare rebate will be payable.

Medicare benefits are only payable in respect of the service provided by the coordinating TAVI Practitioner or the
attending interventional cardiologist, cardiothorasticgeon or independentespalist or consultant phigan.

Benefits are not payable for another medical practitioner organising a case conference or for attendance by other
medical practitioners at a TAVI Case Conference.

It is expected that a patient wdwunot normally require nre than one TAVI Case Confnce in determining
suitability for the services described in items 38495 or 383kisuch, item 6080 is only payable once per patient
in a five year periodltem 6081 is payable only twice per patié a five year period.

Iltems 6080 and 6081 do n@teclude the claiming of a consultation on the same day if other clinically relevant
services are provided.
AN.35.1 Flag fall amount for residential aged care facility attendance by a general practitio ner

Medicare item 9000 provides &flag fall fee for the initial attendance by a general practitioner at one RACF, on one
occasion, applicable only to the first patient seen on the RACF visit.

The Medicare benefit for thergjle flag fall fee and the associated general coafioit (Levels A to E) applies only
for patients within a RACF who have a general consultation with a doctor in person.

If doctors do not bill the singlitag fall fee, the benefit will not be paid.
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If a doctor has to return to the RACF facility twice or maan the same day and the attendances are not a
continuation of an earlier episode of treatment, andthgifall fee would apply per subsequent RACF visit.

When claiming the new attendance itemgéhie no longer a requirement to transmit the nurobeatients seen. A
doctor would claim each attendance item like any other consultation service.

MBS items 90001 is not to be used with existing derived fee services such as for afterhours, urgamsaftierh
telehealth servicesThe bulk billing incetive only applies to the attendance item, not to the sifigtefall fee.

AN.35.2 Flag fall amount for residential aged care facility attendance by a medical practitioner or
prescribed medical practiti  oner

Medicare item 9002 provides dlag fall fee for thenitial attendance by a medical practitioner or prescribed
medical practitioner at one RACF, on one occasion, applicable only to the first patient seen on the RACF vis

The Medicare benefit for the sindlag fall fee and the associated general cotagian (Levels A to E) applies only
for patients within a RACF who have a general consultation with a doctor in person.

If doctors do not bill the singltag fall fee,the benefit will not be paid.

If a doctor has to ratn to the RACF facility twice or nre on the same day and the attendances are not a
continuation of an earlier episode of treatment, andthgifall fee would apply per subsequent RACF visit.

When claming the new attendance items there is no longegairement to transmit the numbédpatients seen. A
doctor would claim each attendance item like any other consultation service.

MBS items 90002 is not to be used with existing derived fee servibessdoc afterhours, urgent afterhours, or
telehealthservices. The bulk billing incente only applies to the attendance item, not to the sifteefall fee.

AN.36.1 Eating Disorders General Explanatory Notes
Eating Disorders General Explanatory Notegitems 9025690257, 9026600261, 902690267,
9027190278; 92182, 92184, 92186 and 98182194, 92196, 92198 and 92200)

This note provides a general overview of the full range of 1 November 2019 eating disorders items and supporting
information more spafically on the Category 1 Professional AttendanseGroup A36 Eating Disorders

Sewices (902590257, 90260261, 9026400267; 9027490278, 92182, 92184, 92186 and 92188; 92194, 92196,
92198 and 92200).

It includes an overview of the items, modelcafe, patient eligibility, and links to other guidarand resources.
Overview
All 1 November 2019 Eating Disorders items:

The Eating Disorders items define services for which Medicare rebates are payable where service providers
undertake assessment anahagement of patients with a diagnosis of anorexigasa and patients with other
specfied eating disorder diagnoses who meet the eligibility criteriai(gegient eligibility). It is expected that there
will be a multidisciplinary approach to patienanagement through these items.

The items mean eligie patients are able to receive &dicare rebate for development of an eating disorders
treatment plan by a medical practitioner in general practice (Group A36, subgroup 1 and Group A40 subgroup 21),
psychiatry or paediatrics (Group A36, subgroup 2 anduprA40, subgroup 23), psychiatry maediatrics (Group

A36, subgroup 2 and Group A40, subgroup 23). Patients with an eating disorders treatment and management plan
(EDP) will be eligible for comprehenat treatment and management services for a 12 menitdp including:

199



1 Up to 20 dieteticservices under items 110954, 82350, 93074 and 93108.

1 Up to 40 eating disorder psychological treatment services (EDPT service).

1 Review and ongoing management servicesnsure that the patient accesses the approfmiatieof
intervention (Group A36,ubgroup 3).

An EDPT service includes mental health treatment services which are provided by an allied health professional or a
medical practitioner in general practiogith appropriate mental health training. These treatrhservices include:

1 Medicare mer#t | health treatment services currently provid
Psychiatrists, Psychologists and AGerssal)l Pnactiatioas
o This includes medical practitier items 2721, 2723, 2725, 272832285, 286, 287 and
o Their equivalent telehealth and phone items 91818, 91819, 91820, 91844, 91821 and 91845
o This includes allied health items in Groups M6 and MTZategory 8; and
1 Items for EDPT services provided hyitsbly trained medical practitiorein general practice (items
90271, 90278, 92182, 92184, 92186, 92188, 92194, 92198 and 92200)
1 new items for EDPT services provided by eligible clinical psycholojistsis 82352, 82354, 82355,
82357%82359; 93076, 930793110 and 93113), eligible psydbgists (items 82360, 823622363, 82365
82367; 93084, 93087, 93118 and 93121), eligible occupational therapists (items 82368 32A1,0
8237382375; 93092, 930953326 and 93129) and eligible social workers (item37& 8237832379,
8238182383; 9310, 93103, 93134 and 93137)

For the purpose of the 40 EDPT count; eating disorder psychological treatment service includes a service under
provided under the followtpitems: 90271, 90272, 90273, 90274, 90275, 902787B090278, 92182, 92184,

92186, 9288, 92194, 92196, 92198 and 92200, 2721, 2723, 2725, 2727, 283, 285, 286, 287, 91818, 91819, 91820
91821; 91842, 91843, 91844 and 91845 and items in Groups M6, MW Ehdexcluding items 82350, 93074 and
93108)

For anyparticular patient, an eating disder treatment and management plan expires at the end of a 12 month
period following provision of that service. After that period, a patient will require a new EDMtimwe accessing
EDPT services.

Patient Eligibility

The Eating Disorder items are avaia to eligible patients in the community. These items do not apply to services
provided to admitted (#mospital) patients.

The referring practitioner is responsiblerfdetermining that a patient is eligible for an ERRd therefore EDPT
and dietetic sarices.

O0El igible patientdé defines the group of patients who c:
cohorts of eligible patients.

1. Patients with a dfical diagnosis of anorexia nervosa; or
2. Patients whaneet the eligibility criteria (bel@), and have a clinical diagnosis of any of the following
conditions:
i. bulimia nervosa;
ii. bingeeating disorder;
iii. other specified feeding or eating disorder.

The eligibilty criteria, for a patient, is:

a. a person who has beassessed as having an Eating DdsoiExamination Questionnaire score of 3 or
more; and

b. the condition is characterised by rapid weight loss, or frequent binge eating or inappropriate compensatory
behavour as manifested by 3 or more occurrences per veaek;

c. aperson who has at least twidttee following indicators:
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i. clinically underweight with a body weight less than 85% of expected weight where weight loss is

directly attributable to the eating disorge

ii. current or high risk of medical complications doeeating disorder behaviours angirgtoms;

iii. serious comorbid medical or psychological conditions significantly impacting on medical or
psychological health status with impacts on function;

iv. the person haseen admitted to a hospital for an eating disondé¢hé previous 12 months;

v. inadequat treatment response to evidence based eating disorder treatment over the past six
months despite active and consistent participation.

Practitioners should have regaadthe relevant diagnostic criteria set out in thadbiostic and Statistical Manual of
the American Psychiatric AssociatiorFifth Edition (DSM5)

Practitioners can access the Eating Disorder Examination Questionriaigsatwwy.crede
oxford.com/pdfs/EDE_17.0Dd#

The Eating Disorders Items Stepped Model of Care

The eating disorder items incorporate a O6stepped model
disorders that comprise:

assessment and treatment plagn

provision of and/or referral faappropriate evidence based eating disorder specific treatment services by
allied mental health professionals and provision of services by dietitians

1 review and ongoig management items to ensure that the patient acctesappropriate level of
intervertion.

f
f

The Stepped Model
60 S T E PPLANNING (trigger Eating Disorders pathway) 90290257; 92146 to 92153 and 90260 or 90261

An eligible patient receives an EDP dey®d by a medical practitioner in general practicenis 902560257),
psychiatry (item®0260) or paediatrics (items 90261).

0 ST E PCGVMENCE INITIAL COURSE OF TREATMENT (psychological & dietetic services)

Once an eligible patient has an EDP in plalse,12 month period commences, and the patienigiblkel for an

initial course of tratment up to 20 dietetic services and 10 eating disorder psychological treatment (EDPT) services.
A patient will be eligible for an additional 30 EDPT services in thenbnth period, subject to reviews from

medical pradtioners to determine appropriatgénsity of treatment.

0 ST EPCOBITINUE ON INITIAL COURSE OF TREATMENT 9026980267 (managing practitioner review
and progress up to 20 EDPT services)

It is expectedhat the managing practitioner will be reviewing gaient on a regular, ongoing aasl required

basis. However, a patient must have a review of the EDP (90@2287; 92170, 92171, 92175 and 92177), to assess

the patientds pr ogdatethesEDR, pedorenhsytcantadcess rioikPhanold EBWiges. This

is knownras$ trteeiéfwd. The first review should be provid
possible.

OSTEP 46 FORMAL SPECI ALI ST AND P RAIT (continue Ndyddd REDITEW 90 2
services)

A patient mushave two additional reviews be&othey can access more than 20 EDPT services. One review (the
6second reviewd) must be performed by a medécal pract i
managing practitioneeyiewd) mihset ol & iatpcean (R0RGE ordALT8hor da rp a e c
psychiatrist (90266 or 92172). Should both recommend the patient requires more intensive treatment, the patient
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would be able to access additional 10 EDPT services in the 12 month peridtese reviews are required to
detemine that the patient has not responded to treatment at the lower intensity levels.

The patientds managing practitionereviewhould be provided

The specialist review by the psychiatristpaediatrician can occur at any pobefore 20 EDPT services. The
practitioner should refer the patient for specialist review as early in the treatment process as appropriate. If the
practitioner is othe opinion that the patient should receive more 8tEDPT services, the referral st occur at
the first practitioner review (after the first course of treatment) if it has not been initiated earlier.

Practitioners should be aware that the speciaisew can be provided via telehealth (92172 and’/S21Where
appropriate, provisiondas been made for practitioner participation on the patindtof the telehealth consultation.

It is expected that the managing practitioner will be reviewing therpatiea regular, ongoing and as required
basis. Howeer, a patient must have a reviewlof EDP (902648 026 7) , to assess the patien
EDP or update the EDP, before they can access the next course of treatment.

OSTEP 56 ACCBMMYS INTENSIMAOEITREATMENT 9026690267 (continue beyw 30 EDPT
services)

To access mortéhan 30 EDPT treatment services in the 12 month period, patients are required to have an additional

review (the 6fourth revi ewdnentisapprepnaeu Subjectttathes rdviewgadhest i nt
patient could access the maximum of BDPT treatment services in a 12 month period. The fourth review should be
provided by the patientds managing practitioner, where

An Integrated Team Approach

Apatient s family and/the treatmentplanningsamdaissiosts whee appropriaiel v e d i
The family can be involved in care options throughout the diagnosis and assessment, and are usually the support unit
that help to bridge the gdbetween initial diagnosis and eating disorder dfeteatment.

The National Standéds for the safe treatment of eating disorders specify a-giattiplinary treatment approach

that provides coordinated psychological, physical, behavioural, nutfitmaisfunctional care to address all aspects

of eatirg disorders. People with eating aliders require integrated intprofessional treatment that is able to work

within a framework of shared goals, care plans and client and family information. Freguemtigication is

required between treatment providerprevent deterioration in physl@nd mental health (RANZCP Clinical

Guidelines: Hay et al., 2014). Consider regular case conferencing to ensure that the contributing team members are
able to work wihin a shared care plan and with client and careesldeve best outcomes.

Clinical guidelines and other resources

It is expected that the consultants providing services under these items should have the appropriate skills, knowledge
and experience to pvae eating disorders treatment. However, there anamber of resources which may fe o
assistance to practitioners in supporting and developing EDP and EDPT plans, these include:

9 TheRoyal Australian and New Zeala@bllege of Psychiatrists clinical practice guidelines for the
treatment of eating disorders

9 TheRoyal Australian and New Zealand College of Psychiatrists (RANZCP) Referred Patient Assessment
and Management Plan Guidelines

Note: This information is provided asguide only and each case should be addressed diogoto a patient's
individual need. An electronic version of the Guidelines is available on the RANZCP websitevatanzcp.org

Nationd Eating Disorders Collaboration Eating Disorders: a professional resources for general practitioners
available atvww.nedc.com.au

Eating Disorders Training
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It is expected that practitioners who areopiding services under these items have appropriate training, skills and
experience in treatment of patients with eating disorders and meet the national workfoomnpetencies for the
safe and effective identificatioof and response to eating disaglmore information available at National Eating
Disorders Collaboration

Training Services

Practitioners should contact their professional organisation to identift@miuand training which may assist to
practitionergo gain the skills and knowledge pioovide services under these items.

The following organisations provide training which may assist practitioners to meet the workforce competency
standards:

9 The Australa and New Zealand Academy of eating disorders (ANBZAENational
1 InsideOut Institute National

1 The Victorian Centre of Excellence in Eating Disorders (CEEQDIC

1 Queensland Eating Disorder Service (QUEDQ)LD

9 Statewide Eating Disorder Service (SEDSA

1 WA Eating Disorders Outreach & Consultation See\ WAEDOCS)i WA

This list is notexhaustive but has been included to provide examples on the types of training available which may
assist practitioners to upskill in this area.

AN.36.2 Eating Disor ders Treatment and Management Plans Explanatory Notes
Eating Disorders Treatment and Maragement Plans Explanatory Notes (items 902880257 and
9026390261)

This note provides information on Eating Disorders Treatment and Management Plan (EDP) itenosildrizesh
read in conjunction with the Eating Disord&sneral Explanatory Notes

Eating Disorder Treatment Plan (EDP) items overview

The EDP items define services for which Medicare rebates are payable where practitioners undertake the
development of a tréiment and management plan for patients with a diagmd@norexia nervosa and patienith
other specified eating disorder diagnoses who meet the eligibility criteria.

The EDP items trigger eligibility for items which provide delivery of eating dissnogychological treatment
(EDPT) services (up to attd of 40 psychological services @12 month period) and dietetic services (up to a total
of 20 in a 12 Month period).

For any particular patient, an eating disorder treatment and management ples a&xbie end of a 12 month period
following provisian of that service. Eating Disorddreatment services are not available to the patient if the EDP
has expired.

Preparation of the EDP must include:

fdi scussing the pati ent fhsstatosevihithe patienteamddf apprepyiateitheit o gi c a |
family/carer;

1 identifying and discssing referral and treatment options with the patient and their family/carer where
appropriate, including identification of appropriate support services;

9 agreeing goalwith the patient and their family/carer where appiate - what should be achieved tye
treatment and any actions the patient will take;

1 planning for the provision of appropriate patient and family/carer education;
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a plan for crisis intervention arai/for relapse prevention, if appropriate at thigeta

making arrangements for requdreeferrals, treatment, appropriate support services, review and Hfofipw

documenting the results of assessment, patient needs, goals and actions, referralsradd requi

treatment/services, and review date in the ptsighan;

Discussing and organisingh e appropriate reviews throughout the p
discussing the need for the patient to be reviewed to access a higher intensity of EDPT sead@es

month period.

=a —a —a

= =

Preparing a Medical practitioner in general practice Eating DisorderTreatment & Management Plan (items
9025690257)

Who can provide the service
Items in subgroup 1 of Group A36 can be rendered by a medical practitioner in genered.pradiincludes:

1 Medical practitioners who can remda general practitioner serviceGroup Al of the MBS (see note
AN. 0.9 for the types of medi cal practitioners). The
practitioner 6 sgeoupvlioflGeoupfA8&r i tems in sub

1 Medical practitioners who areohgeneral practitioners, specisédi®r consultant physicians. These medical
practitioners can render a O6medical practitioner 6 s

What is Involved Assess anlan

It is expected that the practitioner developing EDP has either performed ovimved the assessments and
examinations required to make a judgement that the patient meets the eligibility criteria for accessing these items.

Items 902500257 provia services for development of the eating disordeattnrent and management plan. Where
acomprehensive physical examination is performed, either on the same occasion or different occasion, the
appropriate item could be claimed provided the time taken qpeirig the assessment is not included in the time for
producing the plan, or time produagi the EDP is not included in the time for assessment.

It is emphasised that it is best practice for the practitioner to perform a comprehensive physical assessment to
facilitate ongoing patient management and monitosingedical and nutritional status.

Patient Assessment
An assessment of a patient with an eating disorders includes:

taking relevant history (biological, psychological, social, including family/carerast)pp

eating disorder diagnostic assessment;

medicalreview including physical examinati and relevant tests;

conducting an assessment of mental state, including identification of comorbid psychiatric conditions;
an assessment of eating disorder behasjour

an assessment of associated risk and any medicabdbidity, including as assessnt@m how this

impacts on the patients functioning and activities of daily living;

an assessment of family and/or carer support; and

administering an outcome measurenteot, except where it is considered clinically inegyriate.

= =4 -4 _a_a_2

= =

Risk assessment for atjgnt with an eating disorder should include identification of:

1 medical instability and risk of hospitalisation;

1 level of psychological distress and suicide risk;
1 level of malnourishment;

1 identification of psychiatric coorbidity;
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1 level of disability;

9 durdion of illness;

1 response to earlier evidenbased eating disorders treatment;
1 level of family/carer support.

It should be noted that the patient's EDP should bé&etitess a living document for updating as required. In
particular, the plan can be updatat any time to incorporate relevant information, such as feedback or advice from
other health professionals on the diagnosis or treatment of the patient.

Preparing a Consultant Psychiatrist Eating Disorder Treatment & Management Plan (9026®0261)

Who can provide the service

Items in subgroup 2 of Group 36 can be rendered by consultant psychiatrists (items 90260 and 90261).
What is Involved Assess and Plan

Items 9026-90261 provide access to specialist assessmenteatthent planning. It is expectdtht items will be a

single attendance. However, there may be particular circumstances where a patient has been referred by a GP for an
assessment and management plahitlis not possible for the consultant to determiméhe initial consultation

whethe the patient is suitable for management under such a plan. In these cases, where clinically appropriate, other
appropriate consultation items may be used. In thoserostances where the consultant undertakes a caiisulta

(in accordance with the itereguirements) prior to the consultation for providing the referring practitioner with an
assessment and management plan. It is expected that such occurrences waidddidarrthe purpose of

diagnosis under item 90260.

Patient Assessment
In order to faditate ongoing patient focussed management, an assessment of the patient must include:

9 administering an outcome measurement tool during the assessment and revieof staggsent, where
clinically appropriate. The chogé of outcome tool to be used igta clinical discretion of the practitioner;
conducting a mental state examination;

taking relevant history (biological, psychological, behavioural, nutritional, §pcia

assessing associated risk and anynoobidity; and

making a psychiatric diagnosigrfconditions meeting the eligibility criteria.

E R E ]

Risk assessment for a patient with an eating disorder should include identification of:

medical instability and risk diospitalisation;

level of psychological distress asdicide risk;

level of malnourishmat;

identification of psychiatric comorbidity;

level of disability;

duration of iliness;

response to earlier evidenbased eating disorders treatment;
level of familykarer support.

= =4 48 8 _a_a_2_2

Where a consultant psychiatrist pides an EDP service, the serviceshalso include:

9 administering an outcome measurement tool, where clinically appropriate. The choice of outcome tool to
be used is at the clinical discretion of thegtiteoner. Practitioners using such tools should dmifiar with
their appropriate cliical use, and if not, should seek appropriate education and training; and

9 conducting a mental state examination.
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Consultation with the patientds managing practitioner

A written copy of the EDP should be providedtothepae nt 6 s managi ingmagmuncoftwot i oner , w
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 verbebmmunication with the managing practitioner mayappropriate.

Additional Claiming | nformation (general conditions and limitations)

Patients seeking rebates for items 9026@57 and 902600261 will not be eligible if the patient has had a claim
within the last 12 months.

Iltems 9025600257 cannot be dlaed with Items 2713, 279, 735, 7585 and 244. Iltems 90261 cannot be claimed
with Items 110, 116, 119, 132, 133.

Consultant psychiatrist and paediatrician EDP items 9@2&®1 do not apply if the gant does not have a referral
within the period of vidity.

Before proceeding with thEDP the medical practitioner must ensure that:

(a) the steps involved in providing the service are explained to the patient and (if appropriate and with the
patient's prmission) to the patient's carer; and

(b) the patietis agreement to proceed is recatde

The medical practitioner must offer the patient a copy of the EDP and add the document to the patient's records.
This should include, subject to the patient's ageegnoffering a copy to their carer, where approgridthe

medical practitioner may, Wi the permission of the patient, provide a copy of the EDP, or relevant parts of the
plan, to other providers involved in the patient's treatment.

The medical practitiner EDP cover the service of developing an EDP.gasse consultation item can be

performed with the EDP if the patient is treated for an unrelated condition to their eating disorder. Where a separate
consultation is performed, it should be annotatpdiseat el y on t he pati e multdfisnwasc count
clinically required/ndicated.

All consultations conducted as part of the EDP must be rendered by the medical practitioner and include a personal
attendance with the patient. A specialigmtal health nurse, other allied health practitiodroriginal and Torres

Strait Islamer health practitioner or Aboriginal Health Worker with appropriate mental health qualifications and
training may provide general assistance to the medical practitiopeovision of this care.

Additional Claiming Info rmation (interaction with Chronic D isease Management and Better Access)

It is preferable that wherever possible patients have only one plan for primary care management of their disorder. As
a general priciple the creation of multiple plans should be aedidunless the patient clearly régs an additional
plan for the management of a separate medical condition.

The Chronic Disease Management (CDM) care plan items (items 721, 723, 729, 731 and 732} toie
available for patients with chronic medicanditions, including patients Wi complex needs.

Where a patient has a separate chronic medical condition, it may be appropriate to manage the patient's medical
condition through a CDM Plan, and tanage their eating disorder through an EDP. In tagecboth items can be
used. Wher¢he patient receives dietetic services under the CDM arrangements (item 10954), these services will
count towards the patients maximum of 20 dietetic services in atithmeriod.

Where a patient has other psychiatriomaobidities, these conditions shdule managed under the EDP. Once a
patient has a claim for an EDP, the patient should not be able to have a claim for the development or review of a
Mental Health Treaent plan by a GP (items 2700, 2701, 2715 and 27diedlical practitioner in general

practice (items 272, 276, 281 and 282) within 12 months of their EDP unless there are exceptional circumstances.
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For the purpose of the 40 EDPT count; eating disordgzthmdogical treatment service includes a service unde
provided under the following itesn 90271, 90272, 90273, 90274, 90275, 90276, 90277, 90278, 2721, 2723, 2725,
2727, 283, 285, 286, 287, 371, 372 and items in Groups M6, M7 and M16 (excluding iterh 82350

AN.36.3 Eating Disorders Treatment and Manageme nt Plan Reviews
Eating Disorders Treatment and Management Plan Reviews (items 90284267)

This note provides information on Eating Disorders Treatment and Management Plan (EDP) review items and
should keread in conjunction with the AN.36.1 Eating Disaisl&eneral Explanatory Notes ané thN.36.2
Eating Disorders Treatment and Management Plans Explanatory Notes

Eating Disorder Treatment Plan review (EDR) items overview

The EDR items define services fwhich Medicare rebates are payable where practitiomedertake to review the

eficacyof t he patientds eating disorder treatment and mana
patientds plan, where appr opavievasereices cande praviged oyvnedicalat i ent
practitiones working in general practice, pgyatry and paediatrics.

An EDR may be provided by the managing practitioner who prepared the patient's initial plan (or another
practitioner in the same practice oranother practice where the patient has changedgearand should include a
systemadt review of the patient's progress against the initial EDP (whether it was prepared by a GP, psychiatrist or
paediatrician) and by completing the activities that rbashcluded in a review (see below).

When to render an EDR review item

It is expected tht the managing practitioner will be reviewing the patient on a regular, ongoing and as required

basis. However, a patient must have a review of the EDP to assessthespnt 6 s pr ogr ess against
the EDP as the patient is approaching thelef each course of treatment before they can access the next course of
treatment.

The eating disorder items i ncor po Higbtegatients @itheatngped model
disorders. Under the Bag Disorders Items Stepped Modél@are a course of treatment is defined as 10 eating

disorder psychological treatment (EDPT) services. It is required that a patient must have a review after @ach cours

of treatment (see AN.36.1 Eating Disorders Genexplanatory Notes).

Reviewing an Eating Disorders Treatment Plan
The EDR must include:

recording the patient's agreement for this service;

referral to a psychiatrist or paediatrician for review undmn$t9026690267, if this has not been initiated

at anearlier stage;

1 areview of the pant's progress against the goals outlined in the EDP, including discussion with the
patient/and or their family/carer as to whether the EDPT services are meetingetusy

modification of the documented EDP if require

checking, reinforcing and expand education;

a plan for crisis intervention and/or for relapse prevention, if appropriate and if not previously provided;
and

1 reviewing reports back from the alliedamt a | heal th professi omeatnenband t he pa
documenting a recomendation on whether patient should continue with another course of EDPT services
with that health professional or another health professional.

f
f
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Where a consultant pehiatrist or paediatrician provides an EDR, the cdtast physician must give the refiag
practitioner a copy of the diagnosis and the revised EDP within 2 weeks after the attendance. Where a consultant
psychiatrist provides an EDR service, the revisust also include:

1 administering an outcome measuret@ol, where clinically approprie. The choice of outcome tool to
be used is at the clinical discretion of the practitioner. Practitioners using such tools should be familiar with
their appropriate éhical use, and if not, should seek appropriate ethrcand training; and

9 conducting anental state examination.

Note: It is expected there will be other consultations between the patient and the managing practitioner as part of
ongoing patient and meditmanagement, including the ordering and reviewifthe required testing for

monitorn g t he patientsd medical and nutritional status.
the appropriate item.

Checking patient eligibility for services
Note: The 12 month period commences from theafdtee EDP.

To provide an EDR sereg in items 902690267, the patient must have had an EDP 957 or 902600261
in the previous 12 months.

If the EDP service has not yet been claimed, Servicegadia will not be aware of the patient's eligihiliin this
case the practitioner shld, with the patient's permission, contact the referring practitioner to ensure the relevant
service has been provided to the patient.

Support:

If there is any doukdbout whether a patient has had a claim for an edisgder service, health professads can

access the Health Professionals Online System (HPOS). HPOS is a fast and secure way for health professionals and
administrators to check if a patient is eligitior a Medicare benefit for a specific item on dlage of the proposed

service. Howeer, this system will only return advice that the service/item is payable or not payable.

Patients can also access their own claiming history with a My Health Redoystablishing a Medicare online
account through my@ or the Express Plus Medicare rilelapp.

Alternatively, health professionals can caéirvices Australia on 132 150 to check this information, while patients
can seek clarification by calling 132 011.

Additional Claiming Information (general conditions and limitations)
Items 9026490265cannot be claimed with item 2713 and 279.

Consultant psychiatrist and paediatrician EDP items 9@26%7 do not apply if the patient does not have a referral
within the period of validity.

Before proceeding with the ED$ervice the medical practitionerst ensure that:

(a) the steps involved in providing the service are explained to the patient and (if appropriate and with the
patient's permission) to the patient'sezaand

(b) the patient's agreement to proceed ¢sreed.
The medical practitioner st offer the patient a copy of the reviewed EDP and add the document to the patient's
records. This should include, subject to the patient's agreement, offering @ toply carer, where appropriate.

The medical pradfoner may, with the permission tifie patient, provide a copy of the revised EDP, or relevant
parts of the plan, to other providers involved in the patient's treatment.
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The medical practitioner EDR ites cover the service of reviewing an EDP. A separatesultation item can be
performedwith the EDP if the patient is treated for an unrelated condition to their eating disorder. Where a separate
consultation is performed, it should be annotated sepp@tel t he pati ent ds accanwast t hat
clinically required/indicate.

All consultations conducted as part of the EDP or review must be rendered by the medical practitioner and include a
personal attendance with the patient. A spetiaiental health nurse, other allied health practéip@iboriginal and

Torres Strait Iender health practitioner or Aboriginal Health Worker with appropriate mental health qualifications
and training may provide general assistance to the medical mraetith provision of this care.

Additional Claiming | nformation (interaction with Better Access)

Items 9026490265 for an EDR, performed by a medical practitioner working in general practice, should not be
performed in association with a GP mental heatiisaltation review service (item 2712 and 277).

AN.36.4 Eating Disorders Psychologi cal Treatment (EDPT) Services
Eating Disorders Psychological Treatment (EDPT) services (9027/B; 92182,
92184, 92186, 92188; 92194, 92196, 92198 and 92200)

This note povides information on the Categoryi ProfessionaAttendances: Group A36Subgroup 49027
90278) should be read in conjunction the AN.36.1 Eating Disorders General Explanatory Notes

Eating Disorder Psychological Treatment (EDPT) Services Overview

Provision of EDPT by a suitably trained medical praotitr in general practice (9028D278;92182, 92184,
92186, 92188; 92194, 92196, 92198 and 9220@)r patients with anorexia nervosa and other patients with
complex presentations of diagnosed eatirsgrdiers who meet the eligibility requirements and lddaenefit from a
structured appraz to the management of their treatment needs in the community setting.

Patients seeking rebates for EDPT services must have had an EDPI82350 92142153, 9026@r 90261 in
the previous 12 Months.

An dbdeatengpdiysbotlogi c gBDPT)is definedciretimetAN.36¢€l IEatingDisdders General
Explanatory Note. For any particular patient, an eating disorder treatment and management plan expines af the
a 12 month period following provision of thegrvice. After that period, a patit will require a new EDP to

continue accessing EDPT services.

Rendering an EDPT item
Who can provide the service

Items in subgroup 4 of Group A36 can be renderedibgdical practitioner in general practice with theuieed
mental training. This inclusk:

1 Medical practitioners who can render a general practitioner service in Group Al of the MBS (see note
AN.0.9 for the types of medical practitioners). These medi@lept i t i oners can render a
pract it icefarikemsin ssibgnoup 1 of GrplA36. These doctors must have the mental health
training requirements as specified below.

9 Medical practitioners who are not general practitioners, specialists orlt@mghysicians. These medical
practitionerscanreher a O medi c al e fq item<in subdgroup A ef Group A6 r Thesec
doctors must have the mental health training requirements as specified below.
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Mental health training

Medical practitionein general practice who meets the training andskiltjuirements as determined by &eneral
Practice Mental Health Standards Collaboration, and are entered on the Register as being eligible to render a
focussed psychological strategy service, canaead eating disorders psychological treatment servic

Note: The General Practice Memtdealth Standards Collaboration operates under the auspices of the Royal
Australian College of General Practitioners.

What is Involved in an EDPT service

Theeatingdor der i tems i ncor por artaaiceaaredos dligibfe patiehtstmeatng | 6 f or bes
disorders. Under the Eating Disorders Iltems Stepped Model of Care a course of treatment is defined as 10 eating

disorder psychological treatment (EDPT) sees. It is required that a patient must have a vey@m EDR item in

subgroup 3 of A3pafter each course of treatment (see AN.36.1 Eating Disorders General Explanatory Notes).

After each course of treatment, the relevant practitioners should proeigettical practitioner who is the
managing the patiend6 s EDP (wher e watiempreporpr i at e) with a

A range of acceptable treatments has been approved for use by practitioners in this context. It is expected that
professionals will have the relevantuedtion and training to deliver these services. Thaved treatments are:

9 Family Base Treatment for Eating Disorders (EO8)cluding whole family, Parent Based Therapy, parent
only or separated therapy)

Adolescent Focused Therapy for EDs

Cognitive Belavioural Therapy (CBT) for EDs (CBED)

CBT-AnorexiaNervosa (AN) (CBTAN)

CBT for Bulimia Nervosa (BN) and Bingeating Disorder (BED) (CB-BN and CBFBED)
Specialist Supportive Clinical Management (SSCM) for EDs

Maudsley Model of Anorexia Treatment in éts (MANTRA)

Interpersonal Therapy (IPT) for BN, BED

Dialectical Behavioural Therapy &) for BN, BED

Focal psychodynamic therapy for EDs

= =4 -4 _a_a_a_4a_°_-2

Checking patient eligibility for services
Note: The 12 month period commences from the date of the EDP.

Patients eeking rebates for EDPT 902-0D278; 92182, 92184, 986, 92188; 92194, 92196, 92198202 must
have had an EDP 90280257; 921462153 or 90260 and 90261 in the previous 12 months.

If the EDP service has not yet been claimed Sbevices Australia wilhot be aware of the patient's eligibility. In
this ase the practitioner should, withet patient's permission, contact the practitioner who developed the plan to
ensure the relevant service has been provided to the patient.

Support:

If there is any douldbout whether a patient has had a claim for angdisorder service, health professals can

access the Health Professionals Online System (HPOS). HPOS is a fast and secure way for health professionals and
administrators to check if a patient is dhigi for a Medicare benefit for a specific item on tiade of the proposed

service. Howeer, this system will only return advice that the service/item is payable or not payable.

Patients can also access their own claiming history with a My Health Redoydestablishing a Medicare online
account through m@ov or the Express Plus Medicarelnile app.
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Alternatively, health professionals can call the Services Australia on 132 150 to check this information, while
patients can seek clarification by calling 1RBPL.

Additional Claiming Information (general conditions and limitations)
Other than Casultation Room (items 90272, 90274, 90276, 90278)

It is expected that this service would be provided only for patients who are unable to attend the practice.

AN.36.5 Eating Disorders Telehealth 1 Medical Practition er in general practice
Eating Disorders Telehealthi Medical Practitioner in general practice (92182, 92184, 92186
and 92188)

This note provides telehealth supporting information for eating disoréers grovided via telehealth by a medical
practitionerin general practice and shouldtead in conjunction with Eating Disorders General Explanatory Notes.

Record Keeping

Participating telehealth practitioners must keep contemporaneous notes of tiiatonsncluding documenting
that the service wasepformed by video conference, thate, 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
includeinformation added at a later time, such as repdritsvestigations.

Aftercare Rule
Video consultations are subject to the same aftercare rules as practitioners providiaddeeeonsultations.
Multiple Attendances on the Same Day

In some situatiog) a patient may receive a telehealth consultatiahaafaceto-face consultation by thsame 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) videnstdtations are not a continuatiofithe initial or

earlier video consultations. Practitioners will need to provide the times of each consultation on the patient's account
or bulk billing voucher.

AN.40.1 Specialist and Consultant Physician MBS Telehe  alth and Telephone attendance items
From 1 January 2022, a number of telehealth items were permanently added to the MBS.

The intent of these ongoing telehealth items is to allow practitioners to ptdB&eattendances remotely (by
videoconference or telepne) where it is safe and clinigahppropriate to do so in accordance with relevant
professional standards.

Providing telehealth services by videoconference is the preferred substitution fottafimoe consultation.

However, providers can provideconsultation via telephone whétrés clinically relevant (and the service is
covered by a relevant telephone item).
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A list of the ongoing telehealth items and the equivalent faeg®-face items can bdound at Table 1.

Table 17 Ongoing telehealth itemsand equivalent face to face servies (out of hospital patients)

Faceto-face

Service .
items

Video items Telephoneitems

Specialist Services
Specialist. Initial
attendance
Specidist.
Subsequent 105 91823 91833
attendance

104 91822 -

Consultant
Physician Services

Consultant
physician. Initial | 110 91824 -
attendance

Consultant
physician.
Subsequent
attendance

Consultant
physician. Minor | 119 91826 91836
attendance

Consultant
physician. Initial
assessnd, patient
with at least 2
morbidities, prepar
a treatment and
management plan,
at least 45 minutes

Consultant
physician,
Subsequent
assessment, patiel
with at least 2 133 92423 -
morbidities, reiew
a treatment and
management plan,
at least 20 mintes

Specialist ard
Consultant
Physician Services

Specialist or
consultant
physician, develop
a treatment and
management plan,
patient aged under
25, with an eligible
disability

116 91825 -

132 92422 -

137 92141 -
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Geriatrician
Services

Geriatrician,
prepare an
assessment and
maragement plan,
patient at least 65
years, more than 6
minutes

141

92623

Geriatrician,
review a
management plan,
more than 30
minutes

143

92624

Consultant
Psychiatrist
services

Consultant
psychiatrist
develop a treatmer
and managemen
plan, patient aged
under 25, with a
complex
neurodevelopment
disorder (such as
autism spectrum
disorder), at least ¢
minutes

289

92434

Consultant
psychiatris, prepart
a management pla
more than 45
minutes

291

92435

Consultant
psychiatist, review
management plan,
30 to 45 minutes

293

92436

Consultant
psychiatrist,
attendance, new
patient (or has not
received attendanc
in preceding 24
mths), moe than 4!
minutes

296

92437

Consultant
psychidrist.
Consultation, not
more tharl5
minutes

300

91827

91837

Consultant

psychiatrist.

302

91828

91838
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Consultation, 15 to
30 minutes

Consultant
psychiatrist.
Consultation, 30 to
45 minutes

304

91829

91839

Consultant
psychiatrist.
Consultation 45 to
75 minutes

306

91830

Consultant
psychiatrist.
Consultation, more
than 75 minutes

308

91831

Consultant
psychiatrist, group
psychotherapy, at
least

1 hour, involving
group of 2t0 9
unrelated patients ¢
a family group of
more than 3
patients, each
referred to
consultant
psychiatrist

342

92455

Consultant
psychiatrist, group
psychotherapy, at
least

1 hour, involving
family group of 3
patients, each
referred to
consultant
psychiatris

344

92456

Consultant
psychiatrist, group
psytotherapy, at
least

1 hour, involvihg
family group of 2
patients, each
referred to
consultant
psychiatrist

346

92457

Consultant
psychiatrist,
interview of a
person other than
patient, in the
courseof initial

diagnostic

348

92458

214




evaluation of
patient, 20 to 45
minutes

Consultant
psychiatrist,
interview of a
person other than
patient, in the
course of initial
diagnostic
evaluation of
patient, 45 minutes
or more

350

92459

Consultant
psychétrist,
interview of a
person other than
patient, inthe
course of
continuing
managementf
patient, not less
than 20 minutes,
not exceeding 4
attendances per
calendar year

352

92460

Consultant
psychiatrist, prepal
an eating disorder
treatment and
management plan,
more than 45
minutes

90260

92162

Consultant
psychiatrist, to
review an eating
disorder plan, mort¢
than 30 minutes

90266

92172

Paediatrician
Services (also refe
to consultant
physician services)

Paediatrician,
develop areatment
and management
plan, patient aged
under 25with a
complex
neurodevelopment
disorder (such as
autism spectrum
disorder), at least ¢
minutes

135

92140

Paediatrician,

90261

92163
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prepare an eating
disorder treatment
and management
plan, more than 45
minutes

Paediatrician, to
review an eang
disorder plan, mort¢
than 20 mintes

90267

92173

Public Health
Physician Services

Public health
physician, level A
attendance

410

92513

92521

Public health
physician, level B
attendace, less
than 20 minutes

411

92514

92522

Publichealth
physician, level C
attendane, at least
20 minutes

412

92515

Public health
physician, level D
attendance, at leas
40 minutes

413

92516

Neurosurgery
attendances

Neurosurgeon,
initial attendance

6007

92610

Neurosurgeon,
minor attendance

6009

92611

92618

Neurosurgeon,
subsequent
attendance, 15to !
minutes

6011

92612

Neurosurgeon,
subsequent
attendance, 30 to ¢
minutes

6013

92613

Neurosurgeon,
subsequent
attendance, more
than 45 minutes

6015

92614

Anaeshetist
attendance

Anaesthast,
professional
attendance,
advanced or

complex

17615

92701

216




Further information on the telehealth changes can be foumdnatmbsonline.gov.aby searching uter the Facts
Sheets taly July 2022.

Eligible providers

All MBS items for referred attendances require a valid refddadvever, if the specialist, consultant phyaigi
consultant psychiatrist, paediatrician or geitdin has previously seen the patiender a referral that is still valid,
there is no need to obtain a specific referral for the purposes of claiming the video and telephone items.

Restrictions

All MBS telehealth and telephone attendance items are-atand items and are to be billecsteadof a faceto-
face MBS item.

Billing Requirements

Bulk billing of specialist (and Allied Health) telehealth services is at the discretion of the provider, se long
informed financial consent is obtained prior te firovision of the service.

Furtherinformation on the assignment of benefit for bulk billed MBS telehealth services can be found in
the6 Provi der Fr eqguentwwmbgoslikeegov.alQuesti onsd at

Relevant definitions and requirements

Specialist telehealth services (91822, 91823 and 91833) can be billed by all specialities that can currently bill items
104 and 05 or equivalent MBS items. This also includes spants exercise medicine and occupaél and
environmental health medicine specialists.

Consultant physician telehealth services (91824, 91825, 91826 and 91836) can be billed by all specialities that can
currently bill items 110, 116 and 119 or equivalerBMitems. This also includes paindapalliative medicine,
sexual health medicine and addiction medicine.

Consultant physician telehealth services to prepare and review a management plan (92422 acdrdoBé23lled
by all physicians that can currentll items 132 and 133 or equivaleMBS items. This also includes sexual health
medicine, addiction medicine and paediatricians.

The specialist and consultant physician service for diagnosis and tntédmeatients with an eligible disability
(92141) an be billed by specialists and soittant physicians that are able to item 137.

Single course of treatment

The same conditions for a single course of treatment apply across all modalitfes€ite-face, video or

telephone). Once an initial consultatiis billed, all subsequent seregrelated to the same condition are considered
to be part of a single course of treatment. For example, if a patient has seen a specialistt;fadac@nsultatin
(where item 104 has been billed), item 91823 (@)dm 91833 (telephone) should bildal if the patient sees the
specialist remotely for the same condition.

Anaesthetisservices

The Anaesthetist telehealth service (92701) can be billgatdntitiones that can currently bill item 17615.
Service limits

At present, the service limits thapply to standard psychiatry services do not currently apply to the video and
telephone attendance items for psychiatry (except for item 92R&0gnts who have reiwed more than 50

attendances under existing iterme aligible to receive services wrdhe video and telephone psychiatry items as
long as they meet the item descriptor requirements.
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In addition, patients who have received more than 50 attendancadtantd819 are eligible to receive services
under thevideo and telephone psychiatryrite as long as they meet the item descriptor requirements.

The Department of Health and Aged Care will work with the Royal Australian and New Zealand College of
Psychiatists (RANZCP) and the Medicare Review Advisory Corteei (MRAC) to review the currenésrice

limits, and ensure a consistent approach across all of the psychiatry attendance items, including services provided by
faceto-face, video and telephone.

Interview item (92460)

Item 92460 provides for an interviemith a person other than the patieA maximum of 4 services in a calendar
year can be billed under item 92460, or the equivalenttfatace item (item 352), in the continuing management
of a patientThat is, a consultant psychiatrist can bill for evikee under item 92460 once moretlre calendar year
if a patient has received three MBS services under items 352 or 92460 in the same calendar year.

Management Plan item§92435 and 92436)

The MBS remte attendance preparation and review of GP managepteenitems have the same diagnpsis
assessment and recekdeping requirements as the existing faeéace items (291 and 293). Refer to MBS
Explanatory Note AN.0.30 for further information.

Group psytiotherapy items (92455, 92456 and 92457)

The MBS remte attendance group psychotheraygyris have the same requirements as the existingddeee
items (342, 344 and 346). It is the responsibility of the practitioner rendering the service to maivaainand
confidentiality for all participants thra@iout the service. Practitionersositd refer to the relevant professional
practice standards and guidelines for technologsed consultations.

Technical Requirements

The services can be provided byetedalth and by phone. It is the responsibility of pinactitioner rendering the
serviceto maintain privacy and confidentiality for all participants throughout the service.

Telehealth attendanceneans a professional attendance by video conference Vileareetlical practitioner:

a. has the capacity to providkee full service through this measafely and in accordance with relevant
professional standards; and

b. is satisfied that it is clinically appropriate to provide the service to the patient; and

¢. maintainsavisual and audio link with the patient; and

d. is satsfied that the software and hardearsed to deliver the service meets the applicable laws for security
and privacy.

Notei only the time where a visual and audio link is maintained between the patiennd the provider can be
counted in meeting the relevahitem descriptor.

No specific equpment is required to provide Medicazempliant telehealth services. Practitioners must ensure that
their chosen telecommunications solution meets their clinical enqeirts and satisfies privacy laws. Information
on howto select a web conferencing saduttis available atvww.cyber.gov.au

Phone attendanceneans a professional attendance by telephone where the healthopectiti

a. has the capacity to provide the full servicetigh this means safely and in agtance with professional
standards; and

b. is satisfied that it is clinically appropriate to provide the service to the patient; and

c. maintains an audio link with the patte

There are no longer geographic restrictions @MBS video or telephone servica®yided by specialists,
consultant physicians, consultant psychiatrists, paediatricians, geriatricians and anaesthetists.
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Recording Clinical Notes (for specialist, condtant physician, consultant psychiatrist, neurosurgey, public
health medicine, geriatician, paediatrician and anaesthetist)

In relation to the time taken in recording appropriate details of the service, only clinical details recorded at the time
of theattendance count towards the time of consultatidrloes not include information adtiater, such as reports
of investigations, or when either the visual or audio link between the patient and the practitioner is lost.

Clinicians should record the dateme and duration of the consultation, and rethése records.

AN.40.5 MBS Items fo r Blood Borne Virus, Sexual and Reproductive Health Services

The video and phone items for the provision of services related to blood borne viruses, sexual or ineptashltt
provides for Medicare benefits to be p&id these health care services with the requirement for the patient to

have an established clinical relationship with the physician. This does not exclude practitioners who have an
established clinidaelationship with the patient from using these gem

These items are intended to sappatient access to medical services where there may be barriers due to privacy or
limited service provision, and are not intended to replace routine servicepthata ent 6 s usual practit
provide.

The pradtioner must keep adequate and @nporary notes to support the service provided.

There are 24 MBS items for the provision of video or phone services related to blood borne viruses, sexual or
reproductve health.

Video consultation

Item 92715 services povided by a General Practitiondevel A)

Iltem 92716 services provided by an Other Medical Practitionerban
Item 92717 services provided by an Other Medical Practitioneural
Iltem 92718 sevices provided by a General Practitioner (level B)
Item 92719 services provided by @dther Medical Practitionerurban
Item 92720 services provided by an Other Medical Practitianeural
Iltem 92721 services provided by a General PractitioneveleC)

Item 92722 services provided by an Other Meal Practitioner urban
Iltem 9273871 services provided by an Other Medical Practitioheural
Item 92724 services provided by a General Practitioner (level D)
Iltem 92725 services provided by antfer Medical Practitioneir urban
Iltem 92726 servies provided by an Other Medical Ptiioneri rural
Phone consultation

Item 92731 services provided by a General Practitioner (level A)
Item 92732 services provided by an Other Medical Practitionghan

Item 92733 services provided by an Other Meal Practitionei rural
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Item 92341 services provided by a General Practitioner (level B)
Item 92735 services provided by an Other Medical Practitionghban
Item 92736 services provided by gdther Medical Practitioner rural
Item 92737 services provided by a General Practit@w (level C)

Item 92738 services provided by an Other Medical Practitionghban
Item 92739 services provided by an Other Medical Practitioneural
Item 92740 services provided by a General Practitioner (I&el

Item 92741 services provided bgn Other Medical Practitionérurban
Item 92742 services provided by an Other Medical Practitionmmal

To be eligible for use of this item, practitioners mustdzated at a medical practice or have a formalegent
with a medical practice tharovides onsite face to face services to patients.

Consultations related to assisted reproductive technology and antenatal care are outside the scope of these items and
cannot be rendered under these items.

AN.44.1 MBS COVID-19 Vaccine Support Services
MBS COVID-19 Vaccine Support Services

Item descriptions

Attendance items to asses s9waccipeditemnseO8644)33645, Q364608647, i ty f or
93653 93654, 93655, 93656)

Vaccine suitability assessmentndertaken by a suitably qualdibealth professional on behalf of a medical
practitioner in a location other than consulting rooms (items 93660 and 93661).

Attendance items for idepth patient assament services colaimed with a vaccine suitabiligssessment service
and providledwhee addi ti onal assessment and advice is required
risks and benefits associated with receiving a CO¥Y®vaccine (itere10660 and 10661).

Flagfall item coclaimed with avaccine suitability assessment geevprovided as an initial attendance at a
residenti al aged care facility (RACF), residenti al di s
occaion (item 90005).

All MBS COVID-19 Vaccine Supportéms must be butkilled.

The itemscan only be billed to Medicare if a dose of a COMID vaccine is available to be given immediately to
the patient who is to be assessed. Medical practices that Havetccess to supplies of a COVIB vaccine for
immediate delivery to patients cannsie any of the COVIEL9 vaccine items.

In this explanatory note:

Other Medical Practitioner (OMP) includes specialist medical practitioners and consultant physicidng in a
general practice setting in their capgas medical practitioners who aret vocationally registered general
practitioners (GPs); and

Suitably qualified health professional refers to a person, including a registered nurse, who is régiatbesdth
profession regulated under the Healthddtmner Regulation National Lavidore information is available at the
AHPRA website atwww.ahpra.gov.au
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Application of the items

The attendance items forsassing patient suitability for a COVHD9 vaccine mybe claimed as follows:

MBS Items93644, 93645, 93646 and 93647 apply to a professional attendance that:

fis provided in a business hours perioeeivar t he
COVID-19 vaccine; and
1 is bulk billed.

MBS Items 93653, 93654, 93655 and 93&ply to a professional attendance that:

9 isprovidedinanaftehour s peri od hours for the purpose of
COVID-19 vaccineand
1 is bulk billed.

MBS item 93660 and 93661 apgdito a service provided by a sbitaqualified health professional on behalf of the
GP/OMP out of the consulting rooms and must be bulk billed.

MBS Items 93644, 93645, 93646, 93647, 93653, 93654, 933656, 93660 and 93661 can be used to assess
vaccire suitability for a patient eligiblfor any vaccine dose, whether that is part of a primary course or a booster.

MBS items 10660 and 10661 apply to a professional attendance that can only be clampzt patent during
their lifetime. The service isuik billed and must be personallggiormed by the medical practitioner.

MBS item 90005 applies only to the first service provided during a single attendance at a RACF, residential

purp

as s E€

disability facilitysét i ng or a patient 6s Ilulkhbilek of residence. The it

Business hours and afthours services

MBS Items 93644, 93645, 93646, and 93647 apply to a professional attendance that is provided:

1 after 8am or before 8pm on a weekday;
1 after 8am or befar1.00pm on a Saturday.

MBS Items 93653, 93654, 936%hd 93656 apply to a professiomttiendance that is provided:

1 on a public holiday;

1 on a Sunday;

9 before 8am, or after 1pm on a Saturday;

9 before 8am, or after 8pm on any day other than a Saturday, Songdaklic holiday.

Geographic requirements

MBS Items 93644, 93646, 93653, 93655 83660 apply to a professional attendance delivered in a Modified
Monash 1 (metropolitan) location.

MBS Items 93645, 93647, 93654, 93656 and 93661 apply to a profdssitmmalance delivered in a Modified
Monash 27 (nonmetropolitan) location.

A locator map to identify a medical practice's Modified Monash location is available at the Health Workforce
Locator website atvww.health.gov.au/resirces/appsndtools/healthworkforcelocator/healthworkforcelocator.

Eligible practitioners
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MBS items 93644, 93645, 93653, 93654 and 10660 relate to attendammedeby medical practitioners who are:

listed on tke Vocational Register of Generalaetitioners maintained by Services Australia; or

holders of the Fellowship of the Royal Australian College of General Practitioners (FRACGP) who

participate in, and mééhe requirements of the RACGP for continuing meldéciaucation and quality

assurancesadefined in the RACGP Quality Assurance and Continuing Medical Education program; or

1 holders of the Fellowship of the Australian College of Rural and Remote Medigh@RRM) who
participate in, and meet the requiremesftthe ACRRM for continuing meditaducation and quality
assurance as defined in ACRRM's Professional Development Program; or

1 undertaking an approved placement in general practice as part of a tm@ivgngm for general practice
leading to the award dhe FRACGP or training recogniseygl the RACGP as being of an equivalent
standard; or

1 undertaking an approved placement in general practice as part of a training program for general practice

leading tothe award of the FACRRM or training recognised by ARBRas being of an equivalent

standad.

f
f

MBS items 93646, 93647, 93655, 93656 and 10661 relate to attendances rendered by a medical practitioner who is
not a general practitioner.

Activities associated whtthe claiming of MBS items 93644, 93645, 93646, 93@B653, 93654, 93655 or 93656
canbe undertaken by a GP, OMP or a suitably qualified
their scope of practice.

Services rendered under MBS ite@8644, 93645, 93646, 93647, 93653, 93654, 9365365® will only attract a
Medicare ebate where the service is billed in the name of the supervising GP or OMP, who must be present at the
location at which the vaccine suitability assessment servigaeriaken and must accept full responsibility for the
service.

Services rendered underB8 items 93660 and 93661 may only be claimed by a medical practitioner, who retains
clinical responsibility for the service, however, the GP/OMP is not required tbyisecally present at the location

at which the vaccia suitability assessment servicgisvided. The medical practitioner retains full responsibility

for the clinical outcome of the service at all times.

Eligible patients

Services utilising MBS items3844, 93645, 93646, 93647, 93653, 93654, 93655, 935#H0, 93661, 10660, and
10661 ca be provided to any patient who is eligible for Medicare.

Administration of a COVID19 vaccine

If, following a vaccine suitability assessment service, a patientésedffind agrees to receive a COVIBD
vaccination, tk vaccine will be administered (Wwiho other MBS item claimable for that administration). The GP,
OMP or suitably qualified health professional responsible for administering the vaccine must be apfyropri
qualified and trained to provide immunisatianthe patient.

Co-administration ot COVID-19 vaccine and an influenza vaccine

ATAGI has advised that a COVHD9 vaccination and an influenza vaccination can be administered at the same
time. These serges may be provided during the same attendance.

A vaccine suitability assessment MB®rit would be billed for the COVI9 vaccination. Influenza vaccine
services are typically administered with standard MBS attendance items.

Note: There are no MBS itenfisr administering an influenza vaccine for and onabiebf a medical practitioner.
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While a medical practitioner is under no obligation to khilka patient receiving an influenza vaccination, a patient
who also receives a COVHDI booster vaccination aart of the same occasion of care must be-billéd for the

MBS COVID-19 vaccine su#hility assessment component of the overall service. Patients should be informed of
any potential out of pocket costs before any service is provided, preferably epdrotik their appointment.

Medical practitioners admistering influenza vaccinationsalid be aware of the requirements of the National
Immunisation Program including eligibility criteria for Government funded vaccines.

Billing the COVID-19 vaccine suitagility assessment items

The MBS COVIDB19 vaccine suidthility assessment items can onbytilled to Medicare by a GP or OMP.

No additional MBS attendance item can be used to bill Medicare for the time spent administering a vaccine
following a suitability @asessment service.

Co-claiming the COVIDB19 vaccine sitability assessment items withhefr general attendance items

Patients presenting with multiple clinical matters requiring attention should be encouraged to book a separate
consultation, and preferablyith their usual medical practice. There may be somimstances where deferral of

teat ment is not feasible or in the patientds best inter
deferred or opportunistic treatment for other ctinds.

Standard MBS multiple sanday attendance rudeapply to the COVIEL9 vaccinatiorsuitability assessment

services. Celaiming is only permitted where another Medicare service is provided that is unrelated to the vaccine
suitability assessment itefRayment of benefit may be made for more than oe@a@#énce on a patient on the same
day by the same GP or OMP, provided the subsequent attendances are not a continuation of the initial or earlier
attendances. Examples of other Medicare services inclitdgd not restricted to: a standard consultatiorafor
different presenting problem; @vision of a timetiered health assessment service; or review of a chronic disease
management plan.

Before an additional service is provided to the patientthe maaticalct i ce must obtain and rec
informed financial consent to ensure thlagy (the patient) understand that there is no cost associated with the
vaccine suitability assessment and/or the administration of the vaccine.

Patients must also teformed if any other service that they receive loe $ame occasion will be bdltklled or will
attract an out of pocket cost.

Note: where a GP or OMP completes a vaccine suitability assessment, but the patient is found to be unsuitable on
clinical grourds or declines to receive the vaccination, the sermiay be billed using the appropeaaccine

suitability assessment item. If the patient returns at a later date, it would be appropriate for another vaccine
suitability assessment to be undertakenaddim made for the relevant Medicare item.

Co-claiming restrictions

The table below §its the restrictions on adaiming the MBS vaccine support services.

MBS Must |May beCannot
be co [co be co
Iltem(s) .. . :
claimedclaimedclaimec
93644 10990,
93645 10991,
93646 10992,
93647 ?gggg’ 75855,
93653 10661, 75856,
93654 75857,
93655 75858,
93656 10988
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10990,
10991
10992,
75855,
93660 75856,
93661 90005 75857
75858,
10988,
10660.
10661
93644,
93645, 10990,
93646,
10991,
93647, oo
93653, 10660, !
90005|93554 110661 |72
75856,
93655,
75857
936%, 75858
93660,
93661
10990,
10991
036, 10992,
93645 75855,
10660 190005 75856,
93653,
ey 75857,
75858,
93660,
93661
10990,
10991,
93646, 10992,
93647 75855,
10661 '|90005 (75856,
93655,
93656 75857,
75858,
93660,
93661

Record keeping and repong requirements

Medical practiceparticipating in the vaccine program need to comply with the record keeping requirements to
substantiate a Medicare service.

For the purposes of Medicare, a patientlanical record should be created or updated atithe & service is
provided, or as sm as practicable afterward$he record needs to:

1 clearly identify the name of the patient;
1 contain a separate entry for each attendance by the patient for thestt@c@nitability assessment service
and the date(€)n which the service was provided;
frecord the patientds consent to receive the vaccine
1 provide clinical information adequate to explain the service;
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1 be sufficiently comprehensible that another practéiprelying on the record, can effectively undertties
patient 6s o re@tesitonCpVIPLa vaecinaiens. i t r

Where a patient receives a service using either MBS item 10660 or 10661 in association with a vaccine suitability
assessment servicgtreason for the service also needs to be recorded.

Medical practices participatinginh e Austr al i an @8 waecinatian eraograt svill lie Geyuirdd to
update the vaccination status of a patient who has received the vaccine on the Austnaliaisation Register
(AIR) portal in line with the Astralian Immunisation Register rdéggments.

Restrictions

MBS items 93644, 93645, 93646, 93647, 93653, 93654, 93655, 93656, 93660 and 93661 apply only to a
professional attendance where:

1 the GP, OMP orustably qualified health professional administerinG@VID-19 vaccine is appropriately
qualified and trained to provide immunisation to a patient; and

9 a dose of COVIB19 vaccine is immediately available for administration to the patient at the practice
location.

A service using the items cannot be providsgart of an episode of hospitadtment or hospitadubstitute
treatment.

AN. 46.1 Attendance items to asses svirahmegdiationsdbynt 6s sui t abi |
telephone, including provision  of a relevant prescription if clinically appropriate (items 93716 and
93717).

General Pactice COVID-19 Treatment Review (Items 93716 and 93717)
Item descriptions

Attendance items to as s e s\ralmedipationd by tel¢ghes including pravisionloi ty f or
a relevant prescriptiori clinically appropriate (items 9356 and 93717).These items are temporary, commencing
from 19 July 2022 and ceasing at 11.59pm oD8&ember 2023.

Item 93716 is to be used by General Practitione®.(Gem 93717 is to be used by Other Medical Ptiaxters
(OMPs). Refer to Eligible i®@viders section below for more detail.

Application of the items

Iltems 93716 and 93717 provide rebates for longer telephone consultations when assessing pati€dN$Dvlld C
for suitability for oral antiviral medicatims.

Oral antiviral medications foCOVID-19 require a comprehensive patient history for safe prescribing. These items
are available where a treating practitioner requires 20 minutes (25 minutes fo) @N#gjer to take a detailed
history and assessap i ent 6 s s ui tanbfiCOVIR1P ordl antvirapmedicatomn, where virtual
consultation supports infection control if the patient has confirmed CE&@ID

Patients with COVID19 can accegeneral telehealth consultations from any GP undemal Medicare Benefits
Schedule ¥IBS) telehealth eligibility requirements, supporting timely access to care. Ntoféaee service to the
patient in the 12 months preceding the telehealth attendanegquired (unlike other GP telehealth items).

Timeliness of assessment for COVI omal anttvirals is critical, as treatment must be initiated within 5 days of
symptom onset. The temporary items recognise the additional time required to assesspaatientarly when the
consultation is notundertake by t he pat i eacttigner.Prassripton of antiviealartedicatign igonot a
requirement to claim the item number, as some patients may ultimately be determined to be ineligible.
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In conducting this consultation, treating practitioners ddaote that these items can onky tlaimed for patients
that meet the criteria outlined under Patient Eligibility (see below).

The treating practitioner must;

fconfirm a pati elbdidgosisposi ti ve COVI D

1 confirm that the patient has reported theisifiee diagnosis to meet relevatate and territory reporting
requirements, or assist the patient to report their diagnosis if required; and

finclude a record of a paCavibnd téss ortherdogging of their pasitive ol og y
result from seHtest with relevanauthorities.

Further information is available on the application of these itemns

Information on clinichcriteria for prescribing medicirsais published for the Pharmaceutical Benefits Scheme
online, at www.pbs.gov.au.

Management of a patientds ot her he atviraheligbitthic er ns i n con|
appropriate in the same cortstilon and contributes to the tinteken in the consultation. The MBS rules for
multiple attendances on the same day apply to these services

Eligible providers
Iltems 93716 relate to attendances rendlsy General Practitioners who are:

1 listed on the Voational Register of General Praidiiers maintained b$ervices Australigor

9 holders of the Fellowship of the Royal Australian College of General Practitioners (FRACGP) who
participate in, and meet thequirements of the RACGP for contingimedical education and quality
assurance as deéd in the RACGP Quality Assurance and Continuing Medical Education program; or

9 holders of the Fellowship of the Australian College of Rural and Remote Medicine (RACRRO
participate in, and meet the tegements of the Australian College of Rural &emote Medicine
(ACRRM) for continuing medical education and quality assurance as defined in ACRRM's Professional
Development Program; or

9 undertaking an approved placemhin general practice as part of aiting program for general practice
leading to tle award of the FRACGP or training recognised by the RACGP as being of an equivalent
standard; or

1 undertaking an approved placement in general practice as part afiegtiiogram for general practice
leading to the award of the FACRRM or training recaggd by ACRRM as being of an equivalent
standard.

Items 93716 and 93717 only apply to a service performed by a treating practitioner (other than a specialist or
consulant physician) who:

a. is located at a méchl practice with capacity for in person faimeface assessment where appropriate; or
b. has a formal agreement with a medical practice to provide personal attendance services.

Item 93717 relates to attendances rendibyean Other Medical Practitioner wisnot a general practitioner, and
who:

a. is regisered under section 3GA of the Act, to the extent that the person is practising during the period in
respect of which, and in the location in respect of which, theyeaistered, and insofar as the
circumsances specified for paragraph 19AA(3)(b) of thet Apply; or

b. is covered by an exemption under subsection 19AB(3) of the Act; or

c. first obtained registration as a medical practitioner before 1 November 1996.

Patient eigibility
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Items 93716 and 93717 are dahble to people who have at least one sympto@@¥ID-19 (with symptom onset
less than or equal to 5 days ago), and have received a positive €0O\UH3t result, confirmed by either:

a. laboratory testing (PCR); or
b. aCOVID-19 rapid antigen self test (RAWhich has been approved for supply in Australiate
Therapeutic Goods Administration.

Billing
Normal arrangements of billing apply including payments of bulk billing incentives for eligible services.
Co-claiming

MBSitems 93716 and 93717 are not payablassociation with any other attendance sergit¢ghe same occasion
by the same treating practitioner.

Record keeping requirements

Recordkeeping requirements for services claimed must be consistent with Medilesreaiquiring practitioners to
maintah adequate and contemporaneous records of tdenieg or initiating of services.

Providers are required to record the date of the positive CAVIEest result and the date of symptom onset in the
patientiésrdc! i ni cal

Restrictions
Items 93716 and3¥17 are not available for patients admitted imspital.

Items 93716 and 93717 cannot be claimed in association with any other attendance service on the same occasion by
the same treating practitioner.

REGULATORY R EQUIREMENTS

In conducting items 937161d 93717 a treating practitioner must, with tleetpi ent 6 s consent conduct
and discussion with the patient lasting at least 20 minutes (25 minutes for an OMP) which includes any of the
following that areclinically relevant:

taking a detaileghatient history;

arranging any necessary investign;

implementing a management plan, including follow up arrangements;

providing any necessary treatment, including prescribing a C&MPral antiviral treatment if
appropriate; and

1 providing appropriatpreventive health care for one or more relagsdiés.

= =4 —a A

The treating practitioner must also meet the below regulatory requirements:
a. adhere to section 7 of the Determination*; and
b. not apply the item to a service if tpatient seeking treatment is an adedtpatient; and
c. not apply the item if the servigg performed in association with any other attendance on the same occasion
by the same medical practitioner.
* 7. Application of COVID-19 Treatment ltems

1. An item h a Schedule of this Determination orlgplies to a service mentioned in the itemé&thpat i ent 6 s
COVID-19 infection has been confirmed by either:

a. laboratory testing; or
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b. COVID 19 rapid antigen self test which has been approved for supply in Auslyahe Therapeutic Goods
Administraion, where:

i. the treating practitionermakesae cor d i n the patientds notes that
reporting requirements have been met, if applicable, and either:

A. confirms the patient has repatttne positive test result to the redet state or territory public
health unit whereaporting requirements are in place from time to time; or

B. assists the patient to report the positive result to the relevant state or territory public health unit
where reporting requirements are in plaée®m time to time.

2. An item in a Schedule ofithDetermination only applies to a service performed by a medical practitioner (other
than a specialist or consultant physician) who:

a. is located at a medical prigt with capacity for in person assessinwhere appropriate; or

b. has a formal agreemewith a medical practice to provide personal attendance services.
AR.8.1 Attendance Services provided under Item 294 are to be provided by video conference
rather th an at consulting rooms

When a servicerpvided to a patient under ite®1, 293, 296, 30 302, 304, 306, 308, 310, 312, 314, 316, 318 or
319 is provided under item 294, it may be provided by video conference rather than at consulting rooms.

AR.29.1 Atten dance services for eligible disabilitie s

Eligibility of this service under 137 or 92144pecialists and consultant physicians), 139 or 92142 (general
practitioners)

‘Eligible disabilities' for the purpose of these services means any of the followingi@asidi

(a) sight impairment that relta in vision of less than or equal to 6/18 visior equivalent field loss in the better
eye, with correction;

(b) hearing impairment that results in:
(i) a hearing loss of 40 decibels or greater in the betteanetarss 4 frequencies; or
(i) permanat conductive hearing loss and auditory neuropath

(c) deafblindness;

(d) cerebral palsy;

(e) Down syndrome;

(f) Fragile X syndrome;

(g) PradefWilli syndrome;

(h) Williams syndrome;

(i) Angelman syndrome;

() Kabuki syndrome;

(k) Smith-Magenis gndrome;
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() CHARGE syndrome;

(m) Cri du Chat gndrome;

(n) Cornelia de Lange syndrome;

(o) microcephaly, if a child has:

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

(ii) afunctonal level at or below 2 standard d&ions below the mean for age on a standard dpwent test
or an IQ score of less than 70 on a standardised test of intelligence*;

(P) Rett6s disorder ;
(q) Fetal Alcohol Spectrum Disorder (FASD);
(r) LeschNyhansyndrome;

(s) 22q deletion syndrome.

*'standard developmental test" refers to teatshsas the Bayley Scales of Infant Development or the Griffiths
Mental Development Scales; "standardised test of intelligence" means the Wechsler Intelligence Ghédtrdar
(WISC) or the Wechsler Presotl and Primary Scale of Intelligence (WPPSK)is up to the clinical judgement of
the diagnosing practitioner to determine which tests are appropriate to be used.
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Information on the Ready Reckoners can be foundn the MBS Online downloads page at
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Down@@31 1
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PROFESSIONAL ATTENDANCES ITEMS

Al. GENERAL PRACTITIONER ATTENDANCES
TO WHICH NO OTHER ITEM APPLIES

Group A 1. General Practitioner Attendances To Which No Other Item Applies

Professional attendance by a general practitioner at considtings (other than a servit@which
another item in this Schedule applies), lasting at least 60 minutes andnigcunyi of the following thg
are clinically relevant:

(a) taking an extensive patient history;

(b) performing a clinical examination;

(c) aranging any necessary inviggttion;

(d) implementing a management plan;

(e) providing appropriate preventive heattire;

for one or more health related issues, with appropriate documentation

(See para AN.0.9, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MN.1.3, 1§, MN.1.6 of explanatory nes to this

Category)
New Fee:$191.20 Benefit: 100% = $191.20
123 Extended Medicare Safety NetCap: $500.00
Professional attendance by a general practitioner (other than attendance at consulting rooms or
residential aged ca facility or a service to hich another item in this Schedule applies), lasting at l¢
60 minutes and includingg of the following that are clinically relevant:
(a) taking an extensive patient history;
(b) performing a clinical examination;
(c) arraming any necessary investigat;
(d) implementing a management plan;
(e) providing appropriate preventive healthezar
for one or more health related issues, with appropriate docume@tatioattendance on one or more
patients at one place on one occadi@ach patient
(See para AN.Q3, AN.0.11, AN.0.9, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of explainyg
notes to this Category)
Derived Fee:The fee for item 123, plus $29.00 divided by the number of patients seen, up to a maximum
patients. For seven or moretgats- the fee for item 123 plus $2.30 per patient.
New Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is the
124 amount
LEVEL A
Professional attendance for an obvious problem characterised by the straightforward nature of the task
that requires a short patient history and, if required, limited examination and management.
Professional attendance at consulting rooms (other than a service to which another item applies
general practitioner formeobvious problem characterised by the straightforward nature of the task
requiresa short patient history and, if required, limited examination and manageaemattendance
(See para AN.0.9, MN.1.7, AN.0.74, MN.1.8, MM, MN.1.3, MN.1.5, MN.1.8f explanatory notes to this
Category)
Fee Fee:$18.95 Benefit: 100% = $18.95
3 Extended Medicare Safety Net Cap:$56.85
Professional attendance by a general practitioner (other than attendance at consulting rooms or
residenial aged care facility or service to which another item in the table applies) that requires a
patient histoy and, if necessary, limited examination and manageieattendance on one or more
patients at one place on one occasash patient
Fee (See para AN.0.11, AN.0.13, AD9, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of explanat
4 notes to thg Category)
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Al. GENERAL PRACTITIONER ATTENDANCES
TO WHICH NO OTHER ITEM APPLIES

Derived Fee:The fee for item 3, plus $29.00 divided by the number of patients seen, up to a maximum of
patients. For seveor more patientsthe fee ér item 3 plus $2.30 per patient.

Extended Medicare Safety Net Cap300% of the Derivedee for this item, or $500.00, whichever is the lg
amount

LEVEL B
Professional attendance by a general practitioner (not being a service to which any other item in this table
applies) lasting less than 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 health-related issues, with appropriate documentation.

Amend
Fee
23

Professional attendance by a general practitionerretutting rooms (other thansarvice to which
another item in this Schedule applies), lasting at least 6 minutdesanithan 20 minutes and includin
any of the following that are clinically relevant:

(a) taking a patient history;

(b) performing a clinial examination;

(c) arrangingany necessary investigation;

(d) implementing a management plan;

(e) providing appropdte preventive health care;

for one or more healtrelated issues, with appropriate documentation

(See para AN.0.9, MN.1.7, AN.0.74, MN.1)8N.1.4, MN.1.3, MN.1.5, MNL.6 of explanatory notes to this
Category)

Fee:$41.40 Benefit: 100% = $41.40

Extended Medicare Safety Net Cap$124.20

Amend
Fee

Professional attendance by a general practitioner (other than attendance at consultirng sooms
residential aged carediity or a service to which another item in this Schedule applies), lasting at
6 minutes and less than 20 minutes and including any of the following that are clinically relevant
(a) taking a patient history;

(b) perforning a clinical examination;

(c) arranging any necessary investigation;

(d) implementing a management plan;

(e) providng appropriate preventive health care;

for one or more healtrelated issues, with appropriate documentdtian attendance on one or more
patients at one place on ooecasio® each patient

(See para AN.0.11, AN.0.13, AN.0.9, MN.1.7, AN.0.74, MN.1.8, MA.MN.1.3, MN.1.5, MN.1.6 of explanato
notes to this Category)

Derived Fee:The fee for item 23, plus $29.00 divided by the number oépiat seen, up to a maximurhsix
patients. For seven or more patientise fee for item 23 plus $2.30 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is the
amount

LEVEL C
Professional attendance by a general practitioner (not being a service to which any other item in this table
applies) lasting at least 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 appropriate preventive health care;
in relation to 1 or more health-related issues, with appropriate documentation.
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Al. GENERAL PRACTITIONER ATTENDANCES
TO WHICH NO OTHER ITEM APPLIES

Professional attendance bgeneral practitioner at consulting rooms (other than a service to whicl
another itemn the table applies), lasting at least 20 minutes and including any of the following th
clinically relevant:

(a) taking a detailedatient history;

(b) performing a clinical examination;

(c) arranging any necessary investigation;

(d) implementinga management plan;

(e) providing appropriate preventive health care;

for one or more healtrelated issues, with appropriate documeataéach attendance

(See paraN.0.9, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of explanatory notékiso

Category)
Fee Fee:$80.10 Benefit: 100% = $80.10
36 Extended Medicare Safety Net Cap$240.30
Professional attendance by a generattfitioner (other than attdance at consulting rooms or a
residential aged care facility or a service to which lagiottem in the table applies), lasting at least 2
minutes and including any of the following that are clinically relevant:
(a) taking adetailed patient history;
(b) performing a clinical examination;
(c) arranging any necessary investigation;
(d) implementing a management plan;
(e) providing appropriate preventive health care;
for one or more healtrelated issues, with appropriatecdimentatioran attendance ame or more
patients at one place on one occastach patient
(See para AN.0.11, AN.03, AN.0.9, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of explana|
notes to this Category)
Derived Fee:The fee for item 8, plus $29.00 divided by theimber of patients seen, up to a maximum of six
patients. For seven or more patientise fee for item 36 plus $2.30 per patient.
Fee Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichévéne lessg
37 amount
LEVEL D
Professional attendance by a general practitioner (not being a service to which any other item in this table
applies) lasting at least 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 health-related issues, with appropriate documentation.
Fee Professional attendance by a general practitioner at consulting (othves than a service to which
44 another item in the table applies), lasting at least 40 minutes and including any of the following t
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Al. GENERAL PRACTITIONER ATTENDANCES
TO WHICH NO OTHER ITEM APPLIES

clinically relevant:

(a) takng an extensive patient history;

(b) performing a clinical examination;

(c) arrangingany necessary investigation;

(d) implementing a management plan;

(e) providing appropriate preventive health care;

for one or more hetd-related issues, with apgmiate documentaticeach attendance

(See para AN.0.9, MN.1.7, AN.0.74, MN.1.8, MN.IMIN.1.3, MN.1.5, MN.1.6 of explanatory notes to this
Category)

Fee:$118.00 Benefit: 100% = $118.00
Extended Medicare Safety Net Cap$35400

Professional attetance by a general practitioner (other than attendance at consulting rooms or a
residenial aged care facility or a service to which another item in the table applies), lasting at lea
minutes and including any of the folling that are clinically releant:

(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;

for one or more healthelated isses, with appropriate documentati@am attendance on one or more
patients at one place @me occasiomach patient

(See para AN.0.11, AN.0.13, AN.0.9, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of expla
notes to this Category)

Derived Fee: The fee for item 44, plus $29.00 divided by the number of patients seen, up taraima{ six
patients. For seven or more patientise fee for item 44 plus $2.30 per patient.

Fee Extended Medicare Safety Net Cap300% of tle Derived fee for this itengr $500.00, whichever is the les
47 amount
A2. OTHER NON-REFERRED ATTENDANCES TO 1. OTHER MEDICAL PRACTITIONER
WHICH NO OTHER ITEM APPLIES ATTENDANCES

Group A2. Other Non -Referred Attendances To Which No Other Item Applie s

Subgroup 1. Other Medical Practitioner Attendances

Professional attendance at consulting roomsnigstiore than 60 minutes (other than a service to w!

any other item applies) by:

(a) a medical practitioner who is not a general practéi; or

(b) a Group A1l disqalified general practitioner

(See para AN.2.1, AN.7.2, MN.1.7, MN.1.8, AN.0.9, MN.1.A\NI.3, MN.1.5, MN.1.6 of explanatory notes to {
New Category)
151 Fee:$98.40 Benefit: 100% = $98.40
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A2. OTHER NON-REFERRED ATTENDANCES TO 1. OTHER MEDICAL PRACTITIONER
WHICH NO OTHER ITEM APPLIES ATTENDANCES

Extended Medicare Safety Net Cap$295.20

New
165

Professional attendae (other than an attendance at consulting rooms or a residential aged care
or a service to which any other item in this Schedule applies) lasting more than 60 &iantes
attendance on one or more patients at one pla@e occasiah each patienty:

(a) a medical practitioner who is not a general practitioner; or

(b) a Group Al diqualified general practitioner

(See para AN.7.2, MN.1.6, MN.1.7, AN.0.13, MN.1.8, AN.0.9, AN.0.11, MN.1.4, MN.1.3, MN.1.5 of explang
notes to this Category)

Derived Fee:An amount equal to $88.20, plus $15.50 divided by the number of patients sézia, maximum
of six patients. For seven or more patierds amount equal to $88.20 plus $0.70 per patient

Extended Medicare Safety Net @p: 300% of the Derived feef this item, or $500.00, whichever is the le
amount

CONSULTATION AT CONSULTING ROOMS
Professional attendance at consulting rooms

52

Professional attendance at consulting rooms of not more than 5 minutes in diatigorthan a servic
to which any other item applie®ach attendance, by:

(a) a medical practitioner (who is noganeral practitioner); or

(b) a Group Al disqualified general practitioner, as defined in the dictionary of the General Medi
Services Thle (GMST).

(See para AN.2.1AN.7.2, MN.1.7, MN.1.8, AN.0.9, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of explanatory notekig
Category)

Fee:$11.00 Benefit: 100% = $11.00
Extended Medicare Safety Net Cap$33.00

53

Professional attendance at consulting roofmmore than 5 minutes in dation but not more than 25
minutes (other than a service to which any other item apmash attendance, by:

(a) a medical practitioner (who is not a general practitioner); or

(b) a Group Al disqualified general practitiones,defined in the dictionaxf the General Medical
Services Table (GMST).

(See para AN.2.1, AN.7.2, MN.1.7, MN.18N.0.9, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of explanatory notes to
Category)

Fee:$21.00 Benefit: 100% = $21.00

Extended Medicare SafetyNet Cap: $63.00

54

Professioal attendance at consulting rooms of more than 25 minutes in duration but not metg th
minutes (other than a service to which any other item apid) attendance, by:

(a) a medical practitioner (who is not a generakfitioner); or

(b) a Group A disqualified general practitioner, as defined in the dictionary of the General Medic
Services Table (GMST).

(See para AN.2.1, AN.7.2, MN.1.7, MN.1.8, AN.0.9, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of explanatory notes|

Categry)
Fee:$38.00 Benefit: 100% = $38.00

Extended Medicare Safety Net Cap$114.00
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A2. OTHER NON-REFERRED ATTENDANCES TO 1. OTHER MEDICAL PRACTITIONER
WHICH NO OTHER ITEM APPLIES ATTENDANCES

Professional attendanceansulting rooms lasting more than 45 minutes, but not more than 60 m
(other than a service to which any other item applies) by:
(a) a medical practitioner whi@ not a general practitioner; or
(b) a Group A1l disqualified general practitioner

(Seepara AN.2.1, AN.7.2, MN.1.7, MN.1.8, AN.0.9, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of explanatory notes

Category)
Amend Fee:$61.00 Benefit: 100% = $61.00
57 Extended MedicareSafety 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 occasion at a place other than consulting rooms or a residential aged care facility.
Professional attendancettfer than an attendance at consulting rooms or a residential aged care f
or a service to which any other item in the table appliext)more than 5 minutes irudhtion-an
attendance on one or more patients at one place on one oeeasfopatient)y:
(a) a medical practitioner (who is not a general practitioner); or
(b) a Group Al disqualified general practitioner, as defined imditt@nary of the General Mical
Services Table (GMST).
(See para AN.7.2, MN.1.6, MN.1.7, AN.0.13, MN.1.8, AN.GA®/.0.11, MN.1.4, MN.1.3, MN.1.5 of explanaton
notes to this Category)
Derived Fee:An amount equal to $8.50, plus $15.50 divided by thaler of patients seen, upaonaximum of
six patients. For seven or more patierdé® amount equal to $8.50 plug®.per patient
Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is the
58 amount
Professional attendance (otheathan attendance at consulting rooms or a residential aged care fg
or a service tavhich any other item in the table applies) of more than 5 minutes in duration but ng
than 25 minutesin attendance on one or moreigrts at one place on onecasiorreach patient, by:
(a) a medical practitioner (who is not a general practitioer);
(b) a Group Al disqualified general practitioner, as defined in the dictionary of the General Medi
Services Table (GMST).
(See para&N.7.2, MN.1.6, MN.1.7, AN.(L.3, MN.1.8, AN.0.9, AN.0.11, MN.1.4, MN.1.3, MN.1.5 of explanato
notes to this Categgy
Derived Fee:An amount equal to $16.00, plus $17.50 divided by the number of patients seen, up to a ma|
of six patients. For sevem more patients an amount gual to $16.00 plus $.70 per patient
Extended Medicare Safety Net Cap300% of the Deried fee for this item, or $500.00, whichever is the l¢
59 amount
Professional attendance (other than an attendance at consultingoamesidential aged carecility
or a service to which any other item in the table applies) of more than 25 siimuheration but not
more than 45 minutean attendance on one or more patients at one place on one oaaagiquatient,
by:
(a) a medial practitioner (who is not general practitioner); or
(b) a Group Al disqualified general practitioner, as defindgtle dictionary of the General Medical
Services Table (GMST).
60 (See para AN.7.2, MN.1.6, MN.1.7, AN.0.13, MN.1.8, AN.0.9, AN.0.11, MN.M,1.3, MN.1.5 of explanatgr
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A2. OTHER NON-REFERRED ATTENDANCES TO 1. OTHER MEDICAL PRACTITIONER
WHICH NO OTHER ITEM APPLIES ATTENDANCES

notes to this Category)
Derived Fee:An amount equal to $35.50, plus $15.50 dividedHgynumber of patients seen, up to a maximu
of six patients. For seven or more patierds amount equal to $35.50 plus $.70 per patient

Extended Medicare Safety NetCap: 300% of the Derived fee for this item, or $500.00, whichever is the
amount

Professional attendance (other than an attendance at consulting rooms or a residential aged ca
or a service to wigch any other item in this Setlule applies) lasting more than 45 minutes but not n
than 60 minute® an attendancen one or more patients at one place on one océa®anh patient, b
(a) a medical practitioner who is not a general practitioner; or

(b) a Group Al disqualified gena practitioner

(See para AN.7.2, MN.1.6, MN.1.7, AN.0.13, MN.1.8, AN.0.9, AN.0.11, MA.MN.1.3, MN.1.5 of explanatory
notes to this Category)
Derived Fee:An amount equal to $57.50, plus $15.50 divided by the numberiehfmseen, up to a maximun

Amend of six patients. For seven or more patierss amount equal to $57.50 plus $0.70 peiepa

Fee Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is the
65 amount

A3. SPECIALIST ATTENDANCES TO WHICH NO

OTHER ITEM APPLIES

Group A3. Specialist Attendances To Which No Other Item Applies

Professional attendance at consulting rooms or hospital by a specialist in the practice of the spe
specialty after referral ahe patient to the specialisach attendance, other than a second or subse
attendance, in a single course r@atment, other than a service to which item 106, 109 or 16401 aj

(See para TN.1.4, AN.2.1, AN.40.1, AN.0.7 of explanatory notedsdCiiitegory)

Fee Fee:$95.60 Bendit: 75% =$71.70 85% = $81.30

104 Extended Medicare Safety Net Cap$286.80
Prdfessional attendance by a specialist in the practice of the specialist's specialty following refer
patient to the specialistn dtendance after the first msingle course of treatment, if that attendance
consulting rooms or hospital, @hthan a service to which item 16404 applies
(See para TN.1.4, AN.0.70, AN.2.1, AN.40.1, AN.0.7 of explanatory notes to this Category)

Fee Fee $48.05 Benefit: 75% = $36.6 85% = $40.85

105 Extended Medicare Safety Net Cap$144.15
Professional atteraghce by a specialist in the practice of the specialist's specialty of ophthalmolog
following referral of the patient to the specialkist attendance (other thasexond or subsequent
attendance in a single course of treatment) at which the onlgsgmavided is refraction testing for t
issue of a prescription for spectacles or contact lenses, if that attendance is at consuisny roo
hospital (other than service to which any of items 104, 109 and 10801 to 10816 applies)

Fee Fee:$79.30 Benefit: 75% = $59.50 85% = $67.45

106 Extended Medicare Safety Net Cap$237.90
Professional attendance by a specialist in the practitedpecialist's specialtylfowing referral of th
patient to the specialistn attendance (other than a seconsutaisequent attendance in a single cour
treatment), if that attendance is at a place other than consulting rooms or hospital

Fee Fee:$14025 Benefit: 75% = $105.20 85% = $119.25

107 Extended Medicare Safety Net Cap$420.75
Professional attendanbg a specialist in the practice of the specialist's specialty following referral
patient to the specialigach attendance aftetfirst in a single course tfeatment, if that attendance

Fee at a place other than consulting rooms or hospital

108
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A3. SPECIALIST ATTENDANCES TO WHICH NO
OTHER ITEM APPLIES

Fee $88.80 Benefit: 75% = $66.60 85% = $75.50
Extended Medicare Safety Net Cap$266.40

Professional attendance by a speciatighie practice of the spedistls specialty of ophthalmology
following referral of the patient to the speciakstattendance (other than a second or subsequent
attendance in a single course of treatment) at which a comprehensive eye examinationgipaipitli
dilation, is perforned on:

(a) a patient aged 9 years or younger; or
(b) a patient aged 14 years or youngéh developmental delay;

(other than a service to which any of items 104, 106 and 10801 to 10816 applies)

Fee Fee:$215.40 Benefit: 75% = $16155 85% = $183.10

109 Extended Medicare Safety Net Cap:$500.00
Professional attendance at consultiangms or in hospital by a specialist in the practice of the spec
specialty following referral of the patient to the specialist bgfarring practitionesan atendance after
the first attendance in a single course of treatment, if:
(a) during the iendance, the specialist determines the need to perform an operation on the patiq
had not otherwise been scheduled; and
(b) the speialist subsequently perforntise operation on the patient, on the same day; and
(c) the operation is a service to s an item in Group T8 applies; and
(d) the amount specified in the item in Group T8 as the fee for a service to which that item applig
$330.20 or more
For any paticular patient, once only on the same day

Amend i

Fee Fee:$48.05 Benefit: 75% = $36.05 85% = $485

111 Extended Medicare Safety Net Cap$144.15
Professional attendance at consulting rooms or in hospital on a day bycalnpedctitioner (the
attendng practitioner) who is a specialist or consultant physician in the practice of theiadte
practitionero6s specialty after referral of
practitioned an attendance afténe initial attendance in agyle course of treatment, if:
(a) the attending practitioner performs a scheduled Gperan the patient on the same day; and
(b) the operation is a service to which an item in Group T8 applies; and
(c) the amount specified the item in Group T8 asélfee for a service to which that item applies is
$330.20 or more; and
(d) the attendarecis unrelated to the scheduled operation; and
(e) it is considered a clinical risk to defer the attendance to a later day
For any particldr patient, once only on tlsame day

Amend

Fee (See para AN.3.1 of explanatory notes to this Category)

115 Fee:$48.05 Benefit: 75% = $36.05 85% = $40.85
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A3. SPECIALIST ATTENDANCES TO WHICH NO
OTHER ITEM APPLIES

Extended Medicare Safety Net Cap$144.15

A4. CONSULTANT PHYSICIAN ATTENDANCES
TO WHICH NO OTHER ITEM APPLIES

Group A4. Consultant P hysician Attendances To Which No Other Item Applies

Professional attendanceansulting rooms or hospital, by a consultant physician in the practice o
consultant physician's specialty (other than psychiatriguiahg referral of the patidrio the consultan
physician by a referring practitionritial attendance in a singt®urse of treatment

(See para AN.40.1, AN.0.7 of explanatory notes to this Category)

Fee Fee:$168.60 Benefit: 75% = $126.45 85% = $143.35

110 Extended Medicare Safety NeCap: $500.00
Professional attendance at consulting rooms or hospital, by al@rigphysician in the practice of thg
consultant physician's specialty (other than psychiatry) following referral of the patient tmthdtant
physician by a refeing practitionereach attendance (other than a service to which item 119 appli¢
after the first in a single course of treatment
(See para AN.0.70, AN.40.1, AN.0.7 of explanatory notes to this Category)

Fee Fee:$84.35 Benefit: 75% = $63.30 85% = $71.70

116 Extended Medicare Safety Net Cap$253.05
Professional attendance at coltisg rooms or in hospital, by a consultant physician in the practice
the consultant physician's specialty (other than psychiatrymiolp referral of the patierb the
consultant physician by a referring practitioer attendance after the firgtemdance in a single cour
of treatment, if:
(a) the attendance is not a minor attendance; and
(b) during the attendance, the consuli@mgsician determines the netedperform an operation on the
patient that had not otherwise been scheduled; and
(c) the consultant physician subsequently performs the operation on the patient, on the same dg
(d) the operation is a service to whichigem in Group T8 applies; an
(e) the amount specified in the item in Group T8 as the fee for a service to whiitarthapplies is
$330.20 or more
For any particular patient, once only on the same day

Amend i

Fee Fee:$84.35 Benefit: 75% = $63.30 85% = $71.70

117 Extended Medicare Safety Net @p: $253.05
Professional attendance at consulting rooms or hospital, by aleonqhysician in the practice of the
consultant physician's specialty (other than psychiatry) following referral of the patient tonfudtaot
physician by a refeing practitionereach minor attendance after the first in a single course of treat
(See para AN.0.21, AN.0.70, AN.40.1, AN.0.7 of explanatory notes to this Category)

Fee Fee:$48.05 Benefit: 75% = $36.05 85% = $40.85

119 Extended Medicare Safety Net Cap$144.15
Professional attendance at consulting rooms or in hospital bysal¢éant physician in the practice of
consultant physicianés specialty (ot heconstlthng

Amend physician by a erring practitioned minor attendance, if:

Fee

120 (a) during the attendance, the consultantsptign determines the need to perform an operation on
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A4. CONSULTANT PHYSICIAN ATTENDANCES
TO WHICH NO OTHER ITEM APPLIES

patient that had not otherwise been scheduled; and
(b) the consultant physiciamilssequently performs the opion on the patient, on the same day; ang
(c) the operation is a service to which amitin Group T8 applies; and

(d) the amount specified in the item in Group T8 as the fee for a service to which that itemispplig
$330.200r more

For any particular giient, once only on the same day

(See para AN.0.21 of explanatory notes to this Cayggor
Fee:$48.05 Benefit: 75% = $36.05 85% = $40.85
Extended Medicare Safety Net Cap$144.15

Professional attendance at a platiger than consulting rooms bospital, by a consultant physician if
the practice of the consultant physician's sgdgc(other than psychiatry) following referral of the
patient to the consultant physician by a referring practitiamigal attendancén a single course of
treatmet

Fee Fee:$204.50 Benefit: 75% = $153.40 85% = $173.85
122 Extended Medicare Safety Net Cap$500.00
Professional attendance at a place other than consulting rooms or hospital, by a consultant phyy
the practice ofthe consultant physician'pecialty (other than psychiatry) following referral of the
patient to the consultant psigian by a referring practitioneach attendance (other than a service tg
which item 131 applies) after the first in a single courseeaftinent
Fee Fee:$123.70 Benefit: 75% = $92.80 85% = $105.15
128 Extended Medicare Safety Net Cap$371.10
Professional attendance at a place other than consulting rooms or hospital, by a consultant phys
the practice of the consultant physitaspecialty (other than pdyiatry) following referral of the
patient to the consultant physician by a referrirgcptionereach minor attendance after the first in g
single course of treatment
(See para AN.0.21 of explanatory notes to this Category)
Fee Fee:$89.15 Benefit: 75% = $6600 85% = $75.80
131 Extended Medicare Safety Net Cap$267.45
Professional attedance by a consultant physician in the practice of the consultant physician's spg
(other than psychiatry) of at least 45 minutedunation for an initial assasient of a patient with at
least 2 morbidities (which may include complex congenitaletigpmental and behavioural disorders
following referral of the patient to the consultant physician by a referring practitioner, if:
(a) an assessment is undertaked ttovers:
(i) a comprehensive history, including psychosocial history and meaticatview; and
(i) comprehensive multi or detailed single organ system assessment; and
(iii) the formulation of differentiatliagnoses; and
(b) a consultat physician treatment and management plan of significant complexity is prepared g
provided to the referring practitioner, which involves:
Fee (i) an opinion on diagnosis and risk assessment; and
132
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A4. CONSULTANT PHYSICIAN ATTENDANCES
TO WHICH NO OTHER ITEM APPLIES

(ii) treatment optios and decisions; and
(iif) medication recommendations; and

(c) an attendance on the patient to which item 116,0r 119 applies did not take place on the sam
by the same consultant physician; and

(d) this item has not applied to an attendamté¢he patient in the precedi 12 months by the same
consultant physician

(See para AN.0.23, AN.40.1, AN.0.7 of eaphtory notes to this Category)
Fee:$294.85 Benefit: 75% = $221.15 85% = $250.65
Extended Medicare Safety Net Cap$500.00

Fee
133

Prdfessional attendance by a sohliant physician in the practice of the consultant physician's speci
(other than pgchiatry) of at least 20 minutes in duration after the first attendance in a single cour
treatment for a review of a patient with aast 2 morbidities (which magclude complex congenital,

developmental and behavioural disorders) if:

(a) a reviews undertaken that covers:
(i) review of initial presenting problems and results of diagnostic investigations; and
(i) review o responses to treatment amgdication plans initiated at time of initial consultation;
(iif) comprehensie multi or detailed single organ system assessment; and
(iv) review of original and differential diagnoses; and

(b) the modified condtant physician treatment dmanagement plan is provided to the referring
practitioner, which involves, if approate:

(i) a revised opinion on the diagnosis and risk assessment; and
(i) treatment options and decisions; and
(i) revisedmedication recommendatiors)d

(c) an attendance on the patient to which item 110, 116 or 119 applies did naataken the same d
by the same consultant physician; and

(d) item 132 applied to an attendance claimed in the preceding 12 months; and

(e) the attendance under titism is claimed by the same consultant physician who claimed item 1
locum tenensand

(f) this item has not applied more than twice in any 12 month period

(See para AN.0.23, AN.40.1, AN.0.7 of explanatory notes to taisdory)
Fee:$147.65 Benefit: 75% = $110.75 85% = $125.55
Extended Medicare Safety Net Cap$442.95

AS5. PROLONGED ATTENDANCES TO WHICH NO
OTHER ITEM APPLIES

Group Ab. Prolonged Attendances To Which No Other Item Applies
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A5. PROLONGED ATTENDANCES TO WHICH NO
OTHER ITEM APPLIES

PROLONGED PROFESSIONAL ATTENDANCE
Professional attendance (not being a service to which another item in this Category applies) on a patient
in imminent danger of death. The time period relates to the total time spent with a single patient, even if
the time spent by the practitioner is not continuous. Attendance on one patient at risk of imminent death
may be provided by one or more general practitioners, specialists or consultant physicians on the one
occasion.

Fee
160

Professional attendance by a general practitioner, sggéciaktonsultant physiciarof a period of not
less than 1 hour but less than 2 hours (other than a service toamoitier item applies) on a patient
imminent danger of death

(See para AN.0.27 of explanatory notes to this Category)
Fee:$243.85 Beneft: 75% = $182.90 100% =283.85
Extended Medicare Safety Net Cap$500.00

Fee
161

Professional attendance by engral practitioner, specialist or consultant physician for a period of 1
less than 2 hours but less than 3 hours (other than a servitech another item appliesh a patient i
imminent danger of death

(See para AN.0.27 of explanatory notes to @asegory)
Fee:$406.35 Benefit: 75% = $304.80 100% = $406.35
Extended Medicare Safety Net Cap$500.00

Fee
162

Professional attendanbg a general practitionerpacialist or consultant physician for a period of no
less than 3 hours but less thahaurs (other than a service to which another item applies) on a pat
imminent danger of death

(See para AN.0.27 of explanatory noteshis Category)
Fee:$568.6 Benefit: 75% = $426.50 100% = $568.65
Extended Medicare Safety Net Cap$500.00

Fee
163

Professional attendance by a general practitioner, specialist or consultant physician for a period
less than 4 hours but leggan 5 hours (other than argiee to which another item applies) on a patie
imminent danger of death

(See paraN.0.27 of explanatory notes to this Category)
Fee:$731.50 Benefit: 75% = $548.65 100% = $731.50
Extended Medicare Safety Net Cap$50000

Fee
164

Professional athdance by a general practitioner, specialist or consultant physician for a period o
hours or more (other than a service to which another item applies) on a patient in imminent dang
death

(See para AN.0.27 of explanagarotes to this Category)
Fee $812.75 Benefit: 75% = $609.60 100% = $812.75
Extended Medicare Safety Net Cap$500.00

A6. GROUP THERAPY

Group A6. Group Therapy

Fee
170

Professional attendance for the purpose of group therapy of not lesshtbanid duration given unde
the direct continuous supervision of a general practitioner, specialist or consuitsictgrh(other than
a consultant physician in the practice of the consultant physician's specialty of psychiatry) involy
members of a faily and persons with closesgsonal relationships with that familsach group of 2
patients

(See para AN.0.28, AN.B.of explanatory notes to this Category)
Fee:$129.40 Benefit: 75% = $97.05 100% = $129.40
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A6. GROUP THERAPY

Extended Medicare Safety Net Cap$388.20

Fee
171

Professional attendanéer the purpose of group therapy of not less than 1 hour in duration given
the drect continuous supervision of a general practitioner, specialist or consultant physician (oth
a consultant physician in the praetiof the consultant physiciarspecialty of psychiatry) involving
members of a family and persons with close perdsatationships with that famikgach group of 3
patients

(See para AN.0.28, AN.0.5 of explanatory notes to this Category)
Fee:$136.35 Benefit; 75% = $102.30 100% $136.35
Extended Medicare Safety Net Cap$409.05

Fee
172

Professional attendance fibve purpose of group therapy of not less than 1 hour in duration given
the direct continuous supervision of a general practitiopegialist or consultant physan (other than
a consultant physician in the practice of the consultant physiciataKp of psychiatry) involving
members of a family and persons with close personal relationships with that-éaoiilygroup of 4 or
morepatients

(See para AN.0.2&N.0.5 of explanatory notes to this Category)
Fee:$165.90 Benefit: 75% = $124.45 1066 = $165.90
Extended Medicare Safety Net Cap$497.70

A7. ACUPUNCTURE AND NON -SPECIALIST
PRACTITIONER ITEMS 1. ACUPUNCTURE

Group A7. Acupuncture and Non -Specialis t Practitioner ltems

Subgroup 1. Acupuncture

Professional attendance byneedical practitioner who holds endorsement of registration for acupur
with the Medical Board of Australia or is registered by then€sé Medicine Board of Austia as an
acupuncturist, at a place other than a hospital, for treatment lastingdesXtiminutes and including
any of the following that are clinically relevant:

(a) taking a patient history;

(b) performing a clinical exaimation;

(c) arranging any reessary investigation;

(d) implementing a management plan;

(e) providing appropriate pventive health care;

for one or more healtrelated issues, with appropriate documentation, at which acupuncture is
performed by the meditaractitioner by the appli¢en of stimuli on or through the skin by any meal
including any consultation on tharse occasion and another attendance on the same day related
condition for which the acupuncture is performed

(See para AN.0.29 of planatory notes to this Catay)

Fee Fee:$40.75 Benefit: 100% = $40.75

193 Extended Medicare Safety Net Cap$122.25
Professional attendance by a medical practitioner who holds endorsement of registration for acu
with the Medical Board of Austlia or is registered by théhinese Medicine Board of Australia as ar
acupuncturist, on one or more patients absgpital, for treatment lasting less than 20 minutes and

Fee including any of the following that are clinically relevant:

195
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A7. ACUPUNCTURE AND NON -SPECIALIST
PRACTITIONER ITEMS 1. ACUPUNCTURE

(a) taking a patientistory;

(b) performing a clircal examination;

(c) arranging any necessary investigation;

(d) implementing a managemteplan;

(e) providing appropriate preventive health care;

for one or more healtrelated issues, with appropriate documentation, at wagapuncture is
performed byltie medical practitioner by the application of stimuli on or through the skin by anysp
including any consultation on the same occasion and another attendance on the same day relat
condition for which the acupunctiis performed

(See para AN.Q29 of explanatory notes to this Category)

Derived Fee:The fee for item 193, plus $2®.@livided by the number of patients seen, up to a maximum of
patients. For seven or more patientise fee for item 193 plus $2.25 petient.

Extended Medicare Sfety Net Cap: 300% of the Derived fee for this item, or $500.00, whichever is ther
amount

Fee
197

Professional attendance by a medical practitioner who holds endorsement of registration for acy
with the MedicaBoard of Australia or is regiered by the Chinese Medicine Board of Australia as
acupuncturist, at a place ottltean a hospital, for treatment lasting at least 20 minutes and includin]
of the following that are clinically relevant:

(a) taking a dwiled patient history;

(b) performing a clinical examination;

(c) arranging any necessary investigation;

(d) implementing a management plan;

(e) providing appropriate preventive health care;

for one or more healtrelated issues, with appropriate docunagion, at which acupuncture i
performed by the medical practitioner by the application of stimuli on or througtkithéy any meang
including any consultation on the same occasion and another attendance on the same day relat
condition for whit the acupuncture is perforohe

(See para AN.0.29 of explanatory notes to this Category)
Fee:$78.95 Benefit: 100% = ¥8.95
Extended Medicare Safety Net Cap$236.85

Fee
199

Professional attendance by a medical practitioner who holds endorsement ddittegifir acupunctur,
with the Medical Board of Australia or is registered by the Chinese Medicine Board of Auasalia
acupuncturist, at a place other than a hospital, for treatment lasting at least 40 minutes and incly
of the following that ee clinically relevant:

(a) king an extensive patient history;
(b) performing a clinical examination;

(c) arrangingany necessary investigation;
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A7. ACUPUNCTURE AND NON -SPECIALIST
PRACTITIONER ITEMS 1. ACUPUNCTURE

(d) implementing a management plan;
(e) providing appropriate preventive health care;

for one or more healtrelated issues, with approgie documentation, at which acupuncture is
performed by the medical practitioner by #gplication of stimuli on or through the skin by any me
including any consultation on the same occasion and another attendanceasnéluayg related to the
condiion for which the acupuncture is performed

(See para AN.0.29 of explanatory notes ts thategory)
Fee:$116.20 Benefit: 100% = $116.20

Extended Medicare Safety Net Cap$348.60

A7. ACUPUNCTURE AND NON -SPECIALIST ATTENDANCE TO WHICH NO OTHER ITEM
PRACTITIONER ITEMS APPLIES

2. PRESCRIBED MEDICAL PRACTITIONER

Group A7. Acupuncture and No n-Specialist Practitioner Iltems

Subgroup 2. Prescribed medical practitioner attendance to which no other item applies

Professional attendance ansalting rooms lasting not more than 5 minutes (other than a service {
which any otheitem applies) by a prescribed medical practitioner in an eligibléageah attendance

(See para GN.7.17, AN.7.1, AN.7.2, MN.1.7, MN.1.8y.8.9, MN.1.4, MN.1.5, MN.1.®f explanatory notes to

Amend thIS Category)
Fee Fee:$15.15 Benefit: 100% = $15.15
179 Extended Medicare Safety Net Cap$45.45
Professional attendance (other than an attendance at consulting rooms or a residential tagdlityca
or a service to wich any other item applies) lasting not more than 5 midutasattendance on one o
morepatients at one place on one occasion by a prescribed medical practitioner in an elighbkaah
patient
(See para GN.7.17, AN.7.1, ANZ/ MN.1.6, MN.1.7, MN.1.8, N.0.9, AN.0.11, MN.1.4, MN.1.5 of explanatory
notes to this Category)
Derived Fee:The fee for item 179, plus $23.20 divided by the number of patients seen, up to a maximum
Amend patients. For seven or more patientise feefor item 179 plus $1.85 pegaent.
Fee Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $300, whichever is the lesg
181 amount
Professional attendance at consulting rooms lasting more than 5 minutes but not maEerttiautes
(other than a sgice to which any other item applies) by a prescribed medical practitioner in areel
ared each attendance
(See para GN.7.17, AN.7.1, AN.7.2, MN.1.7, MN.1.8, AN.0.9, MN.1.5, MN.1.6 of explanatory notes to this
Amend  |Category)
Fee Fee: $33.10 Benefit: 100% = $3310
185 Extended Medicare Safety Net Cap$99.30
Professional attendance (ettthan an attendance at consulting rooms or a residential aged care f
or a service to which any other item applies) lasting mame thminutes but not more tha5
minute® an attendance on one or more patients at one place on one occasionduyilagorenedical
practitioner in an eligible aréaeach patient
(See para GN.7.17, AN.7.1, AN.7.2, MN.1.6, MN.1.7, MN.1.8, AN.0.9, AN.0.14,1Mt, MN.1.5 of explanatory
Amend notes to this Category)
Fee Derived Fee:The fee for item 185, plus $23.20 divided by thenber of patients seen, up to a maximum of si
187 patients. For seven or more patientise fee for item 185 plus $1.85 per patient.
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A7. ACUPUNCTURE AND NON -SPECIALIST ATTENDANCE TO WHICH NO OTHER ITEM
PRACTITIONER ITEMS APPLIES

2. PRESCRIBED MEDICAL PRACTITIONER

Extended Medicare Safety Net Cap:300%o0f the Derived fee for this item, or $500.00, whichever is the |
amount

Professional attendance at consulting rooms lasting more than 25 minutes but not more than 45
(other than a service to whichyaother applies) by a presised medical practitioner in an eligible
ared® each attendance

(See para GN.7.17, AN.7.AN.7.2, MN.1.7, MN.1.8, AN.0.9, MN.1.4, MN.1.5, MN.1.6 of explanatory notes t

Amend this Category)
Fee Fee:$64.10 Benefit: 100% = $64.10
189 Extended Medicare Safety Net Cap:$19230
Professional attendance (other than an attendance at consultingoroamesidential aged care facility
or a service to which any other item applies) lasting more than 25 minutes but not more than 45
minutesd an attendance on one or ra@atients at one place on one occasion by a prescribed med
practitioner in an eligile ared each patient
(See para GN.7.17, AN.7.1, AN.7.2, MN.1.6, MN.1.7, MN.1.8, AN.0.9, AN.0.11, MN.1.4, MN.1.5 of explang
notes to tis Category)
Derived Fee:Thefee for item 189, plus $23.20 divided by the number of patients seen, up to a maxisium
Amend patients. For seven or more patientise fee for item 189 plus $1.85 per patient.
Fee Extended Medicare Safety Net Cap300% of the Ddved fee for this item, or $8.00, whichever is the lesg
191 amount
Professional attendance at consigtrooms lasting more than 45 minutes but not more than 60 mir
(other than a service to which any other item applies) by a prescribdidahpractitioner in an gible
ared® each attendance
(See para GN.7.17, AN.7.1, AN.7.2, MN.1.6, MN.1.7, MN.1.8,.88, MN.1.4, MN.1.5 of explanatory notes to
Amend thIS Category)
Fee Fee:$94.40 Benefit: 100% = $94.40
203 Extended Medicare Safety Net Cap$283.20
Professional athdance (other than an attendance at consulting rooms or a residential aged care
or a service to which any other item applies) lasting more than 45 minutes but not more than 60
minute® an attendance on one or more @ats at one place on one ogoa by a prescribed medical
practitioner in an eligible ar@aeach patient
(See para GN.17, AN.7.1, AN.7.2, MN.1.6, MN.1.7, MN.1.8, AN.0.9, AN.0.11, MN.1.4, MN.1.5 of explanat
notes to this Category)
Derived Fee:The fee br item 203, plus $23.20 didéd by the number of patients seen, up to a maximum of
Amend patients. For seven or moratjents- the fee for item 203 plus $1.85 per patient.
Fee Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.8®jchever is the less
206 amount
Professional attendance at consulting rooms lasting more than 60 minbtggi{ah a service to whic
any other item in this Schedule applies) by a prescribed medical practitioner in an eligibleacha
attendane
(See para AN.7.2, AN.7.GN.7.17, MN.1.6, MN.1.7, MN.1.8, AN.0.9, MN.1.4, MN.1.5 of explanatory notes {
this Caegory)
New Fee:$152.95 Benefit: 100% = $152.95
301 Extended Medicare Safety Net Cap$458.85
Professional attendance (other than an déteoe at consulting rooms aresidential aged care facility
or a service to which any other item applies) lastimgerthan 60 minutésan attendance on one or
more patients at one place on one occasion by a prescribed medical practitioner in arasdigitdach
New patient
303
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A7. ACUP
PRACTITI

2. PRESCRIBED MEDICAL PRACTITIONER
UNCTURE AND NON -SPECIALIST ATTENDANCE TO WHICH NO OTHER ITEM
ONER ITEMS APPLIES

(See para A.7.1, AN.7.2, GN.7.17, MN.1.6, MN.1.7, MN.1.8, AN.0.9, AN.0.11, MN.1.4, MN.1.5 of exqlary
notes to this Category)

Derived Fee:The fee for item 301, plus $23.20 divided by the number of patients seen, up to a maximum
patients. For seven or mgpetients- the fee for item 301 plus $1.85 per patient.

Extended Medicare Safety Net Cp: 300% of the Derived fee for this item, or $500.00, whichever is the
amount

A7. ACUP
PRACTITI

3. PRESCRIBED MEDICAL PRACT ITIONER
UNCTURE AND NON -SPECIALIST PROLONGED ATTENDANCES TO WHICH NO
ONER ITEMS OTHER ITEM APPLIES

Group A7. Acupuncture a nd Non -Specialist Practitioner ltems

Subgroup 3. Prescribed medical practitioner prolonged attendances to which no other item applies

Professionaéttendance by a prescribed medical practitioner for a period of not less than onethoy
less than 2 hours (other than a service to which another item applies) on a patient in imminent d
death

Amend (See para AN.7.1, AN.7 &f explanatory notes to thategory)

Fee Fee:$195.10 Benefit: 75% = $146.35 100% = $195.10

214 Extended Medicare Safey Net Cap: $500.00
Professional attendance by a prescribed medical practitioner for a period of not less than 2 hag|
than 3 hours (other thansarvice to which another item applies) on a patient in imminent danger g
death

Amend (See pea AN.7.1, AN.7.3 of explanatory notes to this Category)

Fee Fee:$325.10 Benefit: 75% = $243.85 100% = $325.10

215 Extended Medicare Safety NetCap: $500.00
Professional attendance by a prescribed medical practitioner for a period of noafe8shiburs but leg
than 4 hours (other than a service to which another item applies) on a patient in imminent dange
death

Amend (See para AN.1, AN.7.3 of explanatoryates to this Category)

Fee Fee:$454.90 Benefit: 75% = $341.20 100% = $454.90

218 Extended Mdlicare Safety Net Cap:$500.00
Professional attendance by a prescribed medical practitioner for a period of not leskdbenbut les
than 5 hoursdther than a service to which another item applies) on a patient in imminent danger
death

Amend (See para AN.7.1, AN.7.3 of explanatory notes to this Category)

Fee Fee:$585.20 Benefit: 75% = $438.90 100% = $585.20

219 Extended Medicare Safety Net Cap$500.00
Professional attendance by a prescribed medical practitioner for a peidwofs or more (other thar
service to which another item applies) on a patient in imminent danger of death

Amend (See para AN.7.1, AN.7.3 aeiplanatory notes to this Ggbry)

Fee Fee:$650.20 Benefit: 75% = $487.65 100% = $650.20

220 Extended Medicare Safety NeCap: $500.00

A7. ACUPUNCTURE AND NON -SPECIALIST 4. PRESCRIBED MEDICAL PRACTITIONER

PRACTITIONER ITEMS GROUP THERAPY

Group A7. Acupu ncture and Non -Specialist Pra ctitioner Items
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A7. ACUPUNCTURE AND NON -SPECIALIST 4. PRESCRIBED MEDICAL PRACTITIONER
PRACTITIONER ITEMS GROUP THERAPY
Subgroup 4. Prescribed medical practitioner group therapy

Professional attendance for the purpose of Group therapy lasting at least one hour given under
continuous supervision @f prescribed medical practitier, involving members of a family and persg
with close personal relationships wittat familyd each Group of 2 patients

Amend (See para AN.7.1, AN.7.4 of explanatory notes to this Category)

Fee Fee:$103.50 Benefit: 75% = $77.65 0% = $103.50

221 Extended Medica e Safety Net Cap$310.50
Professional attendance for the purpose ouBitherapy lasting at least one hour given under the d
continuous supervision of a prescribed medical practitioner, involving mewibafsmily and person
with close personal relationships with that fandilgach Group of 3 patients

Amend (See para AN.7.1AN.7.4 of explanatory notes to this Category)

Fee Fee:$109.10 Benefit: 75% = $81.85 100% = $109.10

222 Extended Medicare Safety Net Cap$32730
Professionbattendance for the purpose of Group therapy lasting at least one hour given uiétecth
continuous supervision of a prescribed medical practitioner, involving members of a family and
with close personal relatiohigps with that family each Goup of 4 or more patients

Amend (See para AN.7.1, AN.7.4 of explanatory notes to this Catg¢gory

Fee Fee:$132.70 Benefit: 75% = $99.55 100% = $132.70

223 Extended Medicare Safety Net Cap$398.10

A7. ACUPUNCTURE AND NON -SPECIALIST 5. PRESCRIBED MEDICAL PRACTITIONER

PRACTITIONER ITEMS HEALTH ASSESSMENTS
Group A7. Acupuncture and Non -Specialist Prac titioner Items

Subgroup 5. Prescribed medical practitioner health assessments

Professional attendance on a patient vgh®0 years of age or ovéar a heart health assessment by
amedical practitioner at consulting rooirfugher than apecialist or consultant physician) lasting at |
20 minutes and including:
(a) collection of relevant information, including takingatient history; and
(b) a baic physical examination, which must include recording blood pressure and cholestérol; a
(c) initiating interventions and referrals as indicated; and
(d) implementing a management plan; and
(e) providing the patient with prentative health care advicadainformation.

Amend (See para AN.14.2 of explanatory notes to this Category)

Eee Fee:$64.10 Benefit: 100% = $64.10

177 Extended Medicare Safety Net Cap$192.30
Professional attendance by a prescribed medical practitiopertorm a brief health asseent, lastin
not more than 30 minutes and including:
(a) collection of relevant infanation, including taking a patient history; and
(b) a basic physical examination; and
(c) initiating interventions and referrals as indéexhtand

Amend (d) providing the paént with preventive health care advice and information

Fee

224 (See para AN.7.1, AN.7.5, AN.7.8N.7.7, AN.7.8, AN.7.9, AN.7.10, AN.7.11, AN.7.12 of explanatory notes
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A7. ACUPUNCTURE AND NON -SPECIALIST 5. PRESCRIBED MEDICAL PRACTITIONER

PRACTITIONER ITEMS HEALTH ASSESSMENTS
this Category)
Fee:$52.25 Benefit: 100% = $52.25
Extended Medicare Safety Net Cap$156.75
Professional attendance by a prescribed medical practitioner to perfdamdard health assessment
lasting more than 30 minutes but less than 45 minutes, including:
(a) detailed information collection, includj taking a patient historgnd
(b) an extensive physical examination; and
(c) initiating interventions and refersaas indicated; and
(d) providing a preventive health care strategy for the patient
(See para AN.7.1, AN.7.5, AN.7.6, AN.7.7, AN.7.8, AN,7AN.7.10, AN.7.11, AN.7.12f explanatory notes to
Amend this Category)
Fee Fee:$121.45 Benefit: 100% = $121.45
225 Extended Medcare Safety Net Cap:$364.35
Professional attendance by a prescribed medical practitioner to perform a long health asskessimg
at least 45 mines but less than 60 minutes, including:
(a) comprehensive information collection, indlugltaking a patient history; and
(b) an extensive examination of the patient
(c) initiatinginterventions and referraés indicated; and
(d) providing a basic preventive health care management plan foatibetp
(See para AN.7.1, AN.7.5, AN.7.6, AN.7.7, AN.7.8, AN.7.9, AN.7.10, AN.7.11, AN.7.12 of explanatory notg
Amend this Category)
Fee Fee:$16755 Benefit: 100% = $167.55
226 Extended Medicare Safety Net Cap$500.00
Professional attendance by agmeébed medical practitioner to perform a prolonged health assessr
lasting at least 60 minutes, including:
(a) comprehensive informatiacollection, including takiga patient history; and
(b) an extensive exami nat i,andphgsical psichologicaltandeaci
function; and
(c) initiating interventions and referrals as indicated; and
(d) providing a compreimsive preventive health carenagement plan for the patient
(See para AN.7.1, AN.7.5, AN.7.6, AN.7.7, AN.7.8, AN,7AN.7.10, AN.7.11, AN.7.12 of explanatory notes tq
Amend this Category)
Fee Fee:$236.70 Benefit: 100% = $236.70
227 Extended Medicare Safety Net Cap$500.00
Profesional attendance by a prescribed medical practitioner at consulting rooms or in atpé&adban
a hospital or a residential aged care facility, for a health assessment of a patient who is of Abori
Torres Strait Islader desce#t applicable not rore than once in a 9 month period and only if the
following items are not applicable \ih the same 9 month period:
(a) item 715;
(b) item 92004 or 92011 of the Telehealth and Telephone Determination
Amend (See para AN.7.1, AN.7.13N.7.14, AN.7.15, AN.7.16 oéxplanatory notes to this Category)
Fee Fee:$186.90 Benefit: 100% = $186.90
228 Extended Medicare Safety Net Cap:$500.00
6. PRESCRIBED MEDICAL PRACTITIONER
MANAGEMENT PLANS, TE AM CARE
A7. ACUPUNCTURE AND NON -SPECIALIST ARRANGEMENTS AND MULT IDISCIPLINARY
PRACTITIONER ITEMS CARE PLANS AND CASE CONFERENCES

Group A7. Acupuncture and Non -Speciali st Practitioner ltems
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A7. ACUPUNCTURE AND NON -SPECIALIST ARRANGEMENTS AND MULT IDISCIPLINARY
PRACTITIONER ITEMS CARE PLANS AND CASE CONFERENCES

6. PRESCRIBED MEDICAL PRACTITIONER
MANAGEMENT PLANS, TE AM CARE

Subgroup 6. Prescribed medical practitioner management plans, team care arrangements and
multidisciplinary care plans and case conferences

Amend
Fee
229

Attendance by a prescribed medical practitioner, for preparation of asB&y@ment plan for a patie
(other than a service associated with a service to which any of items 235 to 240 and 735 to 758

(See pea AN.7.1, AN.7.17 of explantiary notes to this Category)
Fee:$127.05 Benefit: 75% = $95.30 100% = $127.05
Extended Medicare Safety Net Cap$381.15

Amend
Fee
230

Attendance by a prescribed medical practitioner, to coordinate the development oteam ¢
arrangements for a patigfother than a service associated with a service to which any of items 23
240 and 385 to 758 apply)

(See para AN.7.1, AN.7.17 of explanatory notes to this Category)
Fee:$100.70 Benefit: 75% = $75.55 100% = $100.70
Extended Medicare Safety Net Cap$302.10

Amend
Fee
231

Either:

(a) contribution to a multidisciplinary care plan, fopatient, prepared by another provider; or

(b) contribution to a review of a multidisciplinary care plan, for a patient, prepared by rapathiger;
by a prescribed vdical practitioner, other than a service associated with a service to which any
235 to 240 and 735 to 758 apply

(See para AN.7.1, AN.7.17 of explanatory notes to this Category)
Fee:$62.00 Benefit: 75% = $46.50 10® = $62.00
Extended MedicareSafety Net Cap:$186.00

Amend
Fee
232

Either:
(a) contribution to a multidisciplinaryace plan, for a patient in a residential aged care facility, prep|
by that facility, or contribution to a review of a multidisciplinaxgre plan, for a patient, prared by
such a facility; or

(b) contribution to a multidisciplinary care plan, for dieat, prepared by another provider before th
patient is discharged from a hospital or contribution to a review of a multidisciplinaryplzar, for a
patient, prepad by another provider;

by a prescribed medical practitioner, other than a serviceiasmbevith a service to which any of iter
235 to 240 and 735 to 758 apply

(See para AN.7.1, AN.7.17 of explanatory notes to this Category)
Fee:$62.00 Benefit: 75% = $16.50 100% = $62.00
Extended Medicare Safety Net Cap$186.00

Amend
Fee
233

Attendarte by a prescribed medical practitioner:

(a) to review a GP management plan prepared by a medical practitioner (or an associated medi
practitioner); or

(b) to coordiate a review of team care arrangements which have been coordinated by the mediq
practtioner (or the associated medical practitioner)

(See para AN.7.1, AN.7.17 of explanatory notes to this Category)
Fee:$63.45 Benefit: 75%= $47.60 100% = $63.45
Extended Medicare Safety Net Cap$190.35

Amend
Fee
235

Attendance by a prescribed medipadctitioner, as a member of a multidisciplinary case conferenc
team, to organise and coordinate:
(a) a community case conference; or

(b) a multidisciplinary case cdarence in a residential aged care facility; or
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A7. ACUPUNCTURE AND NON -SPECIALIST ARRANGEMENTS AND MULT IDISCIPLINARY
PRACTITIONER ITEMS CARE PLANS AND CASE CONFERENCES

6. PRESCRIBED MEDICAL PRACTITIONER
MANAGEMENT PLANS, TE AM CARE

(c) a multidisciplinary discharge casenéerence;
if the conference lasts for at least 15 minutes but less than 20 minutes, other than a service ass
with a service to whit any of items 229 to 233 a@1 to 732 apply

(See para AN.7.1, AN.7.27 of explanatory notes to this Category)
Fee:$62.30 Benefit: 75% = $46.75 100% = $62.30
Extended Medicare Safety Net Cap$186.90

Amend
Fee
236

Attendance by a prescribed medicedgtitioner, as a member ofaultidisciplinary case conference
team, to organise and coordinate:

(a) a community casconference; or

(b) a multidisciplinary case conference in a residential aged care facility; or

(c) a multidisciplinary discharge case &emence;

if the conference ks for at least 20 minutes but less than 40 minutes, other than a service assog
with a service to which any of items 229 to 233 and 721 to 732 apply

(See para AN.7.1, AN.7.27 of explanatory notes to this Category)
Fee:$106.50 Benefit: 75% = $79.90 100% = $106.50
Extended Medicare Safety Net Cap$319.50

Amend
Fee
237

Attendance by prescribed medical practitioner, as a member of a multidisciplinary case confere
team, to organise and coordinate:

(a) a community casconference; or

(b) a multidsciplinary case conference in a residential aged care facility; or

(c) a multidisciplirary discharge case conference;

if the conference lasts at least 40 minutes, other than a service associated with a service to whig
items 229 to 233 and 721 t8Z apply

(See para AN.7.1, AN.7.27 of explanatory notes to this Category)
Fee:$177.50 Benefit: 75% = $133.15 100% = $177.50
Extended Medicare Safety Net Cap$500.00

Amend
Fee
238

Attendance by a prescribed medical préatier, as a member of a mdisciplinary case conference
team, to participate in:

(a) a community case conference; o

(b) a multidisciplinary case conference in a residential aged care facility; or

(c) a multidisciplinary discharge case conference;

if the conference lasts for at l¢add minutes but less than 20 minutes, other than a service associg
with a service tavhich any of items 229 to 233 and 721 to 732 apply

(See para AN.7.1, AN.7.27 of explanatory notes to this Category)
Fee:$45.75 Benefit: 75% = $34.35 100% = $45.75
Extended Medicare Safety Net Cap$137.25

Amend
Fee
239

Attendance by a prescribed meali practitioner, as a member of a multidisciplinary case conferend
team, to participate in:

(a) a community case conference; or

(b) a mutidisciplinary case conferendn a residential aged care facility; or

(c) a multidisciplinary discharge case confere;

if the conference lasts for at least 20 minutes but less than 40 minutes, other than a service ass
with a service to any of itas 229 to 233 and 721 to 73@ply

(See para AN.7.1, AN.7.27 of explanatory notes to this Category)
Fee:$78.40 Beneit: 75% = $58.80 100% = $78.40
Extended Medicare Safety Net Cap$235.20
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A7. ACUPUNCTURE AND NON -SPECIALIST ARRANGEMENTS AND MULT IDISCIPLINARY
PRACTITIONER ITEMS CARE PLANS AND CASE CONFERENCES

6. PRESCRIBED MEDICAL PRACTITIONER
MANAGEMENT PLANS, TE AM CARE

Attendance by a prescribed medical practitioasra member of a multidistipary case conference
team, to participate in:

(a) a community case conference; or

(b) a multidisciplinary case conference in a residential aged care facility; or

(c) a multidisciplinary discharge case conference;

if the confeence lasts for at least 40mates, other than a service associated with a service to whig
of items 229 to 233nd 721 to 732 apply

Amend (See para AN.7.1, AN.7.27 of explanatory notes to this Category)

Fee Fee:$130.50 Benefit: 75% = $97.90 100% = $130.50

240 Extended Medicare Safety NeCap: $391.50
Attendance by a prescribed medical practitioner, as a mawhberase conference team, to lead and
coordinate a multidisciplinary case conference on a patient with cancer, to develop a multidiscip
treatment plan, if thease conference lasts at least 10 minutes, with a multidisciplinary team of at
other medical practitioners from different areas of medical practice (which may include general
practice), and, in addition, allied healtfopiders

Amend (See para AN.7.1, AN.27 of explanatory notes to this Category)

Fee Fee:$61.00 Benefit: 75% = $45.75 100% $61.00

243 Extended Medicare Safety Net Cap$183.00
Attendance by a prescribed medical practitioner, as a member of a casmeigoatteam, to participatg
a multidisciplinary case conference on a patient with cancer, to develop a muliitksgifreatment
plan, if the case conference lasts at least 10 minutes, with a multidisciplinary team of at least 4 1
practitionerdrom different areas of medicpractice (which may include general practice), and, in
addition, allied health provets

Amend (See para AN.7.1, AN.7.27 of explanatory notes to this Category)

Fee Fee:$28.45 Benefit: 75% = $21.35 100% = $28.45

244 Extended Medicare Sifety Net Cap:$85.35
Attendance by a prescribed medical practitioner, as a member of a multidessigase conference
team, to organise and coordinate a mental health case conference if the conference lasts for at
minutes, butdr less than 20 minutes

Amend (Seepara AN.7.32 of explanatory notes to this Category)

Fee Fee:$62.30 Benefit: 75% = $46.75 100% = $62.30

969 Extended Medicare Safety Net Cap$186.90
Attendance by a prescribed medical practitioner, as a member wfidisciplinary case confenee
team, to organise and coordinate a mental health case conference if the cordsterioeat least 20
minutes, but for less than 40 minutes

Amend (See para AN.7.32 of explanatory notes to this Category)

Fee Fee:$106.50 Benefit: 75% = $79.90 100% = $106.50

971 Extended Medicare Safety Net Cap$319.50
Attendance by a prescribed nieal practitioner, as a member of a multidisciplinary case conferend
team, to organise and coordinate a mental health case conferdreedhference lasts for abt 40
minutes

Amend (See para AN.7.32 of explanatory notes to this Category)

Fee Fee:$177.55 Benefit: 75% = $133.20 100% = $177.55

972 Extended Medicare Safety Net Cap$500.00

Amend Attendance by a prescribed medical praatiéio as a member of a muldiplinary case conference
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A7. ACUPUNCTURE AND NON -SPECIALIST ARRANGEMENTS AND MULT IDISCIPLINARY
PRACTITIONER ITEMS CARE PLANS AND CASE CONFERENCES
Fee team, to participate in a mental health case conference dotfiference lasts for at least 15 minutes,
973 for less than 20 minutes
(See para AN.7.32 of explanatory notes to this Category)
Fee:$4575 Benefit: 75% = $34.35 0% = $45.75
Extended Medicare Safety Net Cap$137.25
Attendance by a piscribed medical practitioner, as a member of a multidisciplinary case conferel
team, to participate in a mental health case conferétive conference lasts for lalast 20 minutes, bu
for less than 40 minutes
Amend (See para AN.7.32 of explanatory notesttis Category)
Fee Fee:$78.40 Benefit: 75% = $58.80 100% = $78.40
975 Extended Medicare Safety Net Cap$235.20
Attendance by prescribed medical practitier, as a member of a multidisciplinary case conferenc
team, to participate in a mehteealth case conference if the conference lasts for at leasind@es
Amend (See para AN.7.32 of explanatory notes to this Category)
Fee Fee:$13050 Benefit: 75% = $97.90 100% = $130.50
986 Extended Medicare Safety Net Cap$391.50
7. PRESCRIBED MEDICAL PRACTITIONER
A7. ACUPUNCTURE AND NON -SPECIALIST DOMICILIARY AND RESIDENTIAL MEDICATION
PRACTITIONER ITEMS MANAGEMENT REVIEW
Group A7. Acupunct ure and Non -Specialist Practi tioner ltems
Subgroup 7. Prescribed medical practitioner domiciliary and residential medication management review
Participation by a prescribed medical practitioner in a Domiciliary Medication ManagemgatiRe
(DMMR) for a patient livng in a community setting, in which the prescribed medical practitioner,
thepatmt 6 s consent :
(a) assesses the patient as:
() having a chronic medical condition or a complex medication regimen; and
(i) nothavingthepat i ent 6 s t heeandpeuti c goals m
(b) following that assessment:
(i) refers the patient to a community pharmacwemlaccredited pharmacist for the DMMR; and
(i) provides relevant clinical information required for the DMMR; and
(c) discusses with theviewing pharmacist the ressiof the DMMR including suggested medication
management strategies; and
(d) develops avritten medication management plan following discussion with the patient; and
(e) provides the written medication management plan to a coiityrpharmacy chosen by tipatient
For any particular patie@tapplicable not more than once in each 12 month pgeaiod only if item 90
does not apply in the same 12 month period,
conditionor medication regimen requig a new DMMR
Amend (See para AN.7.1, AN.7.18 of explanatory notes to this Category)
Eee Fee:$136.35 Benefit: 100% = $136.35
245 Extended Medicare Safety Net Cap$409.05
Participation by a prescribed medical practitionea ir@sidential medication magement review
Amend (RMMR) for a patient who is a permanent resident of a residential agedacilityd other than an
Fee RMMR for a resident in relation to whom, in the preceding 12 months, this item or item 903 has
249 unless tiere has been a significantchge i n t he resi dentds medic
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plan requiring a new RMR

(See para AN.7.1, AN.7.18 of explanatory notes to this Category)

Fee:$93.35 Benefit: 100% = $93.35

Extended Medicare Safety Net Cap$280.05
A7. ACUPUNCTURE AND NON-SPECIALIST 9. PRESCRIBED MEDICAL PRACTITIONER
PRACTITIONER ITEMS MENTAL HEALTH CARE

Group A7. Acupuncture and Non -Specialist Practitioner Iltems

Subgroup 9. Prescribed medical practitioner mental health care

Professional attendae by a prescribed medical practitioner (who has not undertaken mental hea
skills training), lasting at least 20 minutes but less than 40 minutes, for the preparation of a GP
health treatment plan for a patient

Amend (Seepara AN.7.1, AN.7.22 of expiatory notes to this Category)

Fee Fee:$63.15 Benefit: 75% = $47.40 100% = $63.15

272 Extended Medicare Safety Net Cap$189.45
Professional attendance by a prescribed medical practitioner (who has not undertakéhenth
skills training),lasting at least 40 minutes, for the preparation of a GP mental health treatment gl
patient

Amend (See para AN.7.22, AN.7.1 of explanatory notes to this Category)

Fee Fee:$92.95 Benefit: 75% = $69.75 100% = $92.95

276 Extended Mdlicare Safety Net Cap:$278.&
Professional attendance by a prescribed medical practitioner to:
(a) review a GP mental health treatment plan which a medical practitioner, or an associated meg
practitioner, has prepared; or
(b) to reviewa Psychiatrist Assessment avldnagement Plan

Amend (See para AN.7.22, AN.7.1 of explanatory notes to this Category)

Fee Fee:$63.15 Benefit: 75% = $47.40 100% = $63.15

277 Extended Medicare Safety Net Cap$189.45
Professional attendance by a presadilnedical practitioner, irelation to a mental disorder, lasting a|
least 20 minutes and involving:
(a) taking relgant history and identifying the presenting problem (to the extent not previously rec
and
(b) providing treatment and advice; and
(c) if appropriate, referral foother services or treatments; and
(d) documenting the outcomes of the consultation

Amend (See para AN.7.22, AN.7.1 of explanatory notes to this Category)

Fee Fee:$63.15 Benefit: 75% = $47.40 100% = $63.15

279 Extended Medicare Safety Mt Cap: $189.45
Professional attendance by a prescribed medical practitioner (who has undertakéheaghtakills
training), lasting at least 20 minutes but less than 40 minutes, for the preparation of a GP menta
treatment plandr a patient

Amend (See para AN.72 AN.7.1 of explanatory notes to this Category)

Fee Fee:$80.15 Benefit: 75% = $60.15 1% = $80.15

281 Extended Medicare Safety Net Cap$240.45

Amend Professional attendance by a prescribed medical practitioner (whmtiagaken mental health dkil
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A7. ACUPUNCTURE AND NON-SPECIALIST 9. PRESCRIBED MEDICAL PRACTITIONER
PRACTITIONER ITEMS MENTAL HEALTH CARE

Fee

training), lasting at least 40 minutes, for the preparation of a GP mental hegatithetné plan for a

282 patient
(See para AN.7.22, AN.7.1 of explanatory notes to this Category)
Fee:$118.10 Benefit: 75% = $88.60 100% = $&1.0
Extended Medicare SafetyNet Cap: $354.30
Professional attendance at consulting rooms by a jipesomedical practitioner, registered with the
Chief Executive Medicare as meeting the credentialling requirements for provision ofiis:se
(a) for providing focssed psychological strategies for mental disorders that have been assessed
medicalpractitioner; and
(b) lasting at least 30 minutes but less than 40 minutes
Amend (See para AN.7.23, AN.7.1 of explanatory notes to this Category)
Fee Fee:$81.70 Benefit: 100% =$81.70
283 Extended Medicare Safety Net Cap$245.10
Professional attendaneg a place other than consulting rooms by a prescribed medical practitiong
registered with the Chief Executive Medicare as meeting ggeatialling requirements farovision of
this service:
(a) for providing focussed psychological strategies for alefisorders that have been assessed by
medical practitioner; and
(b) lasting at least 30 minutes but less than 40 minutes
(See para AN.23, AN.7.1 of explanatory ies to this Category)
Derived Fee:The fee for item 283, plus $22.90 divided by the nendf patients seen, up to a maximum of si
Amend patients. For seven or more patientise fee for item 283 plus $1.80 per patient.
Fee Extended Medicare Safety Net Cap:300% d the Derived fee for this item, or $500.00, whichever is the |
285 amount
Professional attendance at consulting rooms by a prescribed medical practitioner, registered wit
Chief Executive Medicare as megjithe credentialling requiresnts for provision of this service:
(a) for providing focussed psychological strateda¥snental disorders that have been assessed by
medical practitioner; and
(b) lasting at least 40 minutes
Amend (See para AN.7.23, AN.7.1 of glanatory notes to this Catay)
Fee Fee:$116.90 Benefit: 100% = $116.90
286 Extended Medicare Safety Net Cap$350.70
Professional attendance at a place other than consulting rooms by a prescribed medical practiti
registered with the Chief¥ecutive Medicare as meetitige credentialling requirements for provisior
this service:
(a) for providing focussk psychological strategies for mental disorders that have been assessed
medical practitioner; and
(b) lasting at least 40 minutes
(Seepara AN.7.23, AN.7.1 of exphatory notes to this Category)
Derived Fee:The fee for item 286, plus $22.90 divideglthe number of patients seen, up to a maximum of g
Amend patients. For seven or more patientise fee for item 286 plus $1.80 per patient.
Fee Extended Medicare Safety Net @p: 300% of the Derived fee for this item, or $500.00, whichever is the
287 amount
Professional attendance at consulting rooms by a prescribed medical practitioner, registered wit
Chief Executive Medicaras meeting the credentialljimequirements for provision of this service:
(a) for providing focussed psychologic#iagegies for assessed mental disorders to a person other
Amend |t he patient, if the service is part of the
Fee (b) lastng at least 30 minutes busk than 40 minutes
309
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A7. ACUPUNCTURE AND NON-SPECIALIST 9. PRESCRIBED MEDICAL PRACTITIONER

PRACTITIONER ITEMS MENTAL HEALTH CARE
(See para AN.7.31 of explanatory notes to this Category)
Fee:$81.70 Benefit: 100% = $81.70
Extended Medicare Safety Net Cap$245.10
Professional attendance at a place other than consuwtingsrby a prescribed medigahctitioner,
registered with the Chief Executive Medicare as meeting the credenti@tingements for provision
this service:
(a) for providing focussed psychological strategies for assessed mental disorders to athersban
the patient,ifteser vi ce i s part of the patientds tr ¢
(b) lasting at least 30 minutes bussethan 40 minutes
(See para AN.7.31 of explanatory notes to this Category)
Derived Fee:The fee for item 309, plus $22.90 divided by thenber of patients seen, upaanaximum of six
Amend patients. For seven or more patientise fee for item 309 plus $1.§@r patient.
Fee Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is the
311 amount
Professional attendane¢ consulting rooms by a prescribed medical practitioner, registered with t
Chief Executive Medicare as meeting the credentialling requirements for provision of this service
(a) for providing focussed psychological straesgior assessed mental dissedto a person other thar
the patient, if the sertvandkce i s part of the
(b) lasting at least 40 minutes
Amend (See para AN.7.31 of explanatory notes to this Category)
Fee Fee:$116.90 Benefit: 100% = $116.90
313 Extended Medicare Safety Net Cap$350.70
Professional attendance at a place other than consulting rocangrbgcribed medical practitioner,
registered with the Chief Executive Medicare as meeting the credentialling requirements for pro
this service:
(a) for providng focussed psychological strategies for assessed mental disorders to a persoarott
the patient, if the service is part of the
(b) lasting at least 40 minutes
(See para AN.7.31 of explanatory esto this Category)
Derived Fee:The fee for item 313, plus $22.90 divided by the number of patients seen, upgxaraum of six
Amend patients. For seven or more patientise fee for item 313 plus $1.80 per patient.
Fee Extended Medicare Safety Net Cap300% ofthe Derived fee for this its, or $500.00, whichever is the leg
315 amount
10. PRESCRIBED MEDICAL PRACTITIONER
A7. ACUPUNCTURE AND NON -SPECIALIST AFTERZHOURS ATTENDANCES TO WHICH NO
PRACTITIONER ITEMS OTHER ITEM APPLIES
Group A7. Acupuncture and Non -Specialist Practitioner Iltems
Subgroup 10. Prescribed Medical Practitioner afterZours attendances to which no other item applies
Professional attendance at consulting rooms of not more than 5 minutes in duration (other than
to which another item appligby a prescribed medical practitiodeeach attendance
(See para AN.7.24, GN.7.17, ANI7MN.1.6, MN.1.7, MN.1.7, MN.1.8, MN.1.8, AN.0.9, AN.7.2, MN.1.4,
Amend MN.1.3, MN.1.5, MN.1.5 of explanatory notes to this Category)
Fee Fee:$25.0 Benefit: 100% = $25.50
733 Extended Medicare Safety Net Cap$76.50
Amend ] ] ] ) ]
Fee Professional attendance at consgjtiooms of more than 5 minutes in duration but not more than 2
737 minutes in duration (other than a service to which another item appliespt@gscribed medical
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A7. ACUPUNCTURE AND NON -SPECIALIST AFTERZ1OURS ATTENDANCES TO WHICH NO
PRACTITIONER ITEMS OTHER ITEM APPLIES

10. PRESCRIBED MEDICAL PRACTITIONER

practiione® each attendance

(See para AN.7.24, GN.7.17, AN.7.1, MN.1.6, MN.1.7, MN.1.7, MN.MBI.1.8, AN.0.9, AN.7.2, MN.1.4,
MN.1.3, MN.1.5, MN.1.5 of explanatory notes to this Category)

Fee:$43.10 Benefit: 100% = $43.10

Extended Medicare Safety Net Cap:$129.30

Professional attendance at consulting rooms of more than 25 mimat@stion but not more than 45
minutes in duration (other than a service to which another item applies) by a prescribed medical
practitione® each attendance

(See paradN.7.24, GN.7.17, AN.7.1, MN.1.6, MN.1.7, MN.1.7, MN.1.8, MN.1.8, AN.0.9, AN.7.2, M.1.

Amend MN.1.3, MN.1.5, MN.1.5 of explanatory notes to this Category)
Fee Fee:$73.95 Benefit: 100% = $73.95
741 Extended Medicare Safety Net Cap$22185
Professionkattendance at consulting rooms of more than 45 minutes in duration but not mor@ th
minutes (other than a service to which another item applies) by a prescribed medical practitamie
attendance
(See para AN.7.24, GNZ7, AN.7.1, MN.1.6, MN.1.7MN.1.7, MN.1.8, MN.1.8, AN.0.9, AN.7.2, MN.1.4,
Amend MN.1.3, MN.1.5, MN.1.5 of explanatory tes to this Category)
Fee Fee:$103.70 Benefit: 100% = $103.70
745 Extended Medicare Safety Net Cap$311.10
Professional attendanbg a prescribed medical ptémner (other than attendance at consulting roo
a hospital or a residential agede#acility or a service to which another item in the table applies),
lasting not more than 5 minutesan attendance on one or more patiem®ne occasidah each patient
(See para AN.7.24, GN.7.17, AN.7.1, MN.1.6, MN.1.7, MN.1.8, AN.0.9, AN.0.11, AN.7.21MNVN.1.3,
MN.1.5, MN.1.5 of explanatory notes to this Category)
Derived Fee:The fee for item 733, plus $22.90 divided by the numbgatiEnts seen, up to a maxim of six
Amend patients. For seven or more patientise fee for item 733 plus $1.80 peripat.
Fee Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is the
761 amount
Professional attendance by aprribed medical practitioner (other than attendance at consulting rg
a hospital om residential aged care facility or a service to which another item in the table applies
lasting more than 5 minutes, but not more thamnute® an attendance on er more patients on
one occasiod each patient
(See para AN.7.24, GN.7.17, AN.7.1, MN61MN.1.7, MN.1.8, AN.0.9, AN.0.11, AN.7.2, MN.1.4, MN.1.3,
MN.1.3, MN.1.5 of explanatory notes to this Category)
Derived Fee:The fee foitem 737, plus $22.90 divideby the number of patients seen, up to a maximum of g
Amend patients. For seven or more jgats- the fee for item 737 plus $1.80 per patient.
Fee Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00jchever is the less
763 amount
Professional attendance by a prescribed medical practitioner (othexttiadance at consulting room
a hospital or a residential aged care facility or a service to which another item in the table applie
lasting more than 25 minutdsjt not more than 45 minu@san attendance on one or more patients
one occasiod eachpatient
(See para AN.7.24, GN.7.17, AN.7.1, MN.1.6, MN.1.7, MN.1.8, AN.0.9, AN.0.11, AN.7.2, MN.1.4, MN.1.3,
MN.1.3, MN.1.5 of explanatorgotes to this Category)
Amend Derived Fee:The fee for item 741, plus $22.90 divided by the number of patients seera npatdmum of six
Fee patients. For seven or more patientise fee for item 741 plus $1.80 per patient.
766 Extended Medicare Safety Net Cap300%of the Derived fee for thigem, or $500.00, whichever is the leg
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10. PRESCRIBED MEDICAL PRACTITIONER

A7. ACUPUNCTURE AND NON -SPECIALIST AFTERZ1OURS ATTENDANCES TO WHICH NO
PRACTITIONER ITEMS OTHER ITEM APPLIES
amount

Amend
Fee
769

Professional attendanbg a prescribed medical practitioner (other than attendance at consulting 1
a hospital or a residential aged care facility or a sertigavhich another item in éttable applies),
lasting more than 45 minutes, but not more than 60 miduiesattendace on one or more patients o
one occasiod each patient.

(See para AN.7.24, GN.7.17, AN.7.1, MN.1.6, MN.1.7, MN.1.8, AN.0.9, AN.0.11, RNMN.1.4, MN.1.3,
MN.1.3, MN.1.5 of explanatory notes to this Category)

Derived Fee:The fee for item 745, plus $28 divided by the number of patients seen, up to a maximum of
patients. For seven or more patientise fee for item 745 plus $1.80rgzatient.

Extended MedicareSafety Net Cap:300% of the Derived fee for this item, or $500.00, whichever is ther
amount

Amend
Fee
772

Professional attendance (other than a service to which another item applies) at a residential age
facility (other than a professional @ttlance at a setfontained unit) or professional attendance at

consulting rooms situadiewithin such a complex if the patient is accommodated in the residential
care facility (other than accommodation in a-®elhtainedunit) of not more than 5 mines in duration
by a prescribed medical practitiodean attendance on one or more pateat one residential aged cg
facility on one occasiah each patient

(See para AN.7.24, GN.7.17, AN.7.1, MN.1.6, AN.0.15, MN.1.7, MNAN,0.9, AN.0.11, AN.7.2, MN. 4,
MN.1.3, MN.1.3, MN.1.5 of explanatory notes to this Category)

Derived Fee:The fee br item 733, plus $41.15 divided by the number of patients seen, up to a maximum ¢
patients. For seven or more patientise fee foritem 733 plus $2.90 per patte
Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.8@jchever is the less
amount

Amend
Fee
776

Professional attendance (other than a service to which another item applies) at a resgdbehtiare
facility (other han a professional attendance at a-sefftained unit) or professional attendance at
consulting rooms situated within such a complex if the patient is accommodated in the residentig
care facility (other than accommodatim a selfcontained unit) bmore than 5 minutes in duration b
not more than 25 minutes in duration by a presdtimedical practitionér an attendance on one or
more patients at one residential aged care facility on one océasawh patient

(See para&N.7.24, GN.7.17, AN.7.1, MNL6, AN.0.15, MN.1.7, MN.1.8, AN.0.9, AN.0.11, AN.7.2, MN.1.4,
MN.1.3, MN.1.5 of explan@ary notes to this Category)

Derived Fee:The fee for item 737, plus $41.15 divided by the number of patients seen, up to a maximum
patients. For seven or moretignts- the fee for item 737 plus $2.90 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is the
amount

Amend
Fee
788

Professional attendance (other than &iserto which another item glies) at a residential aged care
facility (other than a professional attendance atfacsmtained unit) or professional attendance at

consulting rooms situated within such a complex if the patient is accommodated indbatiakaged
care facility (adher than accommodation in a setintained unit) of more than 25 minutes in duratiot]
not more than 45 minutes by a prescribed medical practiioaerattendance on one or more patien
one residential aged care facildy one occasiah each patient

(See para AN.7.24, GN.7.17, AN.7.1, MN.1.6, AN.0.15, MN.1.7, MN.1.8, AN.0.9, AN.O.0l17.&, MN.1.4,
MN.1.3, MN.1.5 of explanatory notes to this Category)

Derived Fee:The fee for item 741, plus $41.15 divided by the numib@atients seen, up to a maxim of six
patients. For seven or more patientise fee for item 741 plus $2.90 petipat.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is the
amount

Amend
Fee

Professional attendance (otitean a service to which another item applies) at a residential aged ¢

facility (other than a professional attendance at asefftained unit) or professional attendance at
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789

consulting rooms situated within such a complekéd patient is accommodatadthe residential aged
care facility (other than accommodation in a-selfitained unjtof more than 45 minutes but not mor,
than 60 minutes in duration by a prescribed medical practifioaarattendance on one or more pate
at one residential agedreafacility on one occasi@each patient

(See para AN.7.24, GN.7.17, AN.7.1, MN.1.6, ANL5, MN.1.7, MN.1.8, AN.0.9, AN.0.11, AN.7.2, MN.1.4,
MN.1.3, MN.1.5 of explanatory notes to this Category)

Derived Fee:The fee for itenv45, plus $41.15 divided bjé number of patients seen, up to a maximum of g
patients. For seven or more patientise fee for item 745 plus $2.90 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whignes the less
amount

New
2197

Professional attendance at consulting rooms of more than 60 minutes in dur&t@ésrnah a service t
which another item applies) by a prescribed medical practifiorach attendance.

(See para GN.7.17, AN.7.1, AN.7.24N.1.6, MN.1.7, MN.1.7, MN.18, MN.1.8, AN.0.9, AN.7.2, MN.1.4,
MN.1.3, MN.1.5, MN.1.5 of explanatory notes to thiategory)

Fee:$176.20 Benefit: 100% = $176.20

Extended Medicare Safety Net Cap$500.00

New
2198

Professional attendance by a prescritreiical practitioner (othehan attendance at consulting roon
a hospital or a residential aged care facility seevice to which another item in the table applies),
lasting more than 60 minui@san attendance on one or more patients on one océasgh patient.

(See para AN.7.1GN.7.17, AN.7.24, MN.1.6, MN.1.7, MN.1.8, AN.0.9, AN.0.11, AN.7.2, MN.1.4, MN.1.3,
MN.1.3, MN.1.5 of explanatory notes to this Category)

Derived Fee:The fee for item 2197, plus $22.90 divided by the number of patients seena apaximum of six
patients For seven or more patientghe fee for item 2197 plus $1.80 per patient.

Extended Mdlicare Safety Net Cap:300% of the Derived fee for this item, or $500.00, whichever is the
amount

New
2200

Professional attendan¢ether than a service to wii@nother item applies) at a residential aged car
facility (other than a professionat@ndance at a setiontained unit) or professional attendance at

consulting rooms situated within such a complex if the patient is accdatetin the residential ageg
care facility (other than accommodation in a-®alhtained unit) of more than 60 miestin duration by
a prescribed medical practitiodean attendance on one or more patients at one residential aged ¢
facility on one occsiond each patient.

(See paraAN.7.24, GN.7.17, AN.7.1, MN.1.6, AN.0.15, MN.1.7, MN.1.8, AN.0.9, AN.0.11, AN.7.2, NiN.1
MN.1.3, MN.1.5 of explanatory notes to this Category)

Derived Fee:The fee for item 2197, plus $41.15 divided by the number of pasests, up to a maximum of si
patients. For seven or more patientise fee for item 2197 plus $2.90 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is the

amount

A7. ACUPUNCTURE AND NON -SPECIALIST 11. PRESCRIBED MEDICAL PRACTITIONER
PRACTITIONER ITEMS PREGNANCY SUPPORT COUNSELLING

Group A7. Acupun cture and Non -Specialist Practitioner ltems

Subgroup 11. Prescribed medical practitioner pregnancy support counselling

Amend
Fee
792

Professional attendance ansulting rooms by a prescribed medical practitioner, registered with th
Chief Executie Medicare as meeting the credentialling requirements for provision of this service
lasting at least 20 minutes, for the purpose of pingichondirective pregnancyupport counselling to
person who:

(a) is currently pregnant; or

(b) has been pregnaintthe 12 months preceding the provision of the first service to which this ite
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PRACTITIONER ITEMS PREGNANCY SUPPORT COUNSELLING

item 4001, 81000, 81005, 81010, 92136, 92137, 9212839 93026 or 93029, appliesrelation to
that pregnancy

(See para AN.7.25, AN.7.1 of explanatory notes to thiegiay)
Fee:$67.45 Benefit: 100% = $67.45
Extended Medicare Safety Net Cap$202.35

A8. CONSULTANT PSYCHIATRIST
ATTENDANCES TO WHICH NO OTHER ITEM

APPLIES

Group A8. Consultant Psychiatrist Attendances To Which No Other Item Applies

Fee
289

Profesgnal attendance lasting at least 45 minutes, by a consultant physician in the practice of tl
consultant physi cingfoldwing sefereakof tlgdatient to thé comssltgnt h i g
psychiatrist by aeferring practitioner, for a patient agedder 25, if the consultant psychiatrist:

(a) undertakes, or has previously undertaken in prior attendances, a comprehensive assessmer
relation to which a diagnostf a complex neurodevelopmental disorder (such as autism spectrum
disorder) is made (@ppropriate, using information provided by an eligible allied health provider);

(b) develops a treatment and management plan, whishimziude:
(i) documentatiorof the confirmed diagnosis; and

(i) findings of any assessments performed for the gsrp of formulation of the diagnosis or
contribution to the treatment and management plan; and

(i) a risk assessment; and
(iv) treatmenbptions (which may include gpsychosocial recommendations); and
(c) provides a copy of the treatment and managepiantto:
(i) the referring practitioner; and
(i) one or more allied health providers, if appropriate, for the treatment of the patient;

(other than attendance on aipat for whom payment has previously been made under this item o
item 135, 137, 139, 940, 92141, 92142 or 92434)

Applicable only once per lifetime

(See para AN.40.1, AN.0.72 of explanatory notes to this Category)
Fee:$294.% Benefit: 75% = $221.15 B = $250.65
Extended Medicare Safety Net Cap$500.00

Fee
291

Professional attendanoé more than 45 minutes in duration at consulting rooms by a consultant
physician in the practice of the consultant physician's specigjtgychiatry, if:

(a) the attndance follows referral of the patient to the consultant for an assessment or mardxyesn
medical practitioner in general practice (including a general practitioner, but not a specialist or
consultant physician) or a paitating nurse practitioneand

(b) during the attendance, the consultant:

(i) uses an outcome tool (if clinicallyppropriate); and
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(ii) carries out a mental state examination; and
(iii) makes a psychiatric diagnosis; and

(c) the consultant decides thiis clinically appropriatdor the patient to be managed by the referrin
practitioner without ongoing treatment the consultant; and

(d) within 2 weeks after the attendance, the consultant;
(i) prepares a written diagnosis of the patient; and
(ii) prepares a written managemenampfor the patient that:
(A) covers the next 12 months; and
(B) is appropriate to the pant's diagnosis; and
(C) comprehensively evaluates the patient's biological, psychological and social issue|
(D) addresses the patigs diagnostic psychiatriesues; and

(E) makes management recommendations addressing the patient's biologated|quggal
and social issues; and

(iii) gives the referring practitioner a copy of the diagnosis and the management plan; and
(iv) if clini cally appropriate, explaingé diagnosis and management plan, and a gives a copy,
(A) the patient; and
(B) the mtient's carer (if any), if the patient agrees

(See para AN.0.30, AN.40.1 of explanatory notes to this Category)
Fee:$505.70 Benefit: 85%= $429.85
Extended Medicare Sfety Net Cap: $500.00

Fee
293

Professional attendance of more than 30 minutes buha than 45 minutes in duration at consulti
rooms by a consultant physician in the practice of the consultant physician's speciajtgtodtpy, if:

(a) the patienis being managed by a medical practitioner or a participating nurse practitioner in
accordance with a management plan prepared by the consultant in accordance with item 291; a

(b) the attendance follows referral of the patito the consultant for rimw of the management plan k
the medical practitioner or a participating nurse practér managing the patient; and

(c) during the attendance, the consultant:
(i) uses an outcome tool (if clinically appropriate); and
(ii) carries out a mental state exaration; and
(iii) makes a psychiatric diagnosis; and

(iv) reviews the management plaand
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(d) within 2 weeks after the attendance, the consultant:
(i) prepares a written diagnosis of the patient; and
(ii) revises the managemeplan; and
(iii) gives thereferring practitioner a copy of the diagnosis and the revised management plal

(iv) if clinically appropriate, explains the diagnosis and the revised management plan, and
copy, to:

(A) the patient; and
(B) the patént's carer (if any), if thpatient agrees; and
(e) in the preceding 12 months, a service to which item 291 aplgeseen provided; and
(f) in the preceding 12 months, a service to which this item applies has not been provided

(See para AN.0.30, AN.4Dof explanatory notes to gCategory)

294

Fee:$316.15 Benefit: 85% = $268.75
Extended Medicare Safety Net Cap$500.@
Professional attendance on a patient by a ¢

specialty of psychiatry if:
(a) the attendance is by videonference; and
(b) except for the requirement for the attendance to be at conswlting® item 291, 293, 296, 300,
302, 304, 306, 308, 310, 312, 314, 316, 318, 319, 348, 350 or 352 would otherwise apply to the
attendance;rad
(c) the patient is not aadmitted patient; and
(d) the patient is buHbilled; and
(e) the patient:
(i) is locata:
(A) within a Modified Monash 2, 3, 4, 5, 6 or 7 area; and
(B) at the time of the attendaricat least 15 km by road from the physician; o
(i) is a care recipient ia residential aged care facility; or
(iii) is a patient of:
(A) an Aboriginal medicalervice; or
(B) an Aboriginal community controlled health service;

for which a direction made under subsectl®{2) of theAct applies
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Derived Fee:50% of the fee for item 291, 293, 296, 300, 302, 304, 306, 308, 310, 312, 314, 31613183,
350 or 352
Professional attendance of more than 45 minutes in duration by a consultant physician in the pr.
the onsultant physician's spedigl of psychiatry following referral of the patient to him or her by a
referring practibner-an attendance at consulting rooms if the patient:
(a) is a new patient for this consultant psychiatrist; or
(b) has not received agfessional attendance fromdtconsultant psychiatrist in the preceding 24
months;
other than attendance on a pattienrelation to whom this item, or item 297 or 299 or any of items 3
to 308, has applied in the preceding 24 months
(See para AN.0.30,M.40.1 of explanatory notes this Category)
Fee Fee:$290.85 Benefit: 75% = $218.15 85% = $247.25
296 Extended MedicareSafety Net Cap:$500.00
Professional attendance of more than 45 minutes by a consultant physician in the practice of thq
consultam physician's speciality ofggchiatry following referral of the patient to him or her by a
referring practitionemnattendance at hospital if the patient:
(a) is a new patient for this consultant psychiatrist; or
(b) has not received a professional attamce from this consultantysshiatrist in the preceding 24
months;
other than attendance on a patient in relatiomitom this item, or item 296 or 299 or any of items 3
to 308, has applied in the preceding 24 months (H)
(See para AN.0.30 of explanatargtes to this Category)
Fee Fee:$290.85 Benefit: 75% = $218.15 85% = $247.25
297 Extended Medicare Safety Net Cap$50000
Professional attendance of more than 45 minutes by a consultant physician in the practice of thq
consultant physician's spedtgilof psychiatry following eferral of the patient to him or her by a
referring practitionean attendance at a ptaother than consulting rooms or a hospital if the patien
(a) is a new patient for this consultant psychiatrist; or
(b) has not received professional attendancerindahis consultant psychiatrist in the preceding 24
months;
other than attendance on dipat in relation to whom this item, or item 296 or 297 or any of items
to 308, has applied in the preceding 24 months
(See para AN.O@Bof explanatory notes to thCategory)
Fee Fee:$347.75 Benefit: 75% = $260.85 85% = $295.60
299 Extended Medicare Safey Net Cap: $500.00
Professional attendance by a consultant physician in the practice of the consultant physician's s
of psychiatry following referral the patient to him or her by a referring practitioaarattendance of
not more than 8 minutes in duration at consulting rooms, if that attendance and another attendar
whichitem 296 or any of items 300 to 308 appliesé not exceeded 50 attendesiin a calendar year
Fee for the patient
300
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(See para AN.40.1 of explanatory notes to thisGarty)
Fee:$48.40 Benefit: 75% = $36.30 85% = $41.15
Extended Medicare Safety Net Cap$145.20
Professional attendance by ansaltant physician in the piice of the consultant physician's specialt
of psychiatry following referral of the iant to him or her by a referring practitioren attendance of
more than 15 minutes, but not more than 30 minutes, in duration at cogpsatms, if that attendancg
and another attendance to whitdgm 296 or any of items 300 to 308 applies have no¢esed 50
attendances in a calendar year for the patient
(See para AN.40.1 of explanatory notes to this Category)

Fee Fee:$96.60 Benefit: 75%=$72.45 85% = $82.15

302 Extended Medicare Safety Net Cap$289.80
Professional attendance by a consultdnytsician in the practice of the consultant physician's specig
of psychiatry following referral of the patient to him or her by a rafgrgractitioneran attendancef
more than 30 minutes, but not more than 45 minutes, in duration at consulting, riddinas)attendancg
and another attendance to whitgm 296 or any of items 300 to 308 applies have not exceeded 5(
attendances in a caldar year for the patient
(See para AN.40.1 of explanatory notes to this Category)

Fee Fee:$148.70 Benefit: 75% = $111.5 85% = $126.40

304 Extended Medicare Safety Net Cap$446.10
Professional attendance by a consultant physician in the practloe afnsultant physician'sespalty
of psychiatry following referral of the patient to him or her by a referringtjti@neran attendance of
more than 45 minutes, but not more than 75 minutes, in duration at consulting rooms, if that atte
and andter attendance to whigtem 296 or any of items 300 to 308 applies have not exceeded 50
attendances in a calendamyédor the patient
(See para AN.40.1 of explanatory notes to this Category)

Fee Fee:$205.20 Benefit: 75% = $153.90 85% = $174.45

306 Extended Medicare Safety Net Cap$50000
Professional attendance by a consultant physician in the practice of thdtanhphysician's specialty]
of psychiatry following referral of the patient to him or her by a referring practitanettendance of
more than 75 minutes in durati@t consulting rooms), if that attendance and another attendance t
whichitem 296 or ay of items 300 to 308 applies have not exceeded 50 attendances in a calend
for the patient
(See para AN.40.1 of explanatory noteshis Category)

Fee Fee:$238.15 Benefit: 75% = $178.65 85% = $202.45

308 Extended Medicare Safety Net Cap$500.00
Professional attendance by a consultant physician in the practice of the consultant physician's s
of psychiatry following refeal of the patient to the ceultant physician by a referring practitionran
attendance of not more than 15 minuteduration at consulting rooms, if that attendance and anotl
attendance to whicitem 296 or any of items 300 to 308 applies exceedt®®dances in a calendar
yearfor the patient

Fee Fee:$24.10 Benefit: 75% = $18.10 85% = $20.50

310 Extended Medicare Saéty Net Cap:$72.30
Professional attendance by a consultant physician in the practice of the consultant physician's s
of psychiatry following referrabf the patient to the consultant physician by a referring practitianer

Fee attendance afore than 15 minutes, but not more than 30 minutes, in duration at consulting rooni

312 that attendance and another attendance to which286 or any of items 300 808 applies exceed 50
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attendances in a calendar year for the patient

Fee:$48.40 Benefit: 75% = $36.30 85% = $41.15
Extended Medicare Safety Net Cap$145.20

Professional attendance by a consultant physician ipriwtice of the consultant psician's specialty
of psychiatry following referral of the patient to the consultarysptian by a referring practitionemn
attendance of more than 30 minutes, but not more than 45 minutes, in duration at consulting rog
that attendance and anotlatendance to whicitem 296 or any of items 300 to 308 applies exceed
attendancesiia calendar year for the patient

Eee Fee:$74.55 Benefit: 75% = $55.95 85% = $63.40
314 Extended Medicare Safety Net Cap$223.65
Professional attendance by a coltent physician in the practice of the consultant physician's speci
of psychiatry 6llowing referral of the patient to the consultant physician by a referring practigone
attendance of more than 45 minutes, but notenioan 75 minutes, in durati@t consulting rooms, if
that attendance and another attendance to viteich296 or ap of items 300 to 308 applies exceed §
attendances in a calendar year for the patient
Fee Fee:$102.70 Benefit: 75% = $77.05 85% = $87.30
316 Extended Medicare Safety Net @p: $308.10
Professional attendance by a consultant physician in the prattloe aonsultant physician's specialt
of psychiatry following referral of the patient to the consultant physician by a referring prestiio
attendance of more th&5 minutes in duration at consulting rooms, if that attendance and anothe
attendancéo whichitem 296 or any of items 300 to 308 applies exceed 50 attendances in a calef
year for the patient
Fee Fee:$119.10 Benefit: 75% = $9.35 85% = $101.25
318 Extended Medicare Safety Net Cap$357.30
Professional attendance by a consultansjaign in the practice of the consultant physician's specid
of psychiatry following referral of the patient to the consultant physityaa referring practitionér an
attendance of more than 45 minutes in duration at consulting rooms, if the patient has
(a) been diagnosed as suffering severe personality disorder, anorexia nervosa, bulimia nervosa
dysthymic disorder, substarcelated disrder, somatoform disorder arpervasive development
disorder; and
(b) for patients 18 years and o@ebeen rated wit a level of functional impairment within the range
50 according to the Global Assessment of Functioning Scale;
if that attendance arehother attendance to whilem 296 or any of items 300 to 308 applies have
exceeded 160 attendances in a adderyear for the patient
(See para AN.0.31 of explanatory notes to this Category)
Fee Fee:$205.20 Benefit: 75% = $153.90 85% = $174.45
319 Extended Medicare Safety Net Cap$500.00
Professional attendance by a consultant physician in the practloe frisultant physician's specialt
of psychiatry following referral of the patient to the consultant physician by a referring practiiong
attendance of not moreat 15 minutes in duration at hospital
Fee Fee:$48.40 Benefit: 75% = $36.30 85% = $41.15
320 Extended Medicare Safety Net Cap$145.20
Fee Professional attendance by a consultant physician in the practice of the consultedplyspecialty
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322 of psychiaty following referral of the patient to the consultant physician by a referring poaetfin
attendance of more than 15 minutes, but not more than 30 minutes, in duration at hospital
Fee:$96.60 Benefit: 75% = $72.45 85% $82.15
Extended Medicare Séety Net Cap:$289.80
Professional attendance by a consultant physician iprdaice of the consultant physician's special
of psychiatry following referral of the patient to the consultant physician by a ref@ractitioneran
attendance fomore than 30 minutes, but not more than 45 minutes, in duration at hospital

Fee Fee:$14870 Benefit: 75% = $111.55 85% = $126.40

324 Extended Medicare Safety Net Cap$446.10
Professional attendance by a consultant ieysiin the practice of theonsultant physician's specialty
of psychiatry following referral of the patient to thensultant physician by a referring practitiorzar
attendance of more than 45 minutes, but not more than 75 minutes, in duration at hospita

Fee Fee:$205.20 Benefit: 75% =$153.90 85% = $174.45

326 Extended Medicare Safety Net Cap$500.00
Professionkattendance by a consultant physician in the practice of the consultant physician's sp
of psychiatry following referral of the patit to the consultant physiai by a referring practitionesn
attendance of more than 75 minutes in duration atitabsp

Fee Fee:$238.15 Benefit: 75% = $178.65 85% = $202.45

328 Extended Medicare Safety Net Cap$500.00
Professional attendance by@nsultant physician in the gmtice of the consultant physician's special
of psychiatry following referral of thegtient to the consultant physician by a referring practitiamer
attendance of not more than 15 minutes in duration if that attendaaice dace other than consof
rooms or hospital

Fee Fee:$88.90 Benefit: 75% = $66.70 85% = $75.60

330 Extended Medicare Safety Net Cap$266.70
Professional attendance by a consultant physician in the practice of the consultant physicianis s
of psychiatry following redrral of the patient to the consultant physician by a referring practiteamer
attendace of more than 15 minutes, but not more than 30 minutes, in duration if that attendance
place other than consulting rooms or héepi

Fee Fee:$139.20 Benefit: 75%= $104.40 85% = $118.35

332 Extended Medicare Safety Net Cap$417.60
Professimal attendance by a consultant physician in the practice of the consultant physician's sp
of psychiatry following referral of the giant to the consultant physan by a referring practitionean
attendance of more than 30 minutes, but not mome 4baminutes, in duration if that attendance is a
place other than consulting rooms or hospital

Fee Fee:$202.85 Benefit: 75% = $152.15 B = $172.45

334 Extended Medicare Safety Net Cap:$500.00
Professional attendance by a consultant physiciéimeipractice of the consultant physician's special
of psychiatry following referral of the patient to the consultant physician by aingfg@ractitioneran
attendace of more than 45 minutes, but not more than 75 minutes, in duration if that atteisdainee
place other than consulting rooms or hospital

Fee Fee:$245.45 Benefit: 75% = $184.10 85% = $208.65

336 Extended Medicare Safety Net Cpa: $500.00
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Professioal attendance by a consultant physician in the practice of the consultant physieeiakys
of psychiatry following referral of the patient to the consultant physician by a referring practiione
attendance of more tha® minutes in duration if &t attendance is at a place other than consulting
rooms or hospital

Fee Fee:$278.80 Benefit: 75% = $209.10 85% = $237.00

338 Extended Medicare Safety Net Cap$500.00
Group psychotherapy (including any associated conguitatvith a patient taking ate on the same
occasion and relating to the condition for which group therapy is ctedjuaf not less than 1 hour in
duration given under the continuous direct supervision of a consultant physician in the practice ¢
corsultant physician's specialtf psychiatry, involving a group of 2 to 9 unrelated patients or a fan
group of morghan 3 patients, each of whom is referred to the consultant physician by a referring
practitionereach patient
(See para AN.0.5, AN.40.X explanatory notes to thisafegory)

Fee Fee:$55.05 Benefit: 75% = $41.30 85% = $46.80

342 Extended Medicare Safety NeCap: $165.15
Group psychotherapy (including any associated consultations with a patient taking place on the
occasion and refmg to the condition for with group therapy is conducted) of not less than 1 hour
duration given under the contious direct supervision of a consultant physician in the practice of t
consultant physician's specialty of psychiatry, involving a fagribup of 3 patients, eacli whom is
referred to the consultant physician by a referring practitieaeh patient
(See para AN.0.5, AN.40.1 of explanatory notes to this Category)

Fee Fee:$73.10 Benefit: 75% = $54.85 85% = $62.15

344 Extended Medicare SafetyNet Cap: $219.30
Group psychotherapy (including any associated consultations with a patient taking ptheesame
occasion and relating to the condition for which group therapy is conducted) of not less than 1 h
duration given under theontinuous direct supervisiaf a consultant physician in the practice of the
consultant physician's specialty ofyphiatry, involving a family group of 2 patients, each of whom i
referred to the consultant physician by a referring practitieaeh paent
(See para AN.0.5, AN.4Dof explanatory notes to this Category)

Fee Fee:$108.15 Benefit: 75% = $81.15 85% = $H5

346 Extended Medicare Safety Net Cap$324.45
Professional attendance by a consultant physician in the practice of the comdyltacian's specialty
of psydiatry, following referral of the patient to the consultant physician by a referrirgjtioaer,
involving an interview of a person other than the patient of not less than 20 minutes, but less thg
minutes, in duration, ithe course of initial diagrdtic evaluation of a patient
(See para AN.0.32, AN.0.5, AN.40.1 of explanatory notahitoCategory)

Fee Fee:$141.60 Benefit: 75% = $106.20 85% = $120.40

348 Extended Medicare Safety Net Cap$424.80
Professional attendae by a consultant physiciémthe practice of the consultant physician's specia
of psychiatry, following refeal of the patient to the consultant physician by a referring practitione
involving an interview of a person other than the patient ofesstthan 45 minutes in dti@n, in the
course of initial diagnostic evaluation of a patient
(See para AN.0.32, ARL.5, AN.40.1 of explanatory notes to this Category)

Fee Fee:$195.45 Benefit: 75% = $146.60 85% = $166.15

350 Extended Medicare Safety Net Cap$500.00

Fee Professionahttendance by a consultant physician in the practice of the consultant physiciaaléysp
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352 of psychiatry, following referral of the patient to the consultant physician by a referring practition
involving an interview of gerson other than the pattef not less than 20 minutes in duration, in th
course of continuing management ofaientif that attendance and another attendance to which th
item applies have not exceeded 4 in a calendar year for the patient
(See paat AN.0.32, AN.0.5, AN.40.1 odxplanatory notes to this Category)
Fee:$141.60 Benefit: 75% = $106.20 85% = $120.4
Extended Medicare Safety Net Cap$424.80

A9. CONTACT LENSES - ATTENDANCES
Group A9. Contact Lenses - Attendances
Attendance for the investigatiomd evaluation of a patient for the fitting of contact lenses, with
keratometry and testi with trial lenses and the issue of a prescriptina service in any period of 36
monthspatient with myopia of 5.0 dioptres or greatgpherical equivalent) in oreye
(See para AN.0.34 of explanatory notes to this Category)

Fee Fee:$135.95 Benefit: 75%= $102.00 85% = $115.60

10801 Extended Medicare Safety Net Cap$407.85
Attendance for the investigation and evaluation of a pata the fitting of contaclenses, with
keratometry and testing with trial lenses and the issue of a presciiptgogervice in any period of 36
monthspatient with manifest hyperopia of 5.0 dioptres or greater (spherical equivalent) in one ey
(See ara AN.0.34 of explanatory tes to this Category)

Fee Fee:$135.95 Benefit: 75% = $102.00 85% = $115.60

10802 Extended Medicare Safety Net Cap$407.85
Attendance for the investigation and evaluation of a patient for the fitting of contact lenkes, wit
keratometry and testing waitrial lenses and the issue of a prescriptio® service in any period of 36
monthspaient with astigmatism of 3.0 dioptres or greater in one eye
(See para AN.0.34 of explanatory notes to this Category)

Fee Fee:$135.95 Benefit: 75% = $102.00 85% = $1HD

10803 Extended Medicare Safety Net Cap$407.85
Attendance for the investigatiaand evaluation of a patient for the fitting of contact lenses, with
keratometry and testing with trial lenses and the issue of a prteseme service in any peof 36
monthspatient with irregular astigmatism in either eye, being a conditionxdiseeace of which has
been confirmed by keratometric observation, if the maximum visual acuity obtainable with spect
correction is wors than 0.3 logMAR (6/12) arifithat corrected acuity would be improved by an
additional 0.1 logMAR by the use of amtact lens
(See para AN.0.34 of explanatory notes to this Category)

Fee Fee:$135.95 Benefit: 75% = $102.00 85% = $115.60

10804 Extended Medicare Safety Net Cap$407.85
Attendance for the investigation and evaluation of a patient for the fittingraéct lenses, with
keratometry and testing with trial lenses and the issue of a presciiptgogervice in any period of 36
monthspatient with anisometropia of 3.@ioptres or greater (difference between spherical equivale
(See para AN.0.34 of elgnatory notes to this Category)

Fee Fee:$135.95 Benefit: 75% = $102.00 85% = $115.60

10805 Extended Medicare Safety Net Cap$407.85
Attendance for the investigah and evaluation of a patient for the fitting of contact lenses, with

Fee keratometry andesting with trial lenses and the issue of a prescrigtioaé service in any period of 36

10806 monthspatient with corrected visual acuity of7fdogMAR (6/30) or worse indih eyes and for whom
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contact lens is prescribed as part of a telescopic system

(Seepara AN.0.34 of explanatory notes to this Category)
Fee:$135.95 Benefit: 75% = $102.00 85% = $115.60
Extended Medicare Safety Net Cap$407.85

Fee
10807

Attendancdor the investigation and evaluation of a patient for the fitting of contact lendés, wi
keratometry and testing with trial lenses and the issue of a prescrptgoservice in any period of 36
monthspatient for whom a whbt or segmentally opaque cauat lens is prescribed for the alleviation
dazzle, distortion or diplopia caused ksthological mydriasis, aniridia, coloboma of the iris, pupilla
malformation or distortion, significant ocular deformity or corneal ogaghiether congenital, traume
or surgical in origin

(See para AN.0.34 of explanatory notes to this Category)
Fee:$135.95 Benefit: 75% = $102.00 85% = $115.60
Extended Medicare Safety Net Cap$407.85

Fee
10808

Attendance for the investigation andaduation of a patient for #fitting of contact lenses, with
keratometry and testing with trial lenses and theecissfla prescriptioone service in any period of 36
monthspatient who, because of physical deformity, are unable to wear spectacles

(Seepara AN.0.34 of explanatonyotes to this Category)
Fee:$135.95 Benefit: 75% = $102.00 85% = $115.60
Extended Medcare Safety Net Cap:$407.85

Fee
10809

Attendance for the investigation and evaluation of a patient for the fitting of contact lertkes, wi
keratometry and testing thitrial lenses and the issue of a prescriptioe service in any period of 36
monthspatient with a medical or optical condition (other than myopia, hyperopia, astigmatism,
anisometropia or a condition to which item 10808BdDor 10808 applies) requig the use of a
contact lens for correction, if the condition is specified on the fgati@aocount

(See para AN.0.34 of explanatory notes to this Category)
Fee:$135.95 Benefit: 75% = $102.00 85% = $115.60
Extended Medicare Safety Net Cap$407.85

Fee
10816

Attendance for the refitting of contact lenses with keratometry and testingriaittenses and the issu
of a prescription, if the patient requires a change in contact lens material or basic lens paramete|
than simple power change, besawf a structural or functional change in the eye or an allergic res
within 36 morths after the fitting of a contact lens to which items 10801 to 10809 apply

(See para AN.0.35 of explanatory notes to this Category)
Fee:$135.95 Benefit: 75% = $102.0 85% = $115.60
Extended Medicare Safety Net Cap$407.85

A10. OPTOMETRICAL SERVICE S 1. GENERAL

Group A10. Optometrical Services

Subgroup 1. General

Fee
10905

REFERRED COMPREHENSIVE INITIAL CONSULTATION

Profesional attendance of more thad5 minutes duration, being the first in a course of attention, wi!
the patient hasdenreferredby another optometrist who is not associated with the optometrist to w
the patient is referred

(See para AN.10.1 of explatory notes to this Category)

Fee:$73.45 Benefit: 85% = $62.45
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Extended Medicare Safety Net Cap$220.35

COMPREHENSIVE INITIAL CONSULTATION BY ANOTHER PRACTITIONER

Professional attendance of more than 15 minutes in duration, being the &irsburse of attention if ¢
patient has attended another optometrist for an attendance to which this item 985110910,
10911, 10912, 10913, 10914 or 10915 applies, or to which old item 10900 applied:

(a) for a patient who is less than 65 yeafragewithin the previous 8 months; or
(b) for a patient who is at least 65 years or-agfhin the previous 12 onths

(See para AN.10.1 of explanatory notes to this Category)

Eee Fee:$36.80 Benefit: 85% = $31.30
10907 Extended Medicare Safety Net Cap$110.40
COMPREHENSIVE INTIAL CONSULTATION - PATIENT IS LESS THAN 65 YEARS OF AGE
Professional attendance of rmdhan 15 minutes in duration, being the first in a course of attention
(a) the patient is less than 65 years of age; and
(b) the mtient has not, within the @rious 36 months, received a service to which:
(i) this item or item 10905, 109070912, 10913, 10914 or 10915 applies; or
(ii) old item 10900 applied
(See para AN.10.1 of explanatory notes to this Category)
Fee Fee:$73.45 Benefit: 85% = $62.45
10910 Extended Medicare Safety Net Cap$220.35
COMPREHENSIVE INITIAL CONSULTATION- PATIENT IS AT LEAST 65 YEARS OF AGE
Professional attendance of more than 15 minutes in duration, being the first in a course of gftent
(a) the patient is deast 65 years of age; and
(b) the patient has not, within the previous 12 monthgived a service to which:
(i) this item, or item 10905, 10907, 10910, 10912, 10913, 10914 or 108pplies; or
(i) old item 10900 applied
(See para&N.10.1 of explanatory notes to this Category)
Fee Fee:$73.45 Benefit: 85% = $62.45
10911 Extended Medicare Safety Net Cap$220.35
OTHER COMPREHENSIVE CONSULTATIONS
Professional attendance of more than 15 minutes in darddeing the first in a cose of attention, if
Fee the patient has suffered a significant change of visual functiarriieg) comprehensive reassessmen
10912
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(a) for a patient who is less than 65 years ofwikin 36 months of an initial consultation to which
(i) this item, or iten 10905, 10907, 10910, 10913, 10914 or 10915 at the same practice applie
(i) old item 10900 at the same practice applied; or

(b) for a patient who is at least 65 years of-agfin 12 months of an initial consultah to which:

(i) thisitem, or item 10905, 10907, 10910, 10911, 10913, 10914 or 10915 at the same practiq
apgies; or

(ii) old item 10900 at the same practice applied

(See para AN.10.1 of explanatory notes to this Category)
Fee:$73.45 Bendit: 85% = $62.45
Extended Mdalicare Safety Net Cap:$220.35

Professional attendance of more than 15 murteluration, being the first in a course of attention,

the patient has new signs or symptoms, unrelated to the earlier coursetafrgttequiring

comprehensiveeassessment:

(a) for a patient who is less than 65 years ofwikin 36 months of @ initial consultation to which:
() this item, or item 10905, 10907, 10910, 10912, 10914 or 10915 at the same practice appli
(ii) old item 10900 at ttsame practice applied; or

(b) for a patient who is at least 65 years of-agfain 12months of an initial consultation to which:

() this item, or item 10905, 10907, 10910, 10911, 10912, 10914 or 10915 at the setioe pra
applies; or

(i) old item 10900 at the same practice applied

(See para AN.10.1 of explanatory noteshis Category)

Fee Fee:$73.45 Benefit: 85% = $62.45
10913 Extended Medicare Safety Net Cap$220.35
Professional attendance of more th&miinutes in duration, beirtpe first in a course of attention, if
the patient has a progressive disorder (exclugnegbyopia) requiring comprehensive reassessmen
(a) for a patient who is less than 65 years ofwikin 36 months of an initial contation to which:
() this item, or item 10905, 10907, 10910, 10912, 10913 or 10915 applies; or
(i) old item 10900 applied; or
(b) for a patient who is at least 65 years of-agfin 12 months of an initial consultation to which:
() this item, or item 10905, 109070910, 10911, 10912, 10913 or 10915 applies; or
(i) old item 10900 applied
(Seepara AN.10.1 of explanatory notes to this Category)
Fee Fee:$73.45 Benefit: 85% = $62.45
10914 Extended Medicare Safety Net Cap$220.35
Fee Professional attendance obra than 15 minutes duration, being the first in a course of attention
10915 involving the exanination of the eyes, with the instillation of a mydriatic, of a patient with diabetes
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mellitus requiring comprehensive reassessment.

(Seepara AN.10.1 of explanatomnyotes to this Category)
Fee:$73.45 Benefit: 85% = $62.45
Extended Medicare Safety Net @p: $220.35

BRIEF INITIAL CONSULTATION

Professional attendance, being the first in a course of attention, of not more tharufiés duration,
not being aservice associated with a service to which item 10931, 10932, 10933, 10940, 10921,
or 10943 applies

(See para AN.10.1 of explanatory notes to this Category)

Fee Fee:$36.80 Benefit: 85% = $31.30

10916 Extended Medicare Safety NeCap: $110.40
SUBEQUENT CONSULTATION
Professional attendance being the second or subsequent in aafatteation not related to the
prescription and fitting of contact lenses, not being a service associated with a service to which
10940 or 10941 applies
(See pea AN.10.1 of explanatory notes to this Category)

Fee Fee:$36.80 Benefit: 85% = $31.30

10918 Extended Medicare Safety Net Cap$110.40
CONTACT LENSES FOR SPECIFIED CLASSES OF PATIENTBULK ITEMS FOR ALL
SUBSEQUENT CONSULTAIONS
All professional attetiances after the first, being those attendances regarded as a single service,
single course of attention involving the prescription and fitting of contact lenses, being a course
attention for which the first attendanisea service to which:
(a) item 10905, 10907, 10910, 10911, 10912, 10913, 10914, 10915 or 10916 applies; or
(b) old item 10900 applied
Payable once in a period of 36 months for
- patients with myopia of 5.0 dioptres or greater (spherical equivateatle eye
(See para AN.O.8f explanatory notes to this Category)

Fee Fee:$182.50 Benefit: 85% = $155.15

10921 Extended Medicare Safety Net Cap$500.00
All professional attendances after the first, being those attendances regarded as a singl& servicq
single course of atteimn involving the prescription and fitting of contact lenses, being a course of
attentian for which the first attendance is a service to which:
(a) item 10905, 10907, 10910, 10911, 10912, 10913, 10914, 10915 or 10916 applies;

Fee (b) old item 10900 applee

10922
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Payable once in a period of 36 months for
- patients with manifest hyperopia of Zldptres or greater (spherical equivalent) in one eye

(See para AN.0.2 of explanatory notes to this Category)
Fee:$182.50 Benefit: 85% =$155.15
Extended Medicare Séety Net Cap:$500.00

All professional attendances after the first, beingé¢hattendances regarded as a single service, in
single course of attention involving the prescription and fitting of contact lenseg,@eourse of
attention for vhich the first attendance is a service to which:

(a) item 10905, 10907, 10910, 10910912, 10913, 10914, 10915 or 10916 applies; or

(b) old item 10900 applied

Payable once in a period of 36 months for

- patients with aggmatism of 3.0 dioptres oregater in one eye

(See para AN.0.2 of explanatory notes to this Category)

Fee Fee:$182.50 Benefit: 85% = $155.15

10923 Extended Medicare Safety Net Cap$500.00
All professional attendances after the first, being thosedsteres regarded as a singleviee, in a
single course of attention involving the prescription and fitting of coheases, being a course of
attention for which the first attendance is a service to which:
(a) item 10905, 10907, 10910, 10911, 1091318) 10914, 10915 or 10916ies; or
(b) old item 10900 applied
Payable once in a period of 36 months for
- paients with irregular astigmatism in either eye, being a condition the existence of which has |
confirmed by keratometric observationthe maximum visual acuity ¢dinable with spectacle
correction is worse than 0.3 logMAR (6/12) and if that correatadty would be improved by an
additional 0.1 logMAR by the use of a contact lens
(See para AN.0.2 of explanatory notes to this Category)

Fee Fee:$230.30 Benefit: 85% =$195.80

10924 Extended Medicare Safety Net Cap$500.00
All professional attendansefter the first, being those attendances regarded as a single service,
single course of attention involving the prescription artah§itof contact lenses, beirgcourse of
attention for which the first attendance is a service to which:
(a) item D905, 10907, 10910, 10911, 10912, 10913, 10914, 10915 or 10916 applies; or
(b) old item 10900 applied
Payable once in a period of 36 mianfor
- patients with an@metropia of 3.0 dioptres or greater (difference between spherical equivalents
(See pea AN.0.2 of explanatory notes to this Category)

Fee Fee:$182.50 Benefit: 85% = $155.15

10925 Extended Medicare Safety Net Cap$500.00

Fee All professional attendancefter the first, being those attendances regarded as a single service, i
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10926

single coursef attention involving the prescription and fitting of contact lenses, being a course of
attention for which the first attendance is avsz to which:

(a) item 1096, 10907, 10910, 10911, 10912, 10913, 10914, 10915 or 10916 applies; or
(b) old item 1®@00 applied
Payable once in a period of 36 months for

- patients with corrected visual acuity of 0.7 logMAR (6/30) or worse in bath,dyeing patients for
whom acontact lens is prescribed as part of a telescopic system

(See para AN.0.2 of exghatory notes to this Category)
Fee:$182.50 Benefit: 85% = $155.15
Extended Medicare Safety Net Cap$500.00

Fee
10927

All professional #endances after the firstelhg those attendances regarded as a single service, in
single course of attention inlving the prescription and fitting of contact lenses, being a course of
attention for which the first attendance is a service to which:

(a) item 10905, 10907, 109110911, 10912, 10913, 10914, 10915 or 10916 applies; or

(b) old item 10900 applied

Paydle once in a period of 36 months for

- patients for whom a wholly or segmentally opaque contact lens is prescribed for the afiexfiati
dazzle, distortion or diplopia caused by:

i. pathological mydriasis; or

ii. aniridia; or

iii. coloboma of the iris; or

iv. pupillary malformation or distorin; or

v. significantocular deformity or corneal opacity
-whether congenital, traumatic or surgical in arig
(See para AN.0.2 of explanatory notes to this Category)

Fee:$230.30 Benefit: 85% = $195.80
Extended Medicare Safety Net Cap$500.00

Fee
10928

All professional aendances after the first, being those attendances regarded as a single service
single course of attention involving the prescription and fitting of contact lenses, being a course
attention for which the first attendesis a service to which:

(a) item 10905, 10907, 10910, 10911, 10912, 10913, 10914, 10915 or 10916 applies; or
(b) old item 10900 applied

Payable once in a period of 36 months for

- patients who, because of physical deformity, are unable to weaasigsct

(See para AN.0.2 of @lanatory notes to this Category)
Fee:$182.50 Benefit: 85% = $155.15
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Extended MedicareSafety Net Cap:$500.00

All professional attendances after the first, being those attendances regarded as a single servicq
single course of attentionvolving the prescription and fitting of contact lenses, being a course of
attention forwhich the first attendance is a service to which:

(a) item 10905, 10907, 10910, 10911, 10912, 10913, 10914, 10915 or 10916 applies; or
(b) old item 10900 applied

Payable once in a period of 36 months for

- patients who have a medical or optical ctiedi (other than myopia, hyperopia, astigmatism,
anisometropia or a condition to which item 10926, 10927 or 10928 applies) requiring thieaus

contact lens for coration, if the condition is specified on the patient's account

Note: Benefits may not lmdaimed under Item 10929 where the patient wants the contact lenses fq
appearance, sporting, work or psychological reasosse paragrap O6 of explanatory notes tbis
category.

(See para AN.0.2 of explanatory notes to this Category)

Eee Fee:$230.30 Bendit: 85% = $195.80
10929 Extended Medicare Safety Net Cap$500.00
All professional attendances regarded as a single service inla singse of attention invairg the
prescription and fitting of contact lenses where the patient meets the requerhan item in the ran
1092110929 and requirescghange in contact lens material or basic lens parametées than a simpl
powerchange, because oftructual or functional change in the eye or an allergic respariten 36
months of the fiting of a contact lens covered by item 10921 to 10929
Fee Fee:$182.50 Benefit: 85% = $155.15
10930 Extended Medicare Safety Net Cap$500.00
DOMICILIARY VISITS
An optometric service to which an item in Group A10 of this table (other than this iteemoAd 0916,
10932, 10933, 10940 or 10941) applies (the applicable item) if the service is:
a) rendered at a place other than consgltiooms, being at:
(i) a patient's home: or
(ii) residential aged care facility: or
(iii) an institution; and
b) performed on one patient at a single location on one occasion, and
c) either:
(i) bulk-billed in respect of the feesrfboth:
- this item; and
Fee - the applicable item; or
1081
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(ii) not bulk-billed in respect of the fees for both:
- this item; and
- the applicable item

(See paraAN.10.1 of explanatory notee this Category)
Fee:$25.65 Benefit: 85% = $21.85
Extended Medicare Safety Net Cap$76.95

Fee
10932

An optometric service to which an item in Group A10 of this table (other than this item or item 1(
10931, 10933, 10946r 10941) applies (the apgpdible item) if the service is:

a) rendered at a place other than consulting mdmeing at:
(i) a patient's home: or
(ii) residential aged care facility: or
(iii) an institution; and
b) performed on two patientt the same location on one occasion, and
c) either:
(i) bulk-billed in respect of the fees for both:
- this item; and
- the applicable item; or
(ii) not bulk-billed in respect of the fees for both:
- this item; and
- the applicable item
(See para AN.1Q of explanatory notes to this Category)

Fee:$12.80 Benefit: 85% = $10.90
Extended Medicare Safety Net Cap$38.40

Fee
10933

An optometic service to which an itermiGroup A10 of this table (other than this item or item 1091
10931, 10932, 10940 or 281) applies (the applicable item) if the service is:

a) rendered at a place other than consulting rooms, being at:

(i) apatient's home: or

(ii) residential aged care facility: or

(iii) an institution; and
b) pefformed on three patients at the same location on one occasion, and
c) either:

(i) bulk-billed in respect of the fees footh:
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- this item; and
- the applicable item; or
(i) not bulk-billed in resgct of the fees for both:
- this item; and
- the applicable item
(See para AN.10.1 of explanatory noteshis Category)

Fee:$8.45 Benefit: 85% = $7.20
Extended Medicare Safety Net Cap$25.35

COMPUTERISED PERMETRY Full quantitative computerised perimetry (automated absolute st
threshold), with bilateral assessment and report, where indiogtiee presence of relevartular
disease or suspected pathology of the visual pathways or brain that: (a) genadtea involving
multifocal multi channel objective perimetry; and (b) is performed by an optometrist; not being a
associated wit a service to which item 106, 10918, 10931, 10932 or 10933 applies

To a maximum of 2 examinations per patientliinling examinations to which item 10941 applies) i
any 12 month period.

(See para AN.10.1, DN.1.6 of explanatory notes to this Category)

Fee Fee:$70.10 Benefit: 85% = $%9.60

10940 Extended Medicare Safety Net Cap$210.30
COMPUTERISED PERIMETRY Full qantitative computerised perimetry (automated absolute stg
threshold) with unilateral assessment and report, where indicated by thecpreseclevant ocular
diseas or suspected pathology of the visual pathways or brain that: (a) is not a serviga@gvo
multifocal multichannel objective perimetry; and (b) is performed by an optometrist; not being a
associated with a servicewdich item 10916, 10918 109310932 or 10933 applies
To a maximum of 2 examinations per patient (including exatioingto which item 10940 applies) in
any 12 month period.
(See para AN.10.1, DN.1.6 of explanatory notes to this Category)

Fee Fee:$42.30 Benefit: 85% = $36.00

10941 ExtendedMedicare Safety Net Cap$126.90
LOW VISION ASSESSMENT Testing of residuakion to provide optimum visual performance for
patient who has best corrected visual acuity of 6/15 or N.12 or worse in the betteadymiaontal
visual field ofless than 120 degrees and within 10 degrees above and below the horizontal midli
involving 1 or more of the following: (a) spectacle correction; (b) determination of contrast sensit
(c) determination of glare sensitiy; (d) prescription of magfication aids; not being a service
associated with a service to which item 10916, 1092922, 10923, 10924, 10925, 10926, 10927,
10928, 10929 or 10930 applies
Not payable more than twice per patient in a 12 month period.
(See para AN.10.1 of explanaganotes to this Category)

Fee Fee:$36.80 Benefit: 85% = $31.30

10942 Extended Medicare Safety NeCap: $110.40
CHILDREN'S VISION ASSESSMENT Additional testing to confirm diagnosis of, or establish a

Fee treatment regime for, agnificant binocular or accomodative dysfunction, in a patient aged 3 to 14

10943 years, including assessment of 1 or mafrthe following: (a) accommodation; (b) ocular motility; (c)
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vergences; (d) fusional reserves; (e) cycloplegic refraction; not beingiees® which item 10916,
10921, 10922, 10923, 10924, 10925, 10926, 10927, 10928, 10929 or 10930 applies

Not to beused for the assessment of learning difficulties or learning disabilities. Not payable mor
once per patient in a 12 month period.

(See para AN.10.1 of explanayomotes to this Category)
Fee:$36.80 Benefit: 85% = $31.30
Extended Medicare Safety NeCap: $110.40

CORNEA, complete removal of embedded foreign body frarat more than once on the same day
the same practitiar (excluding aftercare)

Theitem is not to be billed on the same occasion as MBS items 10905, 10907, 10910100921,
10913, 10914, 10915, 10916 or 10918the embedded foreign body is not completely removed, th
item does not apply but item 108 may apply.

Fee Fee:$79.40 Benefit: 85% = $67.50

10944 Extended Medicare Safety Net Cap$238.20

A10. OPTOMETRICAL SERVICE S 2. TELEHEALTH ATTENDANCE
Group A10. Optometrical Services

Subgroup 2. Telehealth Attendance
TELEHEALTH ATTENDANCE AT CONSULTING ROOMS, HOME VISITS OR OTHER INSTITUTIONS

A professional attendance of less than 15 minutes (whettmet @ontinuous) by an attending
optometrist that requires the provision of clinical support to a patient who:
(a) is participating in aideo conferencing consultati with a specialist practising in his or her
speciality ofophthalmology; and
(b) isnot an admitted patient
(See para AN.0.22, MN.12.5 of explanatory notes to this Category)

Fee Fee:$36.80 Benefit: 85% = $31.30

10945 Extended Mediare Safety Net Cap:$110.40
A professional attendance of at least 15 minutes (whether or not continyarsptiending optometri
that requires the provision of clinical support to a patient who:
(a) is participating in a video conferengirtonsultation with a speciat practising in his or her
speciality ofophthalmology; and
(b) is not an admitte@atient
(See para AN.0.22, MN.12.5 of explanatory notes to this Category)

Fee Fee:$73.45 Benefit: 75% = $55.10 85% = $62.45

10946 Extended Medicae Safety Net Cap:$220.35

All. URGENT ATTENDANCE AFTER HOURS 1. URGENT ATTENDANCE - AFTER HOURS

Group All. Urg ent Attendance After Hours

Subgroup 1. Urgent Attendance - After Hours
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Fee
585

Professional attendance by a general practitionenerpatient on one occas@mrach attendance (oth
than an attendance in unsociable hours) in an-hfters periodfi

(a) the attendance is requested by the patient or a responsible person in the same unbrbkensaft
period; and

(b) t he dgicaltcdndition réggiresepeassessment; and

(c) if the attendance is at consulting ro@misis necessary for thgractitioner to return to, and special
open, the consulting rooms for the attendance

(See para AN.0.19 of explanatory notes to this Gatdg
Fee:$142.90 Benefit: 75% = $107.20 100% = $142.90
Extended Medicare Safety Net Cap$428.70

Fee
588

Profesgnal attendance by a medical practitioner (other than a general practitioner) on one patie
one occasiof each attendance (other thanaitendance in unsociableuns) in an afteihours period if

(a) the attendance is requested by the patient @apamsible person in the same unbroken dftarnrs
period; and

(b) the patientds medical condition requirg
(c) the dtendance is in an aftéroursrural area; and

(d) if the attendance is at consulting ro@nisis necessary for thegctitioner to return to, and specia
open, the consulting rooms for the attendance

(See para AN.0.19 of explanatory notes to this Cayggo
Fee:$142.90 Benefit: 75%= $107.20 100% = $142.90
Extended Medicare Safety Net Cap$428.70

Fee
591

Professbnal attendance by a medical practitioner (other than a general practitioner) on one patie
one occasiod each attendance (other thanagtendance in unsociable hgyin an afteihours period if

(a) the attendance is requested by the patient opansible person in the same unbroken dftaurs
period; and

(b) the patientds medical condition requirg
(c) the atendance is not in an aftbours rural area; and

(d) if the attendance is at consulting ro@nisis necessary for thpractitioner to return to, and specig
open, the consulting rooms for the attendance

(See para AN.0.19 of explanatory notes to thieGaty)
Fee:$99.10 Benefit: 75% = $74.35 100% = $99.10
Extended Medicare Safety Net Cap$297.30

Fee
594

Professbnal attendance by a medical practitiagneach additional patient at an attendance that qua
for item 585, 588 or 591 in relation toe first patient

(See para AND.19 of explanatory notes to this Category)
Fee:$46.20 Benefit: 75% = $34.65 100% $46.20
Extended Medicare Safety Net Cap$138.60

All. URGENT ATTENDANCE AFTER HOURS HOURS

2. URGENT ATTENDANCE UNSOCIABLE AFTER
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2. URGENT ATTENDANCE UNSOCIABLE AFTER

Grou p All. Urgent Attendance Afte r Hours

Subgroup 2. Urgent Attendance Unsociable After Hours

Fee
599

Professionahttendance by a general practitioner on not more than one patient on one éceasion
attendance in unsociable hours if:

(a) the attendare is requested by the pati@m a responsible person in the same unbroken-afters
period; and

( b) t h emedialtcondition régsires urgent assessment; and

(c) if the attendance is at consulting ro@nisis necessary for the practitioner towet to, and speciall
open, he consulting rooms for the attendance

(See para AN.0.19 of explanatory notes to thieeGary)
Fee:$168.40 Benefit: 75% = $126.30 100% = $168.40
Extended Medicare Safety Net Cap$500.00

Fee
600

Professional attendance bymedical practitioner (oth¢han a general practitioner) on not more thar
one patient on one occasreach attendse in unsociable hours if:

(a) the attendance is requested by the patient or a responsible person in the same unbrbkensaft
period;and

(b) t he p altonditiontreddresmrgeahtiagsessment; and

(c) if the attendance is at consulting ro@nisis necessary for the practitioner to return to, and speq
open, the consulting rooms for the attendance

(See para AN.0.19 of explatory notes to this Category)
Fee:$134.60 Benefit: 75% = $100.95 100% = $134.60
Extended Medicare Safety Net Cap$403.80

A12. CONSULTANT OCCUPATIONAL PHYSICIAN
ATTENDANCES TO WHICH NO OTHER ITEM

APPLIES
Group Al12. Consultant Occupational Physic  ian Attendances To Which No O ther Item Applies
Professional attendance at consulting rooms or hospitatbysultant occupational physician in the
practice of the consultant occupational physician's specialty of occupational medicine follefgmal
of the patient to theonsultant occupational physician by a referring practitiomiéal attendance in a
single course of treatment
(See para AN.0.33 of explanatory notes to this Category)

Fee Fee:$95.60 Benefit: 75% = $71.70 85% = $81.30

385 Extended Medicare Safety Net Cap$286.80
Professional attendance at consulting rooms or hospital by a consaitapational physician in the
practice of the consultant occupational physician's specialty of occupational medicine following
of the patient to the consultamtcupational physician by a referring practitioeech attendance after
the first in asingle course of treatment
(See para AN.0.33, AN.0.70 of explanatory notes to this Category)

Fee Fee:$48.05 Benefit: 75% = $36.05 85% = $485

386 Extended Medicare SafetyNet Cap: $144.15

Fee Professional attendance at a place other than consulting rmohospital by a consultant occupation

280



A12. CONSULTANT OCCUPATIONAL PHYSICIAN
ATTENDANCES TO WHICH NO OTHER ITEM

APPLIES

387

physician in the practice of the consultant occupational physician's specialty of occupatiditithen
following referral ofthe patient to the consultant occupational physician by a referring practitione
initial attendance in a single course of treatment

(See para AN.0.33 of explanatory notes to this Category)
Fee:$140.25 Benefit: 75% = $105.20 85% = $119.25
Extended Medicare Safety Net Cap:$420.75

Fee
388

Professional attendance at a place other tharuttowgsrooms or hospital by a consultant occupation
physician in the practice of the consultant occupational physician's specialtyupfitiooal medicine
following referral of the patient to the consultant occupational physician by a referring prectitach
attendance after the first in a single course of treatment

(See para AN.0.33 of explanatory notes to this Category)
Fee:$88.80 Benefit: 75% = $66.60 85% $75.50
Extended Medicare Safety Net Cap$266.40

A13. PUBLIC HEALTH PHYSICIAN
ATTENDANCES TO WHICH NO OTHER ITEM

APPLIES
Group A13. Public Health Physician Attendances To Which No Other ltem 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
specialty of public health medicine
LEVEL A
Professional attendance at consulting rooms by a puldithhghysician in the praceof his or her
specialty of public health medicine for an obvious problem charactdrsttk straightforward nature
the task that requires a short patient history and, if required, limited examination and managems
(Seepara AN.0.50, AN.40.1 of exanatory notes to this Category)
Fee Fee:$21.85 Benefit: 75% = $16.40 85% = $18.60
410 Extended Medicare Safety Net Cap$65.55
LEVEL B
Professional attendance by a public health physician in the practice of his ordialtyspé public
health medime at consulting rooms lasting less than 20 minutes, including any of the followiragel
clinically relevant:
a) taking a patient history;
b) performing a clinical examination;
C) arranging any necessary investiga,;
d) implementing a m@agement plan;
e) providing appropriate preventive health care;
in relation to 1 or rare healthrelated issues, with appropriate documentation.
Fee (See para AN.0.50, AN.40.1 of explanatory notes to this Category)
411 Fee:$47.75 Benefit: 75% = $35.85 85% $40.60
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Extended Medicare Safety Net Cap$143.25

Fee
412

LEVEL C

Professional attendaedy a public health physician in the practice of his or her specialty of publig
health medicine at consulting rooms lasting at least 2@ites, including any of thelfowing that are
clinically relevant:

a) taking a detailed patient history;

b) peforming a clinical examination;

C) arranging any necessary investigation;

d) implementing a management plan;

e) providing approgate preventive health care;

in relation to 1 or more healtelated issues, with appropriate documentation.
(See paa AN.0.50, AN.40.1 of explanatory notes to this Category)

Fee:$92.40 Benefit: 75% = $69.30 85% = $78.55
Extended Medicare Safety Net Cp: $277.20

Fee
413

LEVEL D

Professional attendance by a public health physician in the practice of his or heltgpégpiablic
health medicine at consulting rooms lasting at least 40 minutes, including any of the following th
clinically relevant:

a) taking an extensive piant history;

b) performing a clinical examination;

C) arranging any necessaryastigation;

d) implementing a management plan;

e) providing appropriate preventive health care;

in relation to 1 or more heakHtelaed issues, with appropriatecumentation.
(See para AN.0.50, AN.40.1 of explanatory notes to this Category)

Fee:$136.05 Benefit: 75% = $102.05 85% = $115.65
Extended Medicare Safety Net Cap$408.15

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 her specialty of public health medicine.

Fee
414

LEVEL A

Professional attendance by a public health physician in theqeadthis or her specialty giublic
health medicine other than at consulting rooms for an obvious problem chaeattayithe
straightforward nature of the task that requires a short patient history and, if required, limited
examination and management
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(See para AN.0.50 of explanayomotes to this Category)

Derived Fee:The fee for item 410, plus $28.50 divided by thenber of patients seen, up to a maximum of s
patients. For seven or more patientise fee for item 410 plus $2.25 per patient.

Extended Medicare Safety Net Cap:300% of the Derived fee for this item, or $500.00, whichever is the
amount

LEVEL B
Professional attendance by a public health physician in the practice of his or her specialty of pul
health medicine other tha consulting rooms, lastingss than 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 managnent plan;
e) providing gpropriate preventive health care;
in relation to 1 or more heakhtelated issues, witAppropriate documentation.
(See para AN.0.50 of explanatory notes to this Category)

Derived Fee:The fee for item 411, plus $28.50 divideyl the number of patients seeip to a maximum of six
patients. For seven or more patientise fee for item 411 pk $2.25 per patient.

Fee Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is the
415 amount
LEVEL C

Professionabttendance by a public health physician in the practice of his or her specialty @f publi

health medicine other than at consulting rooms lasting at least 20 minutes, including any of the f

that are clinically relevant:

a) taking a detailed pati history;

b) performing a clinical examination;

C) arranging any necessary intigation;

d) implementing a management plan;

e) providing appropriate preventive health care;

in relation to 1 or more heahtelatedissues, with appropriate damentation.

(See para AN.0.50 of explanatory notes to this Category)

Derived Fee:The fee for item 412, plus $28.50 divided by the number of patients seen, up to a maximum

patients. For seven or more patientise fee ér item 412 plus $2.25 per pent.
Fee Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $300, whichever is the lesg
416 amount

LEVEL D

Amend ) ) o ) )
Fee Professional attendance by a public health physician in the practice of the puble al t h  p h
417 specialy of public health medicine at other than consulting rooms, lasting at least 40 nagindtes
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including any of the following that are clinically relevant:

a) taking an extensive patient history;

b) performing a clinical exaination;

C) arranging anyecessary investigation;

d) implementing a management plan;

e) providing appropite preventive health care;

for one or more healtrelated issues, with appropriate documentation

(See para AN.0.50 of explanatory noteshis Category)

Derived Fee:The fee for item 413, plus $28.50 divided by the number of patients seen, up to a maisix
patients. For seven or more patientise fee for item 413 plus $2.25 per patient.

Extended Medicare Safety Net Cap300% of theDerived fee for this item, #500.00, whichever is the les
amount

Al4. HEALTH ASSESSMENTS

Group Al4. Healt h Assessments

HEALTH ASSESSMENTS
The category of people eligible for health assessments are :
a) People aged 40 to 49 years (inclusive) with a high risk of developing type 2 diabetes as determined
by the Australian  Type 2 Diabetes Risk Assessment Tool
b) People between the age of 45 and 49 (inclusive) who are at risk of developing a chronic disease
c) People aged 75 years and older
d) Permanent residents of a Residential Aged Care Facility
e) People who have an intellectual disability
f)  Humanitarian entrants who are resident in Australia with access to Medicare services, including
Refugees and Special Humanitarian Program and Protection Program entrants
g) Former serving members of the Australian Defence Force including former members of permanent
and reserve forces

Fee
699

Professional attendance on a patient who is 30 years of age or ovéefnt health assessment by a
general practitioner at consulting rootasting at least 20 minutes and including:

a. collection of relevant information, including taking a patient history; and

b. a basic physical examination, which must include recording blosgkpre and cholesterol; g
c. initiating interventions and referrals as indicated; and

d. implementing a management plamd

e. providing the patient with preventative health care advice and information.

(See para AN.14.2 of explanatory notes to this Gaigg
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Fee:$80.10 Benefit: 100% = $80.10
Extended Medicare Safety Net Cap$240.30

Professional attendance hygeneral practitioneto perform a brief health assessment, lasting not
than 30 minutes and including:

(a) collection of relevannformation, including taking patient history; and

(b) a basic physical examination; and

(c) initiating interventios and referrals as indicated; and

(d) providing the patient with preventive health care advice and information

(See para AN.0.40, AN.0.38N.0.42, AN.0.69, AN.0.39, AND.36, AN.0.37, AN.0.41 of explanatory notes to t

Category)
Fee Fee:$65.30 Benefit: 100%= $65.30
701 Extended Medicare Safety Net Cap$195.90
Professional attendance by a general practitioner to perform a standarchbsedttment, lasting mor
than 30 minutes but less than 45 minutes, including:
(a) detailed information collectiomdéluding taking a patient history; and
(b) an extensive physical examination; and
(c) initiating interventions and referrals as indicataut]
(d) providing a preventihealth care strategy for the patient
(See para AN.0.40, AN.0.38, AN.0.42, AN.0.69, AN89, AN.0.36, AN.0.37, AN.0.41 of explanatory notes to {
Category)
Eee Fee:$151.80 Benefit: 100% = $151.80
703 Extended Medicare Safety Net Cp: $455.40
Professimal attendance by a general practitioemperform a long health assessment, lastirigast 45
minutes but less than 60 minutes, including:
(a) comprehensive information collection, including taking a patient history; and
(b) an extensive examinatiof the patient's medical condition and physical function; and
(c) initiating interventios and referrals as indicated; and
(d) providing a basic preventive health care management plan for the patient
(See para AN.0.40, AN.0.38N.0.42, AN.0.69, AN.0.39, AND.36, AN.0.37, AN.0.41 of explanatory notes to tl
Category)
Fee Fee:$209.45 Benefit: 1006 = $209.45
705 Extended Medicare Safety Net Cap$500.00
Professional attendance by a general practitioner to perform a prolondhdassassment (lasting at
least 60 minutes) including:
(a) comprehensive information collection, including takinga#ent history; and
(b) an extensive examination of the patient's medical condition, and physical, psychological and
Fee function; and
707
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(c) initiating intervention®r referrals as indicated; and
(d) providing a comprehensive preventive health care gemant plan for the patient

(See para AN.0.40, AN.0.38, AN.0.42, AN.0.69, AN.0.39, AN.0.36, AN.0.37, AN.0.41 of explanatory notes
Category)

Fee:$295.90 Benefit: 100% = $295.90

Extended Medicare Safety Net Cap$500.00

ABORIGINAL AND TORRES STRAIT ISLANDER PEOPLES HEALTH ASSESSMENT
Details of the requirements for the Aboriginal 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 over the age of 55 years.

Professionahttendance by a general piioner at consulting rooms or in another place other than
hospital or residential &gl care facility, for a health assessment of a patient who is of Aboriginal g
Torres Strait Islander descemdt more than once in a 9 ntbrperiod

(See para AN.0.44\N.0.46, AN.0.43, AN.0.45 of explanatory notes to this Category)

Eee Fee:$233.65 Benefit: 100% = $233.65
715 Extended Medicare Safety Net Cap$500.00
A15. GP MANAGEMENT PLANS, TEAM CARE 1. GP MANAGEMENT PLANS, TEAM CA RE
ARRANGEMENTS, MULTIDISCIPLINARY CARE ARRANGEMENTS AND MULTIDISCIPLINARY
PLANS CARE PLANS
Group A15. GP Management Plans, Tea m Care Arrangements, Multidisciplinary Care Plans
Subgroup 1. GP Management Plans, Team Care Arrangements And Multidisciplinary Care Plans
Attendance byageneral practitioner for preparation of a GP management plan for a patient (othee
service associated with a service to which any of items 735 to 758 apply)
(See para AN.0.47 of explanatory notes to this Category)
Fee Fee:$158.80 Benefit: 75% = $119.0 100% = $158.80
721 Extended Medicare Safety Net Cap$476.40
Attendance by aeneral practitioner to coordinate the development of team care arrangements fg
patient (other than a service associated with a serwisdich any of items 735 tdb8 apply)
(See para AN.0.47 of explanatory notes to this Category)
Fee Fee:$125.85 Benefit: 75% = $94.40 100% = $125.85
723 Extended Medicare Safety Net Cap$377.55
Contribution by a general practitioner to a multidisicipty care plan prepared byather provider or a
review of a multidisciplinary care plan prepared by another proyatker than a service associated
with a service to which any of items 735 to 758 apply)
(See para AN.0.47 of explanatory notes to thieeGary)
Eee Fee:$77.50 Benefit: 100% = $77.50
729 Extended Medicare Safety Net Cap$232.50
Contribution by a genat practitioner to:
(a) a multidisciplinary care plan for a patient in a residential aged care facility, prepared by that fi
or to areview of such a plan premarby such a facility; or
Fee
731 (b) a multidisciplinary care plan prepared for a patient mttaar provider before the patient is
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ARRANGEMENTS, MULTIDISCIPLINARY CARE ARRANGEMENTS AND MULTIDISCIPLINARY

PLANS

CARE PLANS

discharged from a hospital, or to a review of such a plan prepared by another provider
(other than aexvice associated with a ser& to which items 735 to 758 apply)

(See para AN.0.47 of explanatory notes to this @at
Fee:$77.50 Benefit: 100% = $77.50
Extended Medicare Safety Net Cap$232.50

Fee
732

Attendance by a general practitioner to revaveoordinate a review of:

(a) a GP management plan prepared by a general practitioner (or an associated getitoalgrjao
which item 721 applies; or

(b) team care arrangements which have been coordinated by the general practitioner (or ardass
general practitioner) to wbh item 723 applies

(See para AN.0.47 of explanatory notes to this Category)
Fee:$79.2 Benefit: 75% = $59.50 100% = $79.30
Extended Medicare Safety Net Cap$237.90

A15. GP MANAGEMENT PLANS, TEAM CARE
ARRANGEMENTS, MULT IDISCIPLINARY CARE

PLANS

2. CASE CONFERENCES

Group A15. GP Management Plans, Team Care Arrangements, Multidiscipl inary Care Plans

Subgroup 2. Case Conferences

Fee
735

Attendance by a general practitioner, as a member of a multidisciplinargar#feeence team, to
organiseand coordinate:

(a) a community case conference; or
(b) a multidisciplinary case conferee in a residential aged care facility; or
(c) a multidisciplinary discharge case conference;

if the conference lasts for at least 15 nt@s) but for less than 20 noites (other than a service
associated with a service to which items 721 to 732 apply)

(See para AN.0.49 of explanatory notes to this Category)
Fee:$77.85 Benefit: 75% = $58.40 100% = $77.85
Extended Medicare Safety Net Cap$233.55

Fee
739

Attendanceéiy a general practitioner, as a member of a multidisciplinary case conference team, t
organise and coordinate:

(a) a community case conference; or
(b) a multidisciplinary case conference in a residential aged care facility; or
(c) a multidisciplinary disearge case conference;

if the conference lasts for at least 20 minutes, but for lessAfaninutes (other than a service
associated with a service to which items 721 to 732 apply)

(See para AN.0.49 of explanatory notes ts thategory)
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Fee:$133.10 Bendit: 75% =$99.85 100% = $133.10
Extended Medicare Safety Net Cap$399.30

Fee
743

Attendance by a general practitioner, as a member of a multidisciplinary case conference team,
organise and coordinate:

(a) a community ase conference; or
(b) a multdisciplinary case conference in a residential aged care facility; or
(c) a multidiscipinary discharge case conference;

if the conference lasts for at least 40 minutes (other than a service associated with a service to
items 721 to 732 apply)

(See pra AN.0.49 of explanatory notes to this Category)
Fee:$221.90 Benefit: 75% = $166.45 100% = $221.90
Extended Medicare Safety Net Cap$500.00

Fee
747

Attendance by a general practitioner, as a member of a multidisciptinae conference team, to
paticipate in:

(a) a community case conference; or
(b) a multidisciplinary case confereni a residential aged care facility; or
(c) a multidisciplinary discharge case conference;

if the conference lasts for at least 15 misutaut for less than 20 mirest(other than a service
associated with a service to which items 721 to 732 apply)

(Seepara AN.0.49 of explanatory notes to this Category)
Fee:$57.20 Benefit: 75% = $42.90 100% = $57.20
Extended Medicare Safety Net Cap$171.60

Fee
750

Attendance by general practitioner, as a member of a multidisciplinary case conference team, t
patticipate in:

(a) a community case conference; or
(b) a multidisciplinary case conference in a residential aged care facility; or
(c) a mulidisciplinary discharge cas®nference;

if the conference lasts for at least 20 minutes, but for less than 40 sfother than a service
associated with a service to which items 721 to 732 apply)

(See para AN.0.49 of explanatory notes to this Category)
Fee:$98.00 Benefit: 75% = ¥3.50 100% = $98.00
Extended Medicare Safety Net Cap$294.00

Fee
758

Attendance by general practitioner, as a member of a multidisciplinary case conference team, t
participate in:

(a) a community case conference; or

(b) a multidisciplinary case cdarence in a residential aged care facility; or
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A15. GP MANAGEMENT PLANS, TEAM CARE
ARRANGEMENTS, MULT IDISCIPLINARY CARE

PLANS 2. CASE CONFERENCES
(c) a multidisciplinary discharge casenéerence;
if the conference lasts for at least 40 minutes (other than a service associated with a service to
items 721 to 732 apply)
Fee:$163.10 Benefit: 75% =$122.35 100% = $163.10
Extended Medicare Safety Net Cap$489.30
Attendanceby a consultant physician in the practice of the consultant physician's specialty, as a
of a case conference team, to organise aoddinate a community caserderence of at least 15
minutes but less than 30 minutes, with a multidisciplinary tebat least 3 other formal care provide
of different disciplines
(See para AN.0.51 of explanatory notes to this Category)

Fee Fee:$155.35 Benefit: 75% = $116.55 85% $132.05

820 Extended Medicare Safety Net Cap$466.05
Attendance by a consultanysician in the practice of the consultant physician's specialty, as a m
of a case conference team, to organise and coordinate a oitsnoase conference of atl 30
minutes but less than 45 minutes, with a multidisciplinary team of at leasti3fotimal care providerg
of different disciplines
(See para AN.0.51 of explanatory notes to this Category)

Fee Fee:$233.20 Benefit: 75% = $17400 85% = $198.25

822 Extended Medicare Safety Net Cap:$500.00
Attendance by a consultant physician in thacgice of the consultant physician's specialty, as a me
of a case conference team, to organise and coordinate a community casecernfeat least 45
minutes, vith a multidisciplinary team of at least 3 other formal care providers of differeildiss
(See para AN.0.51 of explanatory notes to this Category)

Fee Fee:$310.70 Benefit: 75% = $233.05 85% = $264.10

823 Extended Medicare Saéty Net Cap:$500.00
Attendance by a consultant physician in the practice of the consultant physiciaidkysmeca membe
of a multidisciplinary case conference team of at least 2 other formal care providers of different
disciplines, to partipate in a community caserference (other than to organise and coordinate thg
conference) of at least 15 minutag kess than 30 minutes, with the multidisciplinary case conferer
team
(See para AN.0.51 of explanatory notes to this Category)

Fee Fee:$11160 Benefit: 75% = $83.70 85% = $94.90

825 Extended Medicare Safety Net Cap$334.80
Attendance by a consutitphysician in the practice of the consultant physician's specialty, as a m
of a multidisciplinary case conference team of at leagh@r formal care providecs different
disciplines, to participate in a community case conference (other thagatoise and coordinate the
conference) of at least 30 minutes but less than 45 minutes, with the multidisciplinary case conf
team
(Se= para AN.0.51 of explanatonptes to this Category)

Fee Fee:$178.00 Benefit: 75% = $133.50 85% = $151.30

826 Extended Medicare Safety Net Cap$500.00
Attendance by a consultant physician in the practice of the consultant physician's speciaitgraseg

Fee of a multidisciplinay case conference team of at least 2 other formal care providers of different

828 disciplines, to participate in a community case conference (other than to organise and coordinatq
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PLANS

2. CASE CONFERENCES

conference) of at least 45 minutes, with thdtisciplinary case conferems team

(See para AN.0.51 of explanatory notes to this Category)
Fee:$244.40 Benefit: 75% = $183.30 85% = $207.75
Extended Medicare Safety Net Cap$500.00

Fee
830

Attendance by a consultant physician in the practicesmttimsultant physician's speity, as a membe
of a case conference team, to organise and coordinate a dischargerdasence of at least 15 minut
but less than 30 minutes, with a multidisciplinary team of at least 3 other formal care providers g
different disciplines

(See paraAN.0.51 of explanatory notes to this Category)
Fee:$155.35 Benefit: 75% = $116.55 % = $132.05
Extended Medicare Safety Net Cap$466.05

Fee
832

Attendance by a consultant physician in the practice of the consultamtiphigsspecialty, as a memb
of a case conference team, to organise and coordinate a discharge case conferéas 8Daninuteg
but less than 45 minutes, with a multidisciplinary team of at least 3 other formal care providers g
different disciplires

(See para AN.0.51 of explatory notes to this Category)
Fee:$233.20 Benefit: 75% = $174.90 85% = $198.25
Extended Medicare Safety Net Cap$500.00

Fee
834

Attendance by a consultant physician in the practice of the consultant physician's specalityembe
of a case confence team, to organise and coordinate a discharge case conference of at least 47
with a multidisciplinary team of at least 3 other formal care providers of different disciplines

(See para AN.0.51 of explanatory noteshis Category)
Fee:$310.0D Benefit: 75% = $233.05 85% = $264.10
Extended Medicare Safety Net Cap$500.00

Fee
835

Attendance by a consultant physician in the practice of the consultant physician's specialty, as g
of a case conference team participate in a dischargase conference (other than to organise and
coordinate the conference) of at least 16utes but less than 30 minutes, with a multidisciplinary tq
of at least 2 other formal care providers of different disciplines

(See paraN.0.51 of explanatory notde this Category)
Fee:$111.60 Benefit: 75% = $83.70 85% = $94.90
Extended Medicare Sifety Net Cap:$334.80

Fee
837

Attendance by a consultant physician in the practice of the consultant physician's specialty, as g
of a case conference team participate in a discharge case conference (other than to organise an
coordinate the atference) of at least 30 minutes but less than 45 minutes, with a multidisciplinary
of at least 2 other formal care providers of dife disciplines

(See para AND.51 of explanatory notes to this Category)
Fee:$178.00 Benefit: 75% = $133.50 85% $151.30
Extended Medicare Safety Net Cap$500.00

Fee
838

Attendance by a consultant physician in the practice of the consultant phissgpecialty, as a memk
of a case conference team, to participate in a discharge case conference (othertfzanis® and
coordinate the conference) of at least 45 minutes, with a multidisciplinary team of at least 2 othg
care providers ofifferent disciplines

(See paa AN.0.51 of explanatory notes to this Category)
Fee:$244.40 Benefit: 75% = $183.30 85% = $207.75
Extended Medicare Safety Net Cap$500.00
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Attendance by a consultant physician in the practice of the consultasitipiis specialty of psychig,
as a member of a multidisciplinary case conference team of at least 2 othercimenaloviders of
different disciplines, to organise and coordinate a community case conference of at least 15 min
less than 30 miurtes, with the multidiscipliary case conference team
(See para AN.0.62 of explanatory notes to this Category)

Fee Fee:$155.35 Benefit: 75% = $116.55 85% = $132.05

855 Extended Medicare Safety Net Cap$466.05
Attendance by a consultant physicianhe practice of the consultapiiysician's specialty of psychiat
as a member of a multidisciplinary case confereeam of at least 2 other formal care providers of
different disciplines, to organise and coordinate a community case conference df2Q ieasutes but
less than 4®ninutes, with the multidisciplinary case conference team
(See para AN.0.62 of explanagmotes to this Category)

Fee Fee:$233.20 Benefit: 75% = $174.90 85% = $198.25

857 Extended Medicare Safety Net Cap$500.00
Attendarte by a consultant physiciam the practice of the consultant physician's specialty of psych
as a member of multidisciplinary case conference team of at least 2 other formal care providers
different disciplines, to organise and coordinate aroomity case conference oflaast 45 minutes,
with the multidisciplinary case conference team
(See para AN.0.62 ofxplanatory notes to this Category)

Fee Fee:$310.70 Benefit: 75% = $233.05 85% = $264.10

858 Extended Medicare Safety Net Cap$500.00
Attendance by a consultantydician in the practice of the consultant physician's specialty of psyc
as a memér of a case conference team, to organise and coordinate a discharge case conferenc
least 15 minutes but less than 30 minutes, withultidisciplinary team oftdeast 2 other formal care
providers of different disciplines
(See para AN.0.62 of exgrhatory notes to this Category)

Fee Fee:$155.35 Benefit: 75% = $116.55 85% = $132.05

861 Extended Medicare Safety Net Cap$466.05
Attendance by a consultant phyiai in the practice of the consultant physician's specialty of psych
as a membeof a case conference team, to organise and coordinate a discharge case conferencg
least 30 minutes but less than 45 minutes, withulidisciplinary team of atdast 2 other formal care
providers of different disciplines
(See para AN.0.62 of explaioay notes to this Category)

Fee Fee:$233.20 Benefit: 75% = $174.90 85% = $198.25

864 Extended Medicare Safety Net Cap$500.00
Attendance by a consultant physinian the practice of the consultant physician's specialty of psych
as a member & case conference team, to organise and coordinate a discharge case conferencg
least 45 minutes, with a multidisciplinary team ofeatst 2 other formal care priders of different
disciplines
(See para AN.0.62 of explanatory notes to this Category)

Fee Fee:$310.70 Benefit: 75% = $233.05 85% = $264.10

866 Extended Medicare Safety Net Cap$500.00
Attendance by a general practit@mspecialist or consultaphysician as a member of a case confer
team, to lead and coordinate a multidiscigiincase conference on a patient with cancer to develoy

Fee multidisciplinary treatment plan, if the case conference is of at least 10 s)imitie a multidisciplinary

871 team of at least 3 other medical practitioners from different areas of medical pradtick (nay includ
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general practice), and, in addition, allied health providers

(See para AN.0.65 of explanatory notes to this Category)
Fee $89.70 Benefit: 75% = $67.8 85% = $76.25
Extended Medicare Safety Net Cap$269.10

Fee
872

Attendance by a gemal practitioner, specialist or consultant physician as a member of a case cof
team, to participate in a multidisciplinary casefeoance on a patient with cear to develop a
multidisciplinary treatment plan, if the case conference is of at 1€astinutes, with a multidisciplinar
team of at least 4 medical practitioners from different areas of medical practice (which may inclu
general practice), and, inditlon, allied health providers

(See para AN.0.65 of explanatory notes to this Category)
Fee:$41.80 Benefit: 75% = $31.35 85% = $35.55
Extended Medicare Safety Net Cap$125.40

Fee
880

Attendance by a specialist, or cortaunt physician, in the pracé of the specialist's or consultant
physician's specialty of geriatric or rehabilitatimedicine, as a member of a case conference team
coordinate a case conference of at least 10 minutes but less than 30-foinatggarticular patient,
one attedance only in a 7 day period (other than attendance on the same day as an attenddmicie
item 832, 834, 835, 837 or 838 was applicable in relation to the patient) (H)

(See para AN.0.63 of explanatory notes to this Cayggor
Fee:$54.35 Benefit: 75% =$40.80
Extended Medicare Safety Net Cap$163.05

Fee
930

Attendance by a general préiciner, as a member of a multidisciplinary case conference team, to
organise and coordinate a mental health case conference, if theecooeflasts for at least 15mates,
but for less than 20 minutes

(See para AN.15.1 of explanatory notes to this Gatgg
Fee:$77.85 Benefit: 75% = $58.40 100% = $77.85
Extended Medicare Safety Net Cap$233.55

Fee
933

Attendance by a general praditier, as a member of a muitidiplinary case conference team, to
organise and coordinate a mental health case @rder if the conference lasts for at least 20 minut
but for less than 40 minutes

(See para AN.15.1 of explanatory notes to this Cat@gory
Fee:$133.10 Benefit: 75% =$99.85 100% = $133.10
Extended Medicare Safety Net Cap$399.30

Fee
935

Attendanceby a general practitioner, as a member of a multidisciplinary case conference team, t
organise and coordinate a mental health case cowferd the conference ladtsr at least 40 minutes

(See para AN.15.1 of explanatory notes to this Category)
Fee:$221.90 Benefit: 75% = $166.45 100% = $221.90
Extended Medicare Safety Net Cap$500.00

Fee
937

Attendance by a general practitioneraamember of a multidisciplimg case conference team, to
participate in a mental health case conference, if the e lasts for at least 15 minutes, but for |
than 20 minutes

(See para AN.15.1 of explanatory notes to this Category)
Fee:$57.20 Bendit: 75% = $42.90 100% =5%.20
Extended Medicare Safety Net Cap$171.60

Fee
943

Attendance by a general praidtter, as a member of a multidisciplinary case conference team, to
participate in a mental health case conference, if the conferencktemtéeast 20 minutes, bfdr less
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than 40 minutes

(See para AN.15.1 of explanatory notes to this Category)
Fee:$98.00 Benefit: 75% = $73.50 100% = $98.00
Extended Medicare Safety Net Cap$294.00

Fee
945

Attendance by a general practitioner, asember of a multidisciplinargase conference team, to
participate in a mental health case conference, if the confetasts for at least 40 minutes

(See para AN.15.1 of explanatory notes to this Category)
Fee:$163.10 Benefit: 75% = $122.35 100% = $3.10
Extended Medicare Safey Net Cap: $489.30

Amend
Fee
946

Attendance by a consultant physician in the practiced he consul tant phys
or paediatrics, as a member of a multidisciplinary case conference team, to orgdrieerdinate a
mental healtltase conference of at least 15 minutes but less than 30 minutes, with the multidisc
case conference team

(See para AN.15.2 of explanatory notes to this Category)
Fee:$155.35 Benefit: 75% = $116.55 85% = $132.05
Extended Medicare Safety Net Cap$466.05

Fee
948

Attendance by a consultant physician in the practice of the consultgmnh y si ci ands s
or paediatrics, as a member of a multidisciplinary case conference team, to organise and coordi
mental health case confereraf at least 30 minutes but less than 45 minutes, with the multidiscipl
case confeence team

(See para AN.15.2 of explanatory notes to this Category)
Fee:$233.20 Benefit: 75% = $174.90 85% = $198.25
Extended MedicareSafety Net Cap:$500.00

Fee
959

Attendance by a consultant physi cipeciltydfpsydhiatrs
or paediatrics, as a member of a multidisciplinary case conference team, to organise and coordi
mental healtltase conference of at lea&tdinutes, with the multidisciplinary case conference tean

(See para AN.15.2 of explaay notes to this Category)
Fee:$310.70 Benefit: 75% = $233.05 85% = $264.10
Extended Medicare Safety Net Cap$500.00

Fee
961

Attendance by a consultant physiciann t he practice of the cons
or paediatrics, @sa member of a multidisciplinary case conference team, to participate in a menta
case conference of at least 15 minutes but kess 30 minutes, with the midisciplinary case
conference team

(See para AN.15.2 of explanatory notes to this Cajggo
Fee:$111.60 Benefit: 75% = $83.70 85% = $94.90
Extended Medicare Safety Net Cap$334.80

Fee
962

Attendance by a consultant phyiait in the practice oftheos ul t ant physi ci an
or paediatrics, as a member of a multigiioary case conference team, to participate in a mental h
case conference of at least 30 minutes but less than 45 minutes, withltidesaiplinary case
conferace team

(See para AN.15.2 of explanatory notes to this Category)
Fee:$178.00 Benefit: 75% = $133.50 85% = $151.30
Extended Medicare Safety Net Cap$500.00

Fee
964

Attendance by a consultant physician in the practice&t ¢ o n s ul t a ndaltypfripgyshiatey

or paediatrics, as a member of a multidisciplinary case confeteace to participate in a mental heg
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A15. GP MANAGEMENT PLANS, TEAM CARE
ARRANGEMENTS, MULT IDISCIPLINARY CARE

PLANS 2. CASE CONFERENCES
case conference of at least 45 minutes, with the multidisciplinary case conference team
(See para N.15.2 of explanatory notes this Category)
Fee:$244.40 Benefit: 75% = $183.30 85% = $207.75
Extended MedicareSafety Net Cap:$500.00
A17. DOMICILIARY AND RESIDENTIAL

MANAGEMENT REVIEWS

Group A17. Domiciliary And Residential Management Review s

Participation by a general practitioner (not including a specialist or consultant physician) in a
Domiciliary Medication Management Revie®IMIMR) for a patient living in a community setting, in
which the general practitioner, withthepatit 6 s consent :

(a) assessehd patient as:

(i) having a chronic medical condition or a complex medication reginmeh; a

(ii) not having their therapeutic goals met; and

(b) following that assessment:

(i) refers the patient to a community pharmacy or amealited pharmacist for the DMIR; and

(i) provides relevant clinical information required for the DMMR; and

(c) discisses with the reviewing pharmacist the results of the DMMR including suggested medic
management strategies; and

(d) develops a writtemedication management plaslléwing discussion with the patient; and

(e) provides the written medication managengpah to a community pharmacy chosen by the patie
For any particular patie@tapplicable not more than once in each 12 month period, @pdfdtem 245
does not applin the same 12 month period, except if there has been a significant change inethre {
condition or medication regimen requiring a new DMMR

Amend (See para AN.0.52 of explanatory notes to this Category)

Fee Fee:$170.45 Benefit: 100% = $170.45

900 Extended Medica e Safety Net Cap$500.00
Participation by a general practitioner (natluding a specialist or consultant physician) in a reside
medication management revieRNIMR) for a patient who is a care recipienta residential aged car
faclityd other than an RMMR for a resident in relation to whom, in the preceding 12 mitvishitem
or item 249 has applied, unless there has K
medication managemeplan requiring a new RMMR.

Amend (See para AN.0.52 of explanatory notes to this Category)

Fee Fee:$116.70 Benefit: 100% = $186.70

903 Extended Medicare Safety Net Cap$350.10

A20. GP MENTAL HEALTH TREATMENT 1. GP MENTAL HEALTH TREATMENT PLANS
Group A20. GP Ment al Health Treatment

Subgroup 1. GP Mental Health Treatment Plans

Professional attendance by a generacttitioner (including a general practitioner who has not
undertaken mental health skills training) of at least 20 minutes but les4Ghaimutes in duration for
the preparation of a GP mental health treatment plan for a patient
(See para AN.0.56 of planatory notes to this Category)

Fee Fee:$78.95 Benefit: 75% = $59.25 100% = $78.95

2700 Extended Medicare Safety Net Cap$236.85

Fee

2701 Professional attendance by angeal practitioner (including a general practitioner who has not
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A20. GP MENTAL HEALTH TREATMENT 1. GP MENTAL HEALTH TREATMENT PLANS

undertaken mental hehlskills training) of at least 40 minutes in duration for the preparation of a (
mental health treatment plan for a patient

(See para AN.B6 of explanatory notes this Category)
Fee:$116.20 Benefit: 75% = $87.15 100% = $116.20
Extended Medicare Saéty Net Cap:$348.60

Fee
2712

Professional attendance by a general practitidnegeview a GP mental health treatment plan which
or she, or an associated gengpedctitioner has prepared, or to review a Psychiatrist Assessment g
Management Plan

(See para AN.0.56 of explanatory notes to this Category)
Fee:$78.95 Benefit: 75% = $59.25 100% = $78.95
Extended Medicare Safety Net Cap$236.85

Fee
2713

Professioal attendance by a general practitiorierrelation to a mental disorder and of at te23
minutes in duration, involving taking relevant history and identifying the presenting problem (to t
extent not previously recordegbroviding treatment and add and, if appropriate, referral for other
services or treatments, and documenting titeames of the consultation

(See para AN.0.56 of explanatory notes to this Category)
Fee:$78.95 Benefit: 100% = $78.95
Extended Medicare Sifety Net Cap:$236.85

Fee
2715

Professional attendance by a general practitioner (including a general practitimnieas undertaken
mental health skills training of at least 20 minutes but less than 40 minutes in duration for the
preparation of a GP méal health treatment planrfa patient

(See para AN.0.56 of explanatory notes to this Category)
Fee:$100.20 Benefit: 75% = $75.15 100% = $100.20
Extended Medicare Safety Net Cap$300.60

Fee
2717

Professional attendance by a general practitionelu@ing a general practitionasho has undertaken
mental health skills training) of at least 40 minutes in duratothie preparation of a GP mental hea
treatment plan for a patient

(See para AN.0.56 of explanatory notes to this Category)
Fee:$147.65 Benefit: 75% = $110.75 1®6 = $147.65
Extended Medicare Safety Net Cap$442.95

A20. GP MENTAL HEALTH TREATMENT 2. FOCUSSED PSYCHOLOGICAL STRATEGIES

Group A20. GP Mental Health Treatment

Subgroup 2. Focussed Psychological Strategies

Fee
2721

Professional attendanceansulting rooms by a general practitioner, for providing focussed
psychological stratges for assessed mental disorders by a general practitioner registered with th
Executive Medicare as meeting the credentiallingiiregnents for provision of th service, and lasting
at least 30 minutes, but less than 40 minutes

(See para AN.0.5@f explanatory notes to this Category)
Fee:$102.10 Benefit: 100% = $102.10
Extended Medicare Safety Net Cap$306.30

Fee
2723

Professionbattendance at a place othban consulting rooms by a general practitioner, for providin
focussed psychologicalrategies for assessed mental disorders by a general practitioner registerg
the Chief Executive Medicare as meeting the credentipttiquirements for provisioof this service,
and lasting at least 30 minutes, but less than 40 minutes

(See para ANL.57 of explanatory notes to this Category)
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A20. GP MENTAL HEALTH TREATMENT 2. FOCUSSED PSYCHOLOGICAL STRATEGIES

Derived Fee:The fee for item 2721, plus $28.60 divided by the number of patients seen, matiaum of six
patients. Foseven or more patientshe fee for item 2721 plus $2.25 per patient.

Extended Medicare Safety Net Cap:300% of the Derived fee for this item, or $500.00, whichever is the
amount

Professional attendance ansalting rooms by a generalggtitioner, for providing focussed

psychological strategies for assessed mental disolgea general practitioner registered with the C
Executive Medicare as meeting the credentialling requirements for provision séthise, and lasting
at leasd0 minutes

(See para AN.0.57 of explanatory notes to this Category)

Fee Fee:$146.10 Benefit: 100% = $146.10
2725 Extended Medicare Safety Net Cap$438.30
Professional attendance at a place other than consulting roomshgralgractitioner, for proging
focussed psychological strategies for assessed mental disorders by a genérahpraegistered with
the Chief Executive Medicare as meeting the credentialling requirements for provision of this se
and lastingat least 40 minutes
(See paraN.0.57 of explanatory notes to this Category)
Derived Fee:The fee for item 2725, plug28.60 divided by the number of patients seen, up to a maximum ¢
patients. For seven or more patientise fee for item 2725 plu2®5 per patient.
Fee Extended Medicare Safety Net Cap:300% of the Derived fee for this item, or $500.00, whichevérddesse
2727 amount
Professional attendance at consulting rooms by a general practitioner (not including a specialist
consultamh physician) registered wittihe Chief Executive Medicare as meeting the credentialling
requirements for provision dfiis service:
(a) for providing focussed psychological strategies to a person other than the patient, if the servi
ofthepateh 6s treat ment; and
(b) lastirg at least 30 minutes, but less than 40 minutes
(See para AN.20.1 of explanatory notesttis Category)
Fee Fee:$102.10 Benefit: 100% = $102.10
2739 Extended Medicare Safety Net Cap$306.30
Professional attendance at a glather than consulting roorby a general practitioner (not including
specialist or a consultant physician) regrietl with the Chief Executive Medicare as meeting the
credentialling requirements for provision of this service:
(a) for providing focussepsychological strategies toperson other than the patient, if the service is
of the patientds treat ment ; and
(b) lasting at least 30 minutes, but less than 40 minutes
(See para AN.20.1 of explanatory notes to this Category)
Derived Fee:The fee foiitem 2739, plus $28.60 divéd by the number of patients seen, up to a maximum of|
patients. For seven or moretigats- the fee for item 2739 plus $2.25 per patient.
Fee Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.8®jchever is the less
2741 amount
Professional attendance at consulting rooms by a general practitiongrc{nding a specialist or a
consultant physician) registered with the Chief Executive Medicare as meeting the credentialling
requirementsdr provision of this service:
(a) for providing focussed psychological strategies to a person other than the ffatierservice is pa
Fee of the patientés treatment; and
2743
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A20. GP MENTAL HEALTH TREATMENT 2. FOCUSSED PSYCHOLOGICAL STRATEGIES

(b) lasting at least 40 minutes

(See para AN.20.1 of explanatory notes to this @t
Fee:$146.10 Benefit: 100% = $146.10
Extended Medicare Safety Net Cap$438.30

Fee
2745

Professional attendae@t a place other than consulting rooms by a general practitioner (not inclu
specialist or a consultant physician) registered vhiehGhief Executive Medicares eneeting the
credentialling requirements for provision of this service:

(a) for providing focussed psychological strategies to a person other than the patient, if the servi
of the patientébés treatment; and

(b) lastingat least 40 minutes

(See paa AN.20.1 of explanatory notes to this Category)

Derived Fee:The fee for item 2743, ptu$28.60 divided by the number of patients seen, up to a maximum
patients. For seven or more patientise fee for item 2743 plu2®5 per patient.

Extended Medicare Safety Net Cap:300% of the Derived fee for this item, or $500.00, whichevéradesse
amount

A21. PROFESSIONAL ATTENDANCES AT
RECOGNISED EMERGENCY DEPARTMENTS OF
PRIVATE HOSPITALS 1. CONSULTATIONS

Group A21. P rofessional Attendances at Re cognised Emergency Departments of Private Hospitals

Subgroup 1. Consultations

Fee
5001

Professional attendance, on a patient aged 4 years or over but under 75 years old, at a recognig
emergency department of a privatespital by a specialistimé pr acti ce of t he
emergency medicine involving medical degisimaking of ordinary complexity

(See para AN.0.60 of explanatory notes to this Category)
Fee:$64.60 Benefit: 75% = $48.45 85% = $36
Extended Medicare Safety Nt Cap: $193.80

Fee
5004

Professional attendance, on a patient aged under 4 yearscagjaised emergency department of a
private hospital by a specialist in the prg
involving medical decisiommaking of ordinary complexity

(See para AN.0.60 of explanatory notes to this Category)
Fee $108.45 Benefit: 75% = $81.35 85% = $92.20
Extended Medicare Safety Net Cap$325.35

Fee
5011

Professional attendance, on a patigygda75 years or over, at aognised emergency department of

private hospital by a specialist in the practicelobt s peci al i st 6s speci al
involving medical decisiomaking of ordinary complexity

(See para AN.0.60 of explanatorgtas to this Category)
Fee:$108.45 Benefit: 75% = $81.35 85% = $92.20
Extended Medicare Safety Net Cap$325.35

Fee
5012

Professional attendance, on a patient aged 4 years or over but under 75 years old, at a recognig
emergency department of a prigdospital by a specialisit he practice of th
emergency medicine involving medical @gon-making of complexity that is more than ordinary bui
not high

(See para AN.0.60 of explanatory notes to this Category)
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A21. PROFESSIONAL ATTENDANCES AT
RECOGNISED EMERGENCY DEPARTMENTS OF
PRIVATE HOSPITALS 1. CONSULTATIONS

Fee:$170.00 Benefit: 75% = $127.50 &%= $144.50
Extended Medicare Safety Net Cap$500.00

Professional attendanaan a patient aged under 4 years, at a recognised emergency department
private hospital by a specialist in the practice of the spedal 6 s s p e c i antedicine o f
involving medical decisioimaking of complexity that is more than ordinary Isubot high

(See para AN.0.60 of explanatory notes to this Category)

Fee Fee:$213.85 Benefit: 75% = $160.40 85% = $181.80

5013 Extended MedicareSafety Net Cap:$500.00
Professional attendance, on a patient aged 75 years or over, at a recognisedanuegartment of a
private hospital by a specialist in the pr4d
involving medicaldecisionmaking of complexit that is more than ordinary but is not high
(See para AN.0.60 of explanatory noteshis Category)

Fee Fee:$213.85 Benefit: 75% = $160.40 85% = $181.80

5014 Extended Medicare Safety Net Cap$500.00
Professional attendae, on a patient aged 4 year over but under 75 years old, at a recognised
emergency department of a private Hodpa | by a specialist in thy¢
emergency medicine involving medical decisimaking of high complexy
(See para AN.0.60 of explatory notes to this Category)

Fee Fee:$286.95 Benefit: 75% = $215.25 85% = $243.95

5016 Extended Medicare Safety Net Cap$500.00
Professional attendance, on a patient aged under 4 years, at a recognised emergeneyntepartm
private hospitalbps peci al i st in the practice of the
involving medical decisiomaking of high complexity
(See para AN.0.60 of explanatory notes to this Category)

Fee Fee:$330.90 Benefit: 75% = $248.0  85% = $281.30

5017 Extended Medicare Safety Net Cap:$500.00
Professional attendance, on a patient agege@bs or over, at a recognised emergency department
private hospital by a speci al i semergency rmedieinep r ¢
involving medical decisiormaking of high complexity
(See para AN.0.60 of explanatory notes ts thategory)

Fee Fee:$330.90 Benefit: 75% = $248.20 85% = $281.30

5019 Extended Medicare Safety Net Cap$500.00
Professional attendaecon a patient aged 4 yearsover but under 75 years old, at a recognised
emergency department of a private haddity a medical practitioner (except a specialist in the prac
of the specialistbés specialty ceibnmaking of grdinarg y
conplexity
(See para AN.0.60 of explanatory notes to this Category)

Fee Fee:$48.40 Benefit: 75% = $36.30 85% = $41.15

5021 Extended Medicare Safety Net Cap$145.20
Professional attendance, on a patient aged under 4 yeangcagnised emergency depaent of a
private hospital by a medical practitioner (except a specialistin thepmactiof t he spe
of emergency medicine) involving medical decisioaking of ordinary complexity

Fee

5022 (See para AN.0.60 of explatory notes to this CategQry
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A21. PROFESSIONAL ATTENDANCES AT
RECOGNISED EMERGENCY DEPARTMENTS OF
PRIVATE HOSPITALS 1. CONSULTATIONS

Fee:$81.35 Benefit: 75% = $61.05 85% = $69.15
Extended Medicare Safety Net Cap$244.05

Professional attendance, on a patient aged 75 years oabaaiecognised emergency department o
private hospital bya medical practitioner (excepa s peci al i st in the pr 8
of emergency medicine) inlxang medical decisionmaking of ordinary complexity

(See para AN.0.60 of explanatory notes to this Category)

Fee Fee:$81.35 Benefit: 75% = $4.05 85% = $69.15

5027 Extended Medicare Safety Net Cap:$244.05
Professional attendance, on a patient aggebds or over but under 75 years old, at a recognised
emergency department of a private hospital by a medical practitioner (exceptadisadhe practice
ofthespeci al i stds specialty of e mer gnaking gf comahdty ¢
that is more than ordinary but is not high
(See para AN.0.60 of explanatory notes to this Category)

Fee Fee:$127.45 Benefit: 75% = $95.6 85% = $108.35

5030 Extended Medicare Safety Net Cap:$382.35
Professional attendance, on a patient age@émuhgearsat a recognised emergency department of a
private hospital by a medical practitioner (except a specialist in the practiee ofshp e c i al i
of emergency medicine) involving medical decisinraking of complexity that is more than ordry bu
is not high
(See para AN.0.60 of explanatory notes to this Category)

Fee Fee:$160.40 Benefit: 75% = $120.30 85% = $136.35

5031 Extended Medicare Safety Net Cap:$481.20
Professional attendance, on a patient aged 75 years or over, at asetegmergency department of
private hospital by a medical practitioney
of emergency medicine) inlxding medical decisiommaking of complexity that is more than ordinary
is not high
(See para AN.0.60 of explanatory notes to this Category)

Fee Fee:$160.40 Benefit: 75% = $120.30 85% = $136.35

5032 Extended Medicare Safety Net @p: $481.20
Profesfonal attendance, on a patient 4 years or over but under 75 years old, at a recoggigeday
department of a private hospital by a medical practitioner (except a specialist in the practice of t
speci al i st énergescpraedicire)invoivingetiicalalecisiormaking of high complexity
(See para AN.0.60 of explanatory notes ts thategory)

Fee Fee:$215.20 Benefit: 75% = $161.40 85% = $182.95

5033 Extended Medicare Safety Net Cap$500.00
Professional attendaecon a patient aged undeydars, at a recognised emergency department of
private hospital by a medical practilicer (except a specialist in
of emergency medicine) involving medical decisimaking of high comlexity
(See para AN.0.60 aiplanatory notes to this Category)

Fee Fee:$248.20 Benefit: 75% = $186.15 85% = $211.00

5035 Extended Medicare Safety Net Cap$500.00
Professional attendance, on a patient aged 75 years or over, at a recognised emepgemmsgnt of a
private hosgg a | by a medical practitioner ( exspeziglty
of emergency medicine) involving medical decisioaking of high complexity

Fee

5036 (See para AN.0.60 of explanatory notes to this Cayggo
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A21. PROFESSIONAL ATTENDANCES AT
RECOGNISED EMERGENCY DEPARTMENTS OF

PRIVATE HOSPITALS 1. CONSULTATIONS
Fee:$248.20 Benefit: 75%=$186.15 85% = $211.00
Extended Medicare Safety Net Cap$500.00
A21. PROFESSIONAL ATTENDANCES AT 2. PROLONGED PROFESSIONAL
RECOGNISED EMERGENCY DEPARTMENTS OF ATTENDANCES TO WHICH NO OTHER GROUP
PRIVATE HOSPITALS APPLIES

Group A21. Professional Attendances at Recognised Emergency Departments of Private Hospitals

Subgroup 2. Prolonged Professional Attendances To Which No Other Group Applies

Professional attendance at a recognised emergency deparfragivate hospital by a sgalist in the
practice of the specialistés w®wpoégoalsafcargbythe ¢
specialist for a gravely ill patient lacking current goals of care if:

(a) the specialist takes overall respbiigy for the preparation the goals of care for the patient; an
(b) the attendance is the first attendancehieyspecialist for the preparation of the goals of care for
patient following the presentation of the patient to the emergency depgramdn

(c) the attendance ia conjunction with, or after, an attendance on the patient by the specialist thq
described in item 5001, 5004, 5011, 5012, 5013, 5014, 5016, 5017 or 5019

(See para AN.0.61 of explanatory notes to this Category)

Fee Fee:$156.® Benefit: 75% = $117.60 %6 = $133.30

5039 Extended Medicare Safety Net Cap$470.40
Professional attendaneg a recognised emergency department of a private hospital by a specialig
practice of the speci alcihesdrgreparatignefgoalsf cateypy thoef ¢
specialist for a gravely ill patient lacking current goals of care if:
(a) the specialist takes overall responsibility for the preparation of the goals of care for the patier
(b) the attendance is the figttendance by the specialisr the preparation of the goals of care for th
patient following the presentation thfe patient to the emergency department; and
(c) the attendance is not in conjunction with, or after, an attendance on the patiergmcihbst that i
describedn item 5001, 5004, 5011, 5012, 5013, 5014, 5016, 5017 or 5019; and
(d) the attendancs ffor at least 60 minutes
(See para AN.0.61 of explanatory notes to this Category)

Fee Fee:$294.85 Benefit: 75% = $221.15 85% = $250.65

5041 Extended Medicare Safety Net Cap$500.00
Professional attendance at a recognised emergency departmenivatehprspital by a medical
practitioner (except a specialist in the prn
preparation of goals of care b practitioner for a gravely ill patient lacking current goals of care
(a) the pratitioner takes overall responsibility for the preparation of the goals of care for the patie
(b) the attendance is the first attenda by the practitioner foh¢ preparation of the goals of care for
patient following the presentation of thetipat to the emergency department; and
(c) the attendance is in conjunction with, or after, an attendance on the patient by the prattiiaae
described in item@®1, 5022, 5027, 5030, 5031, 5032, 5033, 5035 or 5036
(See para AN.0.61 of explanatorgtas to this Category)

Fee Fee:$117.70 Benefit: 75% = $88.30 85% = $100.05

5042 Extended Medicare Safety Net Cap$353.10
Professionahttendance at a recognisedezgency department of a private hospital by a medical
practitioner (except a specialistn t he practice of the special
preparation of goals of care by the practitioner for a gravighatlent lacking current géaof care if:
(a) the practitioner takes overall responsibility for the preparatidineofoals of care for the patient; g

Fee (b) the attendance is the first attendance by the practitioner for the preparation of the goal$arfthe

5044 patient followingthe presentation of the patient to the emergency department; and
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A21. PROFESSIONAL ATTENDANCES AT 2. PROLONGED PROFESSIONAL
RECOGNISED EMERGENCY DEPARTMENTS OF ATTENDANCES TO WHICH NO OTHER GROUP
PRIVATE HOSPITALS APPLIES

(c) the attendance it in conjunction with, or after, an attendance on the patient by the practition
is described in item 5021, 5022, 5027, 5030, 568382, 5033, 5035 or 5036; &n
(d) the attendance is for at least 60 minutes

(See para AN.0.61 of explanatory notestis Category)
Fee:$221.10 Benefit: 75% = $165.85 85% = $187.95
Extended Medicare Safety Net Cap$500.00

A22. GENERAL PRACTITIONER AFTER-HOURS
ATTENDANCES TO WHICH NO OTHER ITEM

APPLIES

Group A22. General Practitioner After -Hours Attendances To Which No Other Item Applies

New
5071

Professional attendance by a general practitioner at consulting rooms (other than a servide to w
another item in this Schalk applies), lasting at least 60 minutes and including any of the followin
are cinically relevant:

(a) taking an extensive patient history;

(b) performing a clinical examination;

(c) arranging any necessary investigatio

(d) implementing a managemt plan;

(e) providing appropriate preventive health care;

for one or more healtrelated issues, with appropriate documentation

(See para AN.0.9, AN.0.19, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of explanautey to
this Category)

Fee:$220.25 Benefit: 100% = $220.25

Extended Medicare Safety Net Cap$500.00

New
5076

Prdfessional attendance by a general practitioner (other than attendance at consulting rooms, a
or a residential aged care facility @ service to which anothgem in this Schedule applies), lasting 4
least 60 minutes and including any of thddwling that are clinically relevant:
(a) taking an extensive patient history;

(b) performing a clinical examination;

(c) arranging any nessary investigation;

(d) implementing a management plan;

(e) providing appropriate preventive health care;

for one ormore healtkrelated issues, with appropriate documentdtian attendance on one or more
patients on one occasidreach patient

(See para AND.11, AN.0.9, AN.0.19, MN.Z, AN.0.74, MN.1.8, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of explanat
notes to this Categaory

Derived Fee:The fee for item 5071, plus $28.60 divided by the number of patients seen, up to a maximun
patients. For seven or nepatients the fee for itenb071 plus $2.25 per patient.

Extended Medicare Safety Net Cap300% of the Derived fefor this item, or $500.00, whichever is the le
amount

New
5077

Professional attendance by a general practitioner, on care recipientssidential aged care iy,
other than a service to which another item in this Schedule applies, lastagtsdd minutes and
including any of the following that are clinically relevant:

(a) taking an extensive patient history;

(b) performing alinical examination;

(c) arlanging any necessary investigation;

(d) implementing a management plan;

(e) providing apropriate preventive health care;

for one or more healtrelated issues, with appropriate documentétian attendance on one or moreg
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A22. GENERAL PRACTITIONER AFTER-HOURS
ATTENDANCES TO WHICH NO OTHER ITEM

APPLIES

patierts at one residential agedredacility on one occasiéneach patient

(See para AN.0.19, AN.0.9, AN.0.15, MN.1.7, A\/4, MN.1.8, AN.0.11, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of
explanatory notes to this Category)

Derived Fee:The fee for item 5071, plus $55.4livided by the number of pants seen, up to a maximum of s
patients. For seven or more patientise fee fortem 5071 plus $3.65 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is ther
amount

LEVEL A
Professional attendance by a general practitioner for an obvious problem characterised by the
straightforward nature of the task that requires a short patient history and, if required, limited examination
and management.

Fee
5000

Professional attendance at cali;mg rooms (other than a service to which another item applies) by
general practitioer for an obvious problem characterised by the straightforward nature of the tas
requires a short patient history and, if requitedited examination and managenteach attendance

(See para AN.0.19, AN.0.9, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MB.MN.1.5, MN.1.6 of explanatory notes t
this Category)

Fee:$31.90 Benefit: 100% = $31.90

Extended Medicare Safety Net Cap$95.70

Fee
5003

Professional attendancg b general practitioner (other than attendance at consulting rooms, a ho
or a regential aged care facility or a service to which another item in the table applies) that requ
short patient history and, if necessdimited examination and magemenan attendance on one or
more patients on one occasieach patient

(See para N.0.19, AN.0.11, AN.0.9, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of explang
notes to this Category)
Derived Fee:The fee for item 5000, plus $28.6Gfvided by the number of patients seen, up to a maximum of
patients. For seven or mopatients the fee for item 5000 plus $2.25 per patient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $600, whichever is the les
amount

Fee
5010

Professional attendance (other than a service to which another pdiesppt a residential aged care
facility (other than a professional attendance at acseifained unit) or professional attendance at
consulting rooms situated withhisuch a complex, if the patient is accommodated in a residential ag
care facility (ober than accommodation in a setintained unit) by a general practitioner for an obvi
problem characterised by the straightforward reanf the task that requireshort patient history and
if required, limited examination and managemantattendace on one or more patients at one
residential aged care facility on one occastach patient

(See para AN.0.19, AN.0.15, AN.0.9, MN.1AM.0.74, MN.1.8, AN.0.11, MNL.4, MN.1.3, MN.1.5, MN.1.6 of
explanatory notes to this Category)

Derived Fee:The feefor item 5000, plus $51.45 divided by the number of patients seen, up to a maximum
patients. For seven or more patientise fee fo item 5000 plus $3.65 per fient.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500, whichever is the lesg
amount

LEVEL B
Professional attendance by a general practitioner (not being a service to which any other item in this table
applies) lasting less than 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;
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d) implementing a management plan;
e) providing appropriate preventive health care;
in relation to 1 or more health-related issues, with appropriate documentation.

Professional attendance by a general practitioner at consulting rooms (otharsér@ice to which
anotheritem in this Schedule applies), lasting at least 6 minutes and less than 20 mininetudird
any of the following that are clinically relevant:

(a) taking a patient history;

(b) performing a clinical examination;

(c) arramging any necessary investigat;

(d) implementing a management plan;

(e) providing appropriate preventive healthezar

for one or more healtrelated issues, with appropriate documentation

(See para AN.0.19, AN.0.9, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MN.M8BI.1.5, MN.1.6 of explanatg notes to

Amend thIS Category)
Fee Fee:$53.90 Benefit: 100% = $53.90
5020 Extended Medicare Safety Mt Cap: $161.70
Professional attendance by a general practitioner (other than attendance at consulting rooms, a
or a residential aged care fhtji or a service to which another item in this Schedule applies), lastin
least 6 mmutes and less than 20 minutes and including any of the following that are clinically relg
(a) taking a patient history;
(b) performirg a clinical examination;
(c) arranging any necessary investigation;
(d) implementing a management plan;
(e) providirg appropriate preventive health care;
for one or more healtrelated issues, with appropriate documentdtian attendance on one or more
pdients on one occasidéneach ptient
(See para AN.0.19, AN.0.11, AN.0.9, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MN.1.3, MB\ NIN.1.6 of explanator
notes to this Category)
Derived Fee:The fee for item 5020, plus $28.60 divided by the number of patients genaumaximum of six
Amend patiens. For seven or more patientthe fee for item 5020 plus $2.25 per patient.
Fee Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is the
5023 amount
Professional attedance by a general practit&r (other than a service to which another item in this
Schedule applies), on care rédeifts in a residential aged care facility, lasting at least 6 minutes an
than 20 minutes and including any of the following thatdirécally relevant:
(a) taking a patient history;
(b) performing a clinical examination;
(c) arranging any necessdnyestigation;
(d) implementing a management plan;
(e) providing appropriate preventive health care;
for one or more healtrelated issueswith appropriate documeniahd an attendance on one or more
patients at one residential aged care facility on @tasio® each patient
(See para AN.0.19, AN.0.15, AN.0.9, MN.1.7, AN.0.74, MN.1.8, AN.0.11, MN.1.4, MN.1.3, MN.1.5, MN. 1.4
explanatory ntes to this Category)
Derived Fee: The fee for item 5020, plus $51.45 divided by the number of patients seen, satmaum of six
Amend patients. For seven or more patientise fee for item 5020 plus $3.65 per patient.
Fee Extended Medicare Safety Net Cap300%of the Derived fee for thigem, or $500.00, whichever is the leg
5028 amount

LEVELC
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Professional attendance by a general practitioner (not being a service to which any other item in this table
applies) lasting at least 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 appropriate preventive health care;

in relation to 1 or more health-related issues, with appropriate documentation.

Fee
5040

Professionahttendance by a general practitioner at consulting rooms (other than a service to wh
another item in the table applies), lasting atti@@sminutes and including gwf 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 apropriate preventive healttare;

for one or more healtrelated issues, with appropriate documentadanh attendee
(See para AN.0.19, AN.0.9, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MN.1.3, MN.1.5, MN.1.6 of explanatory not
this Category)

Fee:$92.45 Benefit: 100% = $92.45
Extended Medicare Safety Net Cap$277.35

Fee
5043

Professional attendance by a general fifaser (other than attendance at consulting rooms, a hosg
or a residential aged care facility or a service to which another itere tatke applies), lasting kEast
20 minutes and 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 mnagement plan;

(e) providirg appropriate preventive health care;

for one or more healtrelated issues, with apgyoate documentatiean attendance on one or more
patients on one occasi@ach patient

(See para AN.0.19, AN.0.11, AN.0.9, MN.1.7, AN, ®MN.1.8, MN.1.4, MN.1.3, MNL.5, MN.1.6 of explanator
notes to this Category)

Derived Fee:The fee for item 504@lus $28.60 divided by the number of patients seen, up to a maximum
patients. For seven or more patientise fee for item 5040 ptu$2.25 per patient.

Extended Medicare Safety Net Cap:300% of the Derived fee for this item, or $500.00, whichev¢he lessg
amount

Fee
5049

Professional attendance by a general practitioner at a residential aged care facility to residents
fadlity (other than a servicetwhich another item in the table applies), lasting at least 20 minutes

304



A22. GENERAL PRACTITIONER AFTER-HOURS
ATTENDANCES TO WHICH NO OTHER ITEM

APPLIES

including arty of the following that are clinically relevant:
(a) taking a detailed patient history;

(b) performing a clinical examination;

(c) arraming any necessary investigat;

(d) implementing a management plan;

(e) providing appropriate preventive healtre;

for one or more healtrelated issues, with appropriate documentatinrattendance on one or more
patients at one residential agede facility on one occasiegach patient

(See para AN.0.19, AN.0.15, AN.0.9, MN.1.7, AN.0.74, MN.1.8, AN.0.11, MN.MN.1.3, MN.1.5, MN.1.6 of
explanatory notes to this Category)

Derived Fee:The fee for item 5040, plus $51.45 divided by the numbeatiénts seen, up to a maximof six
patients. For seven or more patientise fee for item 5040 plus $3.65 peripat.

Extended Medicare Safety Net Cap300% of the Derived fee for this item, or $500.00, whichever is the
amount

LEVEL D
Professional attendance by a general practitioner (not being a service to which any other item in this table
applies) lasting at least 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 health-related issues, with appropriate documentation.

Professional attetance by a general practitioner at consulting rooms (other than a service to whi
anotlter item in the table applies), lasting at least 40 minutes and including any of the following th
clinically relevant:

(a) taking arextensive patient history;

(b) performing a clinical examination;

(c) arranging any necessary investigation;

(d) implementing a management plan;

(e) providing appropriate preventive health care;

for one or more healtrelated issues, with appropriatecumentatioreach attendance

(See para AN.0.19, AN.0.9, MN.1.7, AN.0.74, MN.1.8, MN.1.4, MN.1.3, MN.1.5, MN.lekplanatory notes to
this Category)

Fee Fee:$129.65 Benefit: 100% = $129.65
5060 Extended Medicare Safety Net Cap$388.95
Professional tendance by a general praictiner (other than attendance at consulting rooms, a hosy
or a residential aged cafecility or a service to which another item in the table applies), lasting at |
Fee 40 minutes and including any of the following that elirically relevant:
5063
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(a) t&king an extensive patient history;
(b) performing a clinical examination;
(c) arrangilg any necessary investigation;
(d) implementing a management plan;
(e) providing appropriate preventive health care;
for one or more hdth-related issues, with apgpriate