
As you may be aware, the board of 
directors reached a decision on an 
executive director and an associate 
executive director for our organization. 
Our new executive director is Simon 
Margolis, and Simon officially took the 
helm of NRRTS on January 8, 2007. Our 
new associate executive director, Valerie 
Nehl started on February 1, 2007.

Simon has 30 years of experience in 
the field of complex rehab seating and 

wheeled mobility. 
He was a founding 
board member and 
past president of 
NRRTS. He has also 
served the industry as 
president of RESNA, 
the Rehabilitation 
Engineering and 
Assistive Technology 
Society of North 
America, and as an 

executive committee 
member and founding 
member of NCART, the 
National Coalition for 
Assistive and Rehab 
Technology. He comes 
to NRRTS directly from 
his seven-year tenure 
as vice president for 
clinical and professional 
development for 
Tennessee-based 
National Seating and 
Mobility, Inc.

Valerie has more than 15 years of 
experience in the finance and business 
administrative field. She is a non-paid 
board member on the American Red 
Cross and serves on the John Deere 
Community Credit Union Advisory 
Council. She comes to NRRTS directly 
from her position as a regional director 
with Senator Charles E. Grassley. 

I want to elaborate on what hiring Simon 
and Valerie means to NRRTS and how 
we reached the decision to make them 
a part of our team. Because the board of 
directors consists of volunteer NRRTS 
registrants who are also working RTSs, we 
have a limited amount of time to devote 
ourselves to special projects, etc.

This lack of time has become more 
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With the last release of fee schedule changes, the industry finally has all the pieces of 
the puzzle regarding Medicare’s coverage of power mobility. But, in many ways, the 
change is just beginning. Everyone tried to learn the changes as they were released 
and educate their staffs and referral sources on the incremental changes. However, 
the unfortunate reality is it took having all of the pieces to totally understand the 
change the industry was facing. 

I feel blessed to have been one of many in the industry to have a front row seat to all 
the changes. I have had the fortunate position of following the changes, talking with 
decision makers, understanding their intent and being able to focus a tremendous 
amount of time reading and understanding each element of change. I cannot 
imagine trying to understand all of the details impacting power mobility without this 
level of focus. Yet, most people in the industry have had much more to focus on over 

exeCutive diReCtoR 
seaRCh ends!

our organization 
has grown, so
 we must take 
a more active 
role in issues 

involving 
our industry.

3838pagepage





NrrTSNewS VOl. 1 2007 3

contents
altimate Medical ...................................................... 37
a.r.T. group ................................................................. 2
bodypoint .................................................................. 16
bodyTech ................................................................... 21
convaid ...................................................................... 33
freedom designs ...................................................... 41
gendron, inc.  ............................................................ 19
innovative concepts ................................................ 15
invacare ....................................................................... 5
Mk battery ................................................................ 22
Mobility Management Magazine ............................... 39
Motion concepts ...................................................... 18
Otto bock  ................................................................. 43
pacific rehab  ........................................................... 20
permobil, inc. .............................................................. 7
prairie Seating corp. ................................................ 14
prM - precision rehab Manufacturing ................... 35
Quantum rehab/pride Mobility ................................ 9
r.e.a.l. designs ......................................................... 27
ride designs.............................................................. 30
rifton equipment ..................................................... 29
Snug Seat .................................................................. 17
Stealth products ....................................................... 31
Sunrise/Quickie ......................................................... 11
The Med group ......................................................... 26
The rOhO group ....................................................... 47
u.S. rehab.................................................................. 13
Vista Medical  ........................................................... 23
VNu expositions  ...................................................... 38
wenzelite/drive Medical .......................................... 34

ediTOrS aMy OdOM
 Judy VaNce

ediTOrial  Jerry keiderliNg 
adViSOry kaThy fallON, crTS® 
bOard  

deSigN giNa SiMS, harTSfield deSigN

priNTer parkS priNTiNg

The opinions expressed in NRRTS News 
are those of the individual author and do 
not necessarily represent the opinion of 
the National registry of rehabilitation 
Technology Suppliers, its staff, board 
members or officers.

NrrTS reserves the right to limit advertising 
to the space available. NrrTS accepts only 
advertising that furthers and fosters the 
mission of NrrTS.

NrrTS Office
p.O. box 4033 | lago Vista, Texas 78645-4033
512/267-6832 | 800/976-7787 | fax: 512/267-6833
www.nrrts.org

for all advertising inquiries, contact amy 
Odom at 806/722-2322, fax 806/783-9984 
or aodom@nrrts.org

iNdexadvertisers’

president’s update
Executive Director Search Ends!  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  1

rehab forum
Complex Rehab Power Mobility Changes: Something For Everyone To Learn  .  .  .  .1

corporate friend of nrrts view - invacare corp . 
Rehab And Competitive Bidding  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  4

capitol hill and you 
Grassroots Efforts vs . National Competitive Bidding (NCB) 
In The 110th Congress  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  6

corporate friend of nrrts view - pride mobility products/quantum rehab
A Look Back .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  8

versus
Federal Court Decisions .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  10

corporate friend of nrrts view - u .s . rehab
What Happened To Business As Usual? .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  12

feature
Clinical Requirements For Mobility Assistive Equipment: 
Do They Make Sense And How Can We Meet The Demand?   .  .  .  .  .  .  .  .  .  .  .  .  24

corporate friend of nrrts view - the med group
Managing The New PMD Codes  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  26

dollars by design
Power Mobility And New Codes  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  28

dollars by design
So Exactly What Documentation Is Required? .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  32

nrrts & the industry
Q&A With CFONS  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  38
NRRTS’ Rebuttal  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  40
CRTS® .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  42
ATS Credentials  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  42
Recognition .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  44
Former NRRTS Registrants  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  44
New NRRTS Registrants - 2006 Directory Additions .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  45-46



CaRa C. baChenheimeR
vice president, government Relations
invacare Corporation

Later this year, the Centers for Medicare 
and Medicaid Services (CMS) is slated 
to begin implementation of competitive 
bidding for certain DMEPOS items, 
possibly including power wheelchairs 
and high-end rehab items. In the 
Medicare Modernization Act of 2004, 
Congress required CMS to implement 
“competitive acquisition” for durable 
medical equipment, prosthetics, 
orthotics and supplies, beginning in 
2007. Competitive bidding will begin 
in ten of the largest metropolitan areas 
in late 2007, and an additional 80 large 
metropolitan areas will begin competitive 
bidding in 2009. In 2009, CMS has the 
authority to use prices established 
in a competitive bid area across the 
country. Clearly, the impact will likely be 
widespread and dramatic.

At press time, CMS was scheduled 
to soon release the final regulation 
implementing the competitive bidding 
program. Documents issued subsequent 
to the final rule, particularly the 
Request for Bids (RFB), are expected 
to have significantly more substantive 
information to enable us to better 
understand how CMS will administer the 
program, exactly which products and 
HCPCS codes will be included in which 
geographic areas, how suppliers must 
submit bids, how the payment rates will 
be calculated, how “winning” bidders 
will be selected and numerous other 
important details. In August 2006, CMS 
issued the final Quality Standards, and 
in late November 2006, CMS announced 
the accreditation organizations that have 
received “deemed status” from CMS, 
meaning that a supplier’s compliance 
with those organizations standards 
would be deemed to meet the CMS/
Medicare Quality Standards for DMEPOS 
suppliers. Eventually all suppliers will 

have to meet the Quality Standards, 
and suppliers that submit bids in the 
competitive bid areas will have to meet 
those standards to submit a bid.

Under its statutory mandate, CMS is 
to include in competitive bidding the 
items that will yield the most savings 
to the Medicare program. In addition, 
the new power mobility device (PMD) 
codes implemented November 15, 
2006, that categorize power wheelchair 
technology from low to high CMS has the 
administrative capability to include only 
a subset of codes in the PMD benefit in 
a competitive bid, if it so chooses. CMS 
could, therefore, make a determination 
that including high-end rehab PMD 
codes in a competitive bid would not 
likely result in “significant savings” (the 
statutory directive) to the Medicare 
program. Therefore, CMS does have the 
authority not to include these items. That 
does not mean, however, CMS will make 
that decision. It is difficult to see how 
the Medicare program would achieve 
“significant savings” by including high-
end mobility devices in competitive 
bid programs, given their relatively 
limited utilization among the Medicare 
population. Once CMS issues the final 
regulation, CMS will announce the 
product categories and the specific items 
by HCPCS code, which will be included 
in the initial ten areas.

On the legislative front, there are even 
better opportunities this year to ensure 
high-end rehab items are not subject to 
competitive bidding. A new Congress 
and a new session mean bills introduced 
in previous years must be reintroduced. 
Therefore, the Hobson-Tanner and 
Hatch-Conrad bills that would make 
significant improvements to competitive 
bidding, as well as H.R. 4994, the bill 
that would exempt high-end rehab 
from competitive bidding, will need 
to be reintroduced early in the year. 
Importantly, the near seismic shift in the 

House to a Democratic majority and a 
slight Democratic majority in the Senate 
present real and positive opportunities 
to get these bills passed into law.

The Hobson-Tanner and Hatch-Conrad 
bills include a number of provisions that 
would specifically address the needs of 
the high-end rehab community. First, 
one provision would require CMS to 
define and demonstrate the probability 
of achieving savings of at least ten 
percent before it could include a product 
in the bidding process. Second, there is a 
provision that would allow any provider 
defined as small business that meets 
the quality standards and submits a bid 
below the current allowable to provide 
the items and services at the final bid 
rate, reducing the possibility that a 
large number of small providers would 
be eliminated from the market. A third 
important provision would require CMS 
first to conduct a “comparability analysis” 
before implementing competitive bid 
rates in non-bid areas, effective January 
1, 2009, to ensure that it is appropriate to 
apply bid rates in non-bid areas.

Clearly, competitive bidding will present 
unprecedented challenges for the rehab 
industry. For those many reasons, I urge 
all in the rehab community to engage 
politically on this issue. It is up to all of 
us to educate our respective senators 
and representatives about the ill effects 
of this program on the consumer. The 
political dynamics in Congress will 
likely be receptive to the modifications 
the above bills would achieve. If we 
are successful in obtaining serious 
legislative modifications, we can be 
assured beneficiaries will continue 
to have appropriate access to this 
important benefit.  n

Cara Bachenheimer can be reached at 
cbachenheimer@invacare.com or 
at 440/329-6226.

Rehab and 
Competitive bidding
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John e. gallagheR
vice president, government Relations
vgm & associates

Two thousand and seven (2007) is 
shaping up to be an opportunistic year 
for the rehab/DME industry. Regardless 
of your party affiliation, now that 
Democrats have taken control of both 
houses of Congress for the first time in 
more than a decade, the debate over the 
healthcare agenda will change. 

The first area of interest is one the 
Democrats pushed throughout the 
2006 election—“lobbying reform.” At 
first glance this sounds good. However, 
part of this reform includes new tax 
cuts and spending to be paid for (pay 
as you go), meaning the Democrats 
in control of the 110th Congress—just 
as the Republicans before them—will 
be looking for offsets to pay for any 
entitlement program increases they 
are planning. Within the health care 
segment, these offsets could be bad 
news for all.

The second area of interest is the 
Senate’s desire to have stronger 
restrictions on earmarks. No one 
can agree on the precise definition 
of a congressional earmark, but in 
general, the word “earmark” refers to 
any element of a spending bill that 
allocates money for a very specific 
thing—a given project, location or 
institution. Transparency and stronger 
restrictions on earmarks would be good 
news for our industry, with the main 
advantage being committee chairman 
would not be able to add on legislative 
earmarks at the last minute, such as 
the DRA (oxygen cap). It remains to 
be seen if the tougher Senate version 
makes it through conference with new 
committee chairmen at the helm of 
Ways & Means (Charlie Rangel, D-NY) 
and Energy & Commerce (John Dingell, 
D-MI) commissions. 

The third area of interest is a question 
of how soon the industry can motivate 
members of Congress to reintroduce 
HR.3559 / S.3920 Medicare Durable 
Medical Equipment Access Act of 
2005; HR.5513 / S.3814 Home Oxygen 
Patient Protection Act of 2006 & HR 
4994 - Medicare Access to Complex 
Rehabilitation and Assistive Technology 
Act of 2006. These proposed pieces 
of legislation are each important to 
rehab in its own specific way. Although 
individually proposed and introduced 
by different entities within our industry, 
they are tied together by an attempt to 
keep CMS from destroying rehab, as we 
know it today, by utilizing congressional 
support and action to affect our 
goals. The quicker we can capture our 
champions for legislations such as HR 
4994 and get bills passed, the better 
our chances for surviving the dreaded 
bidding nightmare.  

Several industry organizations are 
doing everything they can to combat 
the implementation of National 
Competitive Bidding (NCB). But to 
truly and effectively defeat NCB, the 
DRA oxygen cap and drastic changes 
to PMD policies and reimbursement, 
we as an industry must unite with 
the Medicare beneficiary to develop a 
Triple Track Approach:
• Legislative – Develop legislative 

“champions” in the 110th Congress for 
the industry. 

• Grassroots – Coordinate grassroots 
activity at the provider level— 
BECOME THE “PROVIDER LOBBYIST.”

• Legal – Develop legal efforts to delay, 
impede and or defeat NCB. 

To meet this end, LAST CHANCE 
FOR PATIENT CHOICE (LCPC), a 527 
non-profit organization, was formed. 
Members include beneficiaries, HME/
rehab providers and manufacturers. 
LCPC believes Medicare beneficiaries 
will become victims of a two-tier 

health care system if provisions of 
the current Medicare Modernization 
Act stay in place.. The goals of Last 
Chance for Patient Choice are focused 
on four areas:
• Conducting public information 

campaigns in selected congressional 
districts through a multi-media effort 
designed to educate the electorate 
about their legislators’ support of 
selective contracting for HME/rehab, 
and informing Medicare beneficiaries 
about how their freedom to choose 
providers and equipment are adversely 
affected by selective contracting.

• Filing a federal lawsuit to strike the 
selective contracting sections within 
the MMA on constitutional and other 
grounds. The lawsuit will include 
Medicare beneficiary patients who 
are referred by local providers in areas 
selected for the first bidding and who 
volunteer to assist in this cause.

• Partnering with other organizations 
that are likely to be the next targets 
of selective contracting and those 
beneficiary groups most likely to 

 be adversely affected if the scheme 
 is implemented.
• Facilitating an increased informational 

campaign for members of Congress to 
explain why selective contracting is bad 
public policy because it will create a 
two-tier health care system in the U.S.

Opportunities to effect change in our 
industry are readily available for any 
and all who are willing to participate 
and get involved. Remember, as 
a NRRTS registrant, you have the 
advantage of a large support network 
behind you. Yes, it takes a great effort 
on your part, but an investment in 
promoting the inherent value of your 
services is time well spent. n
 

John Gallagher can be reached at  
john.gallagher@vgm.com or 
800/642-6065 x6503.

gRassRoots effoRts vs. national Competitive 
bidding (nCb) in the 110th CongRess

capitol hill & you
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wayne gRau
director of Rehab industry affairs
seth Johnson
vice president, government affairs
pride mobility/Quantum Rehab

The year 2006 will be recalled as the 
first time in the history of the rehab 
industry providers, consumer groups and 
manufacturers finally stood in solidarity 
and said, “I’m mad as hell, and I’m not 
going to take it anymore.” 

Competitive bidding, the Interim Final 
Rule, the Local Coverage Determination, 
and multiple versions of the PMD fee 
schedules created the perfect storm that 
forced all members of our industry to join 
together and fight. 

The beginning of a new year is a good 
time to reflect and evaluate what 
happened in the previous year and plan 
for the upcoming year. We learned a lot 
this past year, including what worked, 
what did not work and what is the best 
approach to working with our legislators.  
 

The industry made some new friends, 
and we will need to work to strengthen 
these new relationships. With the 
recent elections, there are many new 
representatives and senators we’ll need 
to work with as well. Just as we built our 
companies one relationship at a time, we 
must take the same approach to building 
our relationships with our legislators.

what did we leaRn?
1. Legislative support is needed - When 

the LCD was first introduced, the 
stand and pivot provision to qualify 
for a Group 3 power chair was a major 
concern for complex rehab providers. 
While a patient’s ability to stand and 
pivot to transfer should have some 
bearing on the type of power chair a 
patient qualifies for, this should not 
have been the only qualifying issue. The 
stand and pivot provision along with 

automatic down coding to the least 
costly alternative would force some 
of our patients into Group 1 power 
chairs, which were totally inappropriate 
for rehab patients. After a number of 
meetings with CMS, it was apparent 
that CMS would not listen to our 
concerns about patient safety and the 
appropriateness of the Group 1 chairs 
for all rehab patients. The industry 
started to call on legislators to educate 
them about the inappropriateness of 
the LCD. Meetings, phone calls and 
teleconferences were conducted to 
show how the proposed LCD would 
harm patients (voters). The effort paid 
off and with political pressure from 
numerous members of Congress, CMS 
revised the LCD in favor of a more 
appropriate coverage policy.

2. Congressional Education - Simply 
calling your legislators does not work 
as effectively as meeting with them 
directly. The majority of congressmen 
and their staff have no idea how 
involved rehab equipment is and 
how it creates independence for the 
people using it. We must educate our 
legislators and their staff members. A 
number of congressional visits were 
scheduled at providers’ locations. This 
is the best opportunity to educate our 
representatives and senators, so they 
can see first hand what we do and how 
our companies help their constituents. 
The legislators not only heard from the 
providers, but also from consumers of 
the equipment who provided a first-
hand account of what the equipment 
did for them and how it allowed them 
to continue their active independent 
lifestyles. It is very important these 
activities continue in 2007. 

3. Consumer Advocates - A special 
thanks goes out to the ITEM Coalition, 
American Association of People with 
Disabilities and United Cerebral Palsy 
Association, along with hundreds of 
other consumer groups who took action 
and fought to protect their members. 

The rehab industry worked very closely 
with consumer groups both on the 
national and local levels to educate 
them on how the LCD would affect 
their members. The consumer groups 
mobilized and complemented the 
industry’s efforts to educate legislators 
about the devastating consequences 
of the LCD. Teaming up with the 
consumer groups raised the issue to a 
new level and greatly assisted in getting 
Congress to weigh in, for support of the 
industry’s positions.

4. Industry Membership - Our legislators 
understand the power of numbers. The 
individual who tries to fight city hall 
will lose, but the group who takes on 
Congress has a much better chance 
of success. Registration in NRRTS 
and membership in AAHomecare, 
your state association and NCART is 
something all rehab providers should 
strongly consider. It is amazing how 
much a dedicated group of motivated, 
caring individuals can do to impact 
national politics. When we first started, 
naysayers said we could not do 
anything; we would just have to learn 
to live with it. The above-mentioned 
groups did not listen, and because of 
their efforts, the LCD was changed to 
protect the industry and our patients. 

While we fought a number of battles 
in 2006, the upcoming year will pose 
other issues, including competitive 
bidding, new manual wheelchair codes 
and fee schedules, final PMD codes 
and fee schedules are expected to be 
implemented January 1, 2008. The fight 
is not over, but with a few wins under 
our belt we can move into 2007 feeling 
as if we can change the world. If we work 
together, we can succeed. We simply have 
no other choice. n 

Wayne Grau can be reached at 800/800-8586 
x5255 or wgrau@pridemobility.com. Seth 
Johnson can be reached at 703/690-4608 or  
sjohnson@pridemobility.com. 

a looK baCK
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asela CueRvo
attorney
law office of asela Cuervo

Given this newsletter takes a 
comprehensive look at the changes in 
the power mobility benefit that took 
effect last year (as well as those that 
are ahead), it is worthwhile to examine 
recent federal court decisions addressing 
medical documentation requirements 
to support claims for payment under 
the Medicare program. The cases are 
relevant not only because they deal 
specifically with the nature of the 
medical necessity documentation that 
CMS can require to support claims for 
power wheelchairs, but also because 
medical necessity documentation 
issues will continue to be important as 
suppliers incorporate the new power 
mobility device (PMD) coding and 
coverage policies into their operations.

Most providers are aware of a 2004 
decision issued by the federal court 
for the Eastern District of California 
holding that CMS contractors could 
not require a PMD supplier to submit 
medical necessity documentation 
beyond what is otherwise required 
on the certificate of medical necessity 
(CMN). For many suppliers of PMDs, 
this decision, Maximum Comfort 
v. Thompson, provided a basis for 
challenging the power wheelchair 
audits that have been commonplace in 
recent years. The DMERCs were finding 
large overpayments and sometimes 
extrapolated from those amounts to 
demand repayment of even larger 
amounts. Even though the immediate 
impact of the decision would be limited 
to the Eastern District of California, the 
Maximum Comfort decision could be 
“persuasive” in ALJ appeals or before 
other federal district courts.

Citing Maximum Comfort as precedent, 
suppliers in two separate cases argued 

that CMS and its contractors lack the 
authority to require medical necessity 
documentation for PMDs beyond what is 
required by the CMN. Interestingly, both 
courts declined to follow the Maximum 
Comfort decision. In Mackenzie 
Medical Supply, Inc. v. Leavitt, the 
court reviewed the Social Security Act 
provisions pertaining to CMNs. Unlike 
the Maximum Comfort court, the 
Mackenzie court concluded that the 
statute did not unambiguously preclude 
CMS from requiring medical necessity 
documentation beyond 
what was required in 
the CMN. The court 
went even further in its 
analysis, stating that 
CMS has discretionary 
authority under the 
law to determine what 
is “reasonable and 
necessary.” This would 
include the discretion to 
require medical necessity 
documentation beyond 
what is furnished via the 
CMN. Otherwise, the 
secretary would lack the 
authority to determine whether an item 
was reasonable and necessary in any 
case where there had been a physician’s 
prescription for the item.

Similarly, in Gulfcoast Medical Supply 
Inc. v. Department of Health and Human 
Services, the Eleventh Circuit Court of 
Appeals held that the Social Security Act 
does not limit CMS’ discretion to require 
evidence of medical necessity in addition 
to the CMN. The Gulfcoast court’s 
analysis followed closely the analysis in 
Mackenzie. Both courts reasoned that 
inherent in the secretary’s power to 
administer the Medicare program is the 
discretion to require medical necessity 
documentation in addition to the CMN. 
Importantly, like Mackenzie, Gulfcoast 
held the Social Security Act does not 
unambiguously establish the CMN as 

the exclusive vehicle for documenting 
medical necessity. Moreover, the 
Gulfcoast decision applies throughout 
the Eleventh Circuit, a geographic area 
that includes many of the states that 
make up Medicare DME region C.

As you know, CMS has eliminated the 
CMN as a requirement for a number 
of items of DME. Consequently, it is 
tempting to question the relevance 
of these decisions. The decisions are 
important because they affirm that CMS 

has broad discretion 
to administer the 
Medicare program’s 
statutory mandate 
that items and services 
must be “reasonable 
and necessary.” The 
courts were very 
reluctant to find a 
statutory limitation 
on this discretion. It is 
important to keep this 
in mind over the course 
of the coming year 
because documentation 
issues will continue to 

be a large part of the discussion on how 
the new coding and coverage policies 
are implemented. The information on 
a form—whether one generated by the 
supplier, or officially sanctioned by 
CMS—may not be prove conclusive on 
the issue of medical necessity under 
the analysis in these recent cases. 
Consequently, suppliers should be 
cautious about relying exclusively on 
such forms. While this should not stop 
stakeholders from working toward more 
specificity in what is required to support 
medical necessity for PMDs, there will be 
no shortcuts for properly educating your 
referral sources or collecting medical 
record information when necessary.  n

Asela Cuervo can be reached at 
amcuervo@earthlink.net or 202/496-1281.
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JeRRy KeideRling
vice president
u.s. Rehab

For quite some time now, “Business 
As Usual” in rehab has been more like 
“Business As It Needs To Be Today!” 
With CMS making adjustments and 
alterations to its entire system in 
an effort to gear up for mandatory 
accreditation, competitive bidding and 
numerous cuts and revisions, it has 
been difficult for the rehab community 
to keep up with constant changes. 

Keeping up with the continuous 
regulatory and policy changes is just 
one part of the difficulties suppliers 
face. The most important task is 
adjusting your business 
practices to stabilize 
profitability while 
maintaining the high 
levels of quality in 
service and product 
offerings your clients 
and referral sources 
have come to expect 
from your company. 

Our industry has 
always dealt with 
not only the many changing faces of 
CMS, but private payer sources as 
well. We’ve handled them well and 
have been able to adapt fairly quickly 
to maintain a status quo within our 
companies. The reason for our ability 
to cope and recover is, historically, 
changes and updates were typically 
somewhat singular in nature (e.g. either 
a fee schedule, a modifier fix or billing 
criteria of some nature). These were 
relatively easy to manage and slight 
modifications to systems and daily 
business practices did the trick, and all 
was okay for the time being. 

All of that changed with the onset of 
the Medicare Balanced Budget Act 

(BBA) of 1997. Since then, it has been 
as if someone opened the gates and let 
the lions in the ring. With a new Local 
Coverage Determination (LCD) plus 
revisions, 64 new Power Mobility Device 
(PMD) billing codes, several new fee 
schedules and adjustments, National 
Competitive Bidding (NCB) and an 
accreditation and supplier standards 
mandate, it has simply been one battle 
after another, fought by many in the 
industry. Many conflicts between CMS 
and rehab providers emerged from these 
radical changes, along with efforts made 
on both sides to somewhat alleviate the 
damages to all involved.  These efforts 
to facilitate a change for the better were 
given a real boost by the increasing 
involvement from providers across the 

nation. Those who 
were quiet in the past 
saw the real need to 
get involved. They 
attended DC fly-ins, 
wrote letters to CMS 
and elected officials, 
held meetings with 
their elected officials 
and got involved with 
their state, national and 
industry associations to 
lend support in any way 

possible. There are many more battles 
to be fought on the horizon. I believe 
CMS now knows we mean business, 
and more importantly, we are genuinely 
concerned about the beneficiaries and 
the level of care they deserve. 

So what can we do to insure not 
just survival for our companies, but 
profitability and growth in an industry 
that’s under constant scrutiny and 
attack? Part of the answer is to remain 
committed to your company’s core 
values: providing medically and 
functionally necessary products to 
those in need at a fair price, with a keen 
sense of quality and at a level of service 

unmatched by others. This is a difficult 
task, but one of most importance. If 
we allow ourselves to stray from these 
values, then we become our own worst 
enemies, and the bureaucrats win.

Our professionalism is key, but it comes 
at a stiff price. Operating our businesses 
in a legal and ethical manner takes 
time, people, software, education and 
marketing—all of which are expensive, 
yet necessary. With our margins being 
whittled away by payer sources, our 
standard operating procedures are 
being challenged every day. It’s a 
balancing act, if you will, of complying 
with all the new updates while keeping 
a watchful eye on the bottom line.  

There are a few elements that should 
be considered as key components to 
a winning combination of business 
strategies in today’s world:

abn 
The Advanced Beneficiary Notice is 
probably one of the most under-utilized 
and valuable tools we have at our 
disposable. Although put into effect 
in early 2002, its use and intent still 
remains somewhat of a mystery to many 
providers. This tool gives consumers 
the freedom to choose the products 
that are best for them without paying 
the entire up-front cost of products not 
traditionally covered by Medicare. 

For reimbursement purposes, Medicare 
identifies which home medical 
equipment and supplies are “medically 
necessary.” The definition of “medically 
necessary” usually applies to less 
advanced or “stripped-down” products. 
In the past if beneficiaries wanted to 
upgrade to a product that better met 
their clinical and personal needs, they 
were responsible for paying the whole 
up-front cost of the product and waiting 

what happened to business 
as usual?

NrrTSNewS VOl. 1 200712

corporate friend of nrrts view u.S. rehab

our 
professionalism 

is key, but it 
comes at a 
stiff price.

Continued on page 14





for Medicare to reimburse them for 
80% of the allowable fee. Under the 
new guidelines, however, beneficiaries 
can upgrade by paying the difference 
between Medicare reimbursement and 
the price of the equipment they prefer. 
This new process benefits Medicare 
recipients, and it enables DME 
providers to function within a realistic 
business model when 
offering their customers 
higher quality services.
 
When a supplier 
believes Medicare may 
not reimburse for some 
or all equipment and 
services provided, the 
supplier must have the 
beneficiary complete 
the ABN form. By 
completing the 
form, the beneficiary 
acknowledges responsibility to pay 
for equipment and services denied 

by Medicare. When the form is used 
properly, it protects suppliers from 
financial liability.

As is evident, properly used ABNs can 
make a dramatic impact on your bottom 
line. They are a way of taking CMS’s “least 
costly alternative” and turning it into a 
sale that greatly enhances your margins.

teChnologies 
When thinking about technology and 
software, our minds quickly turn to billing, 

inventory management 
and tracking programs. 
All are an important 
part of running a rehab 
company, and each 
provider should choose 
wisely the programs 
suiting individual 
operations best. The 
technologies that 
demand attention for 
today’s market are add-
on programs designed 
to enhance your service 

capabilities and product offerings, thus 
increasing sales and market share. 

GPS tracking technology has proven 
itself to be of great value to providers. 
The capability of knowing where your 
delivery people, your RTSs or your 
service technicians are at any given 
time is invaluable to streamlining your 
cost of operation. The ability to alter 
schedules and handle new business now 
rather than later with reduced travel 
time is a great asset for you and your 
clients. This technology also allows your 
drivers to quickly correct bad directions 
or being lost. Fuel savings and response 
time are both greatly increased, along 
with possible reductions in insurance 
premiums. The intent of GPS is to save 
time and money, not to be confused 
with a fear of “big brother” watching.

Another piece of technology being 
researched by many for revenue 
generating purposes is aimed at client 
follow-up and fulfillment. The idea is 
any given rehab provider has a broad 
enough client base built up over the 
years that several or many of these 
individuals are simply lost or forgotten 
over time. They are evaluated and 
assessed for specific needs, provided 

continued from page 12
business as usual?
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equipment, trained and possibly re-
fitted to some extent and when all 
is well, seldom is contact ever made 
again. These are individuals who 
may, over time, have either outgrown 
their equipment or had changes in 
condition that demand attention. 
These clients equate to 
losses in maintenance 
opportunities, upgrade 
sales and products and 
thus revenue. There are 
legal and regulatory 
issues surrounding 
the marketing to 
Medicare beneficiaries, 
but it is acceptable 
if approached as a 
standard follow-up 
program to all clients 
within these parameters.  

pRoduCt offeRings
Lowest acquisition cost is not always 
the best route to take. Many times, we 
get caught up in the margin percentage 
of the initial purchase, and we lose site 
of service costs coming down the road. 
Make sure your RTSs have correctly 

assessed the potential usage of the 
equipment prescribed. Supplying the 
lowest cost equipment is fine to those 
clients whose total usage will be light 
and in the home, but many will use 
their equipment outdoors and often to 
a great extent. Even though Medicare 

does not recognize “out 
of the home” as criteria 
for coverage, providers 
need to pay serious 
attention to real-life 
daily activities. Most 
PMD manufacturers 
have several product 
offerings within 
each respective code 
grouping, and all 
models deliver a given 
level of performance 

and durability. It’s far more important 
to provide the product most suited to 
the client up front. Equipment with 
a high-quality factor and carrying a 
slightly less margin up front will pay 
more in the long run with fewer service 
calls and repairs. 

Rehab and assistive technology has 
been around for many years and despite 
everything the world has thrown at 
us, we still survive, grow and prosper. 
Advances in technology, improved 
educational opportunities and a 
willingness to get involved have been 
key to our success. As you prepare your 
company for the future, please keep a 
few things in mind:
• Profit is not a dirty word! Look for it 

in creative ways and make it work to 
your advantage.

• The work you do and the services you 
provide are an important and integral 
part of our society. Without it, disabled 
Americans would be bed ridden and 
out of site rather than living their lives 
as independently as possible.

• Operational and reimbursement 
changes will continue to happen. 
Keep yourself informed and be as 
involved with industry efforts as 
much as you possibly can.  n

Jerry Keiderling can be reached at 
jerry.keiderling@usrehab.com or at 
319/235-7100 x6531.
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obvious in the past year through 
activities surrounding issues with the 
PMD, LCD, etc. Larger organizations 
in our industry have the resources to 
employ individuals who specifically 
work on these and other activities. 
Due to our limited manpower and 
financial ability, we were not able 
to devote necessary resources to 
this and other issues affecting the 
industry. Because the board feels 
NRRTS should be represented and 
become more vocal about the issues 
facing our industry and profession, 
we have called on the expertise of 
Simon and Valerie to help us do so. 

Our organization has grown, and 
we must take a more active role in 
issues involving our industry and 
profession. We as NRRTS registrants 
need to own our profession. For 
far too long, RTSs have sat back 
and allowed manufacturers, rehab 
companies, allied healthcare 

professionals, etc., to dictate what we 
do and how we do it. 

Until recently, NRRTS 
has operated with 
Administrator Judy 
Vance, part-time 
Administrative 
Assistant Tom Vance, 
and Marketing 
Coordinator Amy 
Odom. Judy’s pending 
retirement led us to 
the decision to hire 
Valerie. NRRTS will 
miss Judy, as she has 
been the lifeblood of 
our organization. We 
wish her and Tom all 
the best! Amy plans to 
remain on staff.

The placement of 
Simon and Valerie 
does not change how 
NRRTS is operating. 
The bylaws of our 
organization are set up to allow for 
such positions. The duties of the daily 

operation of the organization will 
be laid out and separated between 
Simon, Valerie and Amy to perform. 

The board of 
directors will 
remain in place, 
and elections will 
be held as always. 
The president, vice 
president, treasurer, 
secretary, etc., will all 
remain in place and 
they will continue 
to carry their duties. 
The 2007 election 
is coming, and I 
HIGHLY encourage 
you to consider being 
placed on the ballot. 

We sincerely hope 
these changes 
will allow NRRTS 
to become more 
vocal on the issues 
affecting each of 

us by allowing dedicated people 
to represent us on a consistent 

continued from page 1
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basis. The board strives for the 
representation of NRRTS registrants 
outside of our employers and 
manufacturers to ensure our 
professional standards and consumer 
rights are upheld.

As my presidency is ending, I have 
gained a deeper understanding of 
what is required to represent our 
organization and am confident the 
current board has made it easier for 
those who follow us to serve this 
organization and help guide NRRTS 
into the future. The board is charged 
with setting the mission and goals 
with which the executive directors 
have been hired to perform. 

This is truly a new and exciting 
time for NRRTS and our profession 
as we proceed with unprecedented 
representation. More than ever 
before, we ask for your support 
and commitment as a RRTS™ and 
CRTS®. Again, I ask you to reach out 
to fellow RTSs and encourage them 
to join us in our efforts to raise the 
bar—not just for their individual 
commitments to professionalism, 
but also for our industry.

I encourage you to read this 
newsletter from cover to cover. We 
have the most up-to-date information 
concerning the LCD with some 
of the top industry professionals 
represented. Thanks to all of the 
writers for their positive contributions 
to NRRTS! n

Mike Seidel, CRTS®, can be reached at 
913/541-0205 or mseidel@nsm-seating.com. 





the last three years than power mobility 
changes. So now it becomes critical to 
make sure everyone understands the 
policies and how to implement them 
successfully. By successfully, I mean 
your businesses remain sound, you get 
to keep the money Medicare initially 
allows and consumers continue to get 
the level of technology they require.

To focus on all of the changes, I will 
segment the various changes into 
categories: Coding, Medical Necessity, 
Advanced Determination of Medicare 
Coverage (ADMC), Other Conditions for 
Coverage, and Payment. Finally, in this 
article, I will address what happens next.

Coding
Coding is the foundation for all other 
change. Don’t allow yourself to be 
overwhelmed by the number of codes. 
I remember a time when the medical 
directors thought six HCPCS codes for 
power wheelchairs were too many. Now 
we have 64 PMD codes! The truth is, for 
Medicare purposes, there are only five 
groups you need to be concerned with: 
One POV and four PWCs. The various 
codes within each group are merely 
configurations based on patient weight, 
seat type (sling or solid v. captain 
style), or powered seating options. For 
complex rehab specifically, your focus 
will be even narrower.

This represents a paradigm shift in 
coding in which we should pay attention. 
The industry needs to understand this is 
a trend. The structure moved from a base 
code plus add-on codes for options such 
as seat width and depth, and accessories 
such as footplates, seat belts and casters. 
The former coding scheme required 
billing and processing multiple line items 
on each claim. The new coding scheme 
bundles commonly provided options and 
features into the base code. This structure 
is more streamlined, will require less time 
and presumably cost less to submit and 
to process. 

mediCal neCessity
I find it easier to hone in on the 

coverage requirements by breaking 
coverage apart and focusing on the 
medical necessity criteria separate 
from other conditions of coverage. 
The National Coverage Determination 
(NCD) for Mobility Assistive Equipment 
(MAE) expanded access to power 
mobility by removing the “bed or chair 
confined” policy and replacing it with 
a focus on mobility limitations that 
impair an individual’s ability to perform 
mobility related activities of daily living. 
A mobility limitation is one that:

1. Prevents the beneficiary from 
accomplishing the MRADLs entirely. OR

2. Places the beneficiary at reasonably 
determined heightened risk of 
morbidity or mortality secondary 
to the attempts to participate in 
MRADLs. OR 

3. Prevents the beneficiary from 
completing the MRADLs within a 
reasonable timeframe.

The second and third criterions, in 
my mind, represent the increase in 
access. It is extremely important CMS 
acknowledges that even though an 
individual may be able to perform an 

ADL, if it places him/her at heightened 
risk or it takes an unreasonable length of 
time to complete the task, the individual 
has a medical need for an assistive device.

The local coverage determination (LCD) 
contains the medical necessity criteria 
for qualifying for the various groups and 
codes. There are many “interpretations” 
within the industry right now about this 
important policy. Unfortunately, several 
are incorrect. While the policy is lengthy 
and fairly complex, the policy is clear. I 
recommend you read the policy and the 
policy articles. If you can’t find something 
written in the policy or an accompanying 
policy article and you have questions, 
do some research; submit a question to 
the Advisory Council in your region. 
It is going to take a while for everyone 
to be as knowledgeable regarding the 
new policies as we were with the 
previous ones. 

I continue to hear ongoing debate 
regarding how an individual qualifies 
for a Group 3 device. Some people claim 

Continued on page 20
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that the documentation must “justify” 
why a Group 2 device won’t meet the 
individual’s needs to qualify for a Group 
3 device. This is not the case. The real 
answer is based on the individual’s 
diagnosis. If the individual has a diagnosis 
that is the result of a neurological 
condition, myopathy or congenital 
orthopedic deformity and meets the 
overall criteria for power mobility, the 
individual qualifies for Group 3. The 
medical directors understand and 
acknowledge individuals who require 
power mobility have diagnoses that fit 
one of these three conditions, then they 
require the performance of devices in 
Group 3. The supplier is not required to 
provide any further proof or evidence 
as to why a Group 2 won’t meet the 
individual’s needs. This is true for all 
Group 3 devices. 

advanCed deteRmination of 
mediCaRe CoveRage (admC)
The ADMC eligibility has been 

expanded. This is very important. If 
you have not routinely utilized this 
process in the past, I encourage you to 
now. I especially encourage you to use 
the ADMC process when the individual 
has a neurological condition that is 
progressive and you are providing a 
base that accommodates single or 
multi-power option seating system, 
but were not not providing the seating 
system at the time of initial issue of the 
power wheelchair. I also encourage you 
to use this process if you are not quite 
comfortable with the documentation 
you are receiving. The ADMC process 
provides you an opportunity to have a 
manual review of your documentation. 
The ADMC process also gets you an 
automatic extension on the delivery 
of the equipment. As opposed to the 
regular 120-day requirement, when 
a claim goes through ADMC, you are 
allowed six months. For dual eligible 
clients, if you have to file a prior 
authorization with Medicaid, this extra 
time may be important.

otheR Conditions of CoveRage
I group requirements regarding the 

physician face-to-face, comprehensive 
evaluations by therapists, SADMERC 
code verification, and delivery timelines 
in the category of “other conditions 
of coverage.” These are regulatory 
requirements not necessarily tied to the 
medical necessity of the individual, but 
nevertheless impact coverage. 

These are the devilish details that 
require process change. These policy 
requirements must be understood and 
incorporated into your businesses. 
This takes education, training and 
time. I continue to be asked whether 
the physician has to see the patient if 
he/she refers the patient to a therapist 
for an evaluation. I continue to be 
queried about when the clock starts 
ticking for the 120-day delivery by the 
supplier or the 45 days for delivery of 
the documentation to the supplier. 

I also continue to hear people say 
the beneficiary doesn’t have to see 
his/her physician if it is a replacement 
chair. Be very careful with this one. 
This applies only if the replacement is 
during the useful lifetime of the chair; 
a replacement must be due to the 
original product being lost, stolen or 
destroyed and must be replaced with 
the same or similar equipment. This 
exemption does not apply when it is 
time to replace the chair, because the 
original chair has exceeded its useful life 
or the individual’s needs have changed 
due to a change in condition. In these 
circumstances for replacement, a face-
to-face evaluation by the physician is 
still required.

payment
During the pricing of power mobility, 
many people learned more about how 
Medicare establishes the fee schedules 
than they ever wanted to know. I 
hope this will allow more people to 
be actively engaged in CMS’ efforts 
to establish new methodologies for 
developing payment. The presence of 
fair and equitable payment is a non-
event. But, let payment fall below 
a certain threshold and it becomes 
paramount; coding and coverage no 
longer matter—access is denied.

Payment was the final piece of the 
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power mobility puzzle for Medicare. 
However, the release of the PMD 
Medicare fee schedule is far from the 
end of change. In fact, the release of 
the fee schedule (all of the releases) 
has or will cause a ripple effect across 
all payers. The industry worked very 
hard to ensure reimbursement allowed 
access to this important technology 
to continue. I believe everyone agrees 
the level of reimbursement for some 
codes still challenges suppliers to find 
appropriate products they can continue 
to provide. Additionally, I think most 
people would agree the current levels 
of reimbursement for rehab power 
mobility are at subsistence level. Any 
effort by other payers to discount off the 
Medicare fee schedule has the potential 
to eliminate access.

Medicare establishes the model for all 
payers. CMS takes the lead in coding, 
coverage and payment. This is why what 
Medicare does is so important, even for 
rehab suppliers that “don’t do Medicare.” 
NCART worked very hard to ensure 
coding, coverage and payment took into 
consideration the needs of individuals 
with disabilities; to protect access to 
complex rehab mobility devices. If other 
payers are going to model their policies 
around Medicare’s, the Medicare policies 
must accurately reflect and protect the 
needs of these individuals.

what happens next? 
The battles move to the states and to 
other payers. As other payers begin to 
implement the new HCPCS codes, they 
will also require new fee schedules as well 
as coverage policies. The easiest thing for 
other payers to do is to adopt Medicare’s 
policies. This raises several concerns. 

Medicare requires a device be necessary 
for use “in the home.” This can mean 
the device Medicare allows will not 
meet the individual’s needs outside 
his/her home—the device that allows an 
individual to access his/her community 
and community services. In fact, the 
LCD policy states Group 4 devices 
have features primarily for use outside 
the home and therefore Medicare will 
reimburse for these devices based on 
the least costly device that meets the 
individual’s needs inside his/her home. 

If Medicaid, for example, adopts the 
LCD in total, the in-the-home restriction 
becomes extremely problematic.

In addition, many Medicaid programs 
currently reimburse at a percentage off 
the Medicare allowable; some discount 
as much as 30% off Medicare. Discounts 
off Medicare for power mobility will block 
access for Medicaid recipients. 

Moreover, the criteria stipulating the 
patient must have a specialty evaluation 
performed by a licensed/certified 
medical professional such as a physical 
therapist (PT) or occupational therapist 
(OT), or by a physician who has specific 
training and experience in rehabilitation 
wheelchair evaluations and that 
documents the medical necessity for 
the wheelchair and its special features 
could cause problems if adopted by 
other payers. Actually I believe this sort 
of specialty evaluation is very positive. 
It is access to the individuals who can 
perform these evaluations that could be 
problematic. Access problems typically 
result from a lack of payment or 
insufficient payment for these services. 

Another problem can be the availability 
of someone with the knowledge and 
expertise required to perform the 
evaluation. This is especially true in very 
rural areas.

Therefore, before Medicaid programs 
or other payers begin to adopt all of 
Medicare’s policies or decide to discount 
off the Medicare fee schedule, they 
must understand the impact of these 
decisions. The industry must continue 
to work together to ensure all payers 
adopt policies, including payment 
policies, which will continue to provide 
access to complex rehab power mobility. 

Competitive bidding
NCART is continuing efforts to achieve 
an exemption from competitive bidding 
for rehab and assistive technology. 
Representative Lewis of Kentucky 
introduced legislation last year that, 
if passed, would have achieved this 
goal. This legislation will be introduced 
again in 2007. It is critical we achieve an 
exemption this year through regulation or 

Continued on page 23
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legislation. Everyone must stay focused 
and work together to ensure success. 
 
manual wheelChaiRs
Keep in mind everything we have 
learned over the past three years 
regarding coding, coverage and 
payment. We will repeat some of this 
when the SADMERC develops a coding 
proposal for manual wheelchairs. The 
timing is not yet firm on a new code 
set for manual wheelchairs. However, 
it is not unrealistic to anticipate a new 
code set for implementation before 
fall of 2007.

When new HCPCS codes are 
implemented, it usually necessitates a 
new LCD and new fee schedules. This is 
when it is so critical not to forget lessons 
learned with power mobility. It will be 
critical for the industry to be proactive 
regarding coverage and pricing. We 
must provide recommendations and 
information early on in the process 

rather than responding to a crisis. It 
requires focus and coordination 
with CMS and its contractors upfront. 
It requires evidence to support 
our recommendations. 

NCART has already submitted a 
coding recommendation for manual 
wheelchairs, and there are already plans 
to meet with the medical directors to 
discuss coverage and clinical indications 
for use of the various levels of 
technology. The industry will also need 
to gather pricing data and be prepared 
to work closely with CMS officials  as 
they develop fee schedules—potentially 
with new pricing methodologies. 

summaRy
There is so much to learn and so many 
policy changes to implement. There 
is something new in every aspect of 
the delivery model from order intake 
to delivery of the product. In industry 
efforts to implement all of the change, 
we need to keep in mind the clinical 
community. Physicians and clinicians 
have a lot to learn as well. The clinical 
community is your greatest ally. You 

will depend on this team of individuals 
to deliver the documentation you need 
to support medical necessity for power 
mobility devices. The changes in the 
NCD and LCD dictate these professionals 
alter the way they document the need for 
specific levels of technology. 

There are many opportunities right 
now for suppliers to gain education 
regarding the myriad policies impacting 
the delivery of power mobility. We need 
to ensure these opportunities exist for 
the clinical community as well. After all, 
the goal isn’t just to be paid! It is to stay 
paid. Good documentation is the key to 
staying paid!

The new power mobility policies 
brought with them many changes. 
Some of the changes are policy details 
that must be implemented. Others are 
broader changes that will impact how 
the industry operates going forward. 
Either way, there is something for 
everyone to learn. n

Rita Hostak can be reached at 704/846-4096 

or Rita.Hostak@sunmed.com.
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maRK R. sChmeleR, ph.d., 
otR/l, atp

The new Local Coverage Determination 
(LCD) for Mobility Assistive Equipment 
(MAE) certainly has everyone spinning 
on all levels. The new powered mobility 
codes make more sense clinically, but 
the allowables are a challenge I will let 
other (more qualified) people address 
in this issue of NRRTS News. I do want 
to take a look at what the policy means 
clinically. There are three main themes 
I see in the new policy: getting back to 
best practice, building and rebuilding the 
interdisciplinary team approach, as well 
as challenges and opportunity for NRRTS 
as a Registry and individual registrants. 

Everything related to clinical coverage 
in the LCD relates back to commonly 
accepted best practice in health care; 
a physician face-to-face, referral to a 
Licensed Certified Medical Practitioner 
(i.e. Occupational and/or Physical 
Therapist), ruling out lower cost 
alternatives, verification of home 
accessibility and good documentation 
are things we all know should have been 
taking place all along. Unfortunately, 
some were not following best practice 
and we needed CMS to remind everyone. 
Criterion as to who qualifies for Group 
1, 2 or 3 power bases also makes a little 
more sense clinically. So those who have 
applied this type of practice should be 
fine and will only likely have to educate 
clinicians on the new 
language so the need can 
be clear based on the new 
coverage policy. 

Obviously, what 
still does not make 
sense is CMS will not 
cover Group 4 power 
wheelchairs—or any 
Mobility Assistive 
Equipment (MAE) for 
that matter—if it is 
only to be used outside 
of the patient’s home. 
Hopefully this problem 
will be fixed sometime 
in the future given our 
growing population of people 
with mobility impairments. 

About ten years ago, most of the 

mobility devices provided involved 
a team approach with at least a 
therapist and supplier working with 
the client under a physician’s referral. 
Over the last ten years, we’ve watched 
this relationship dissolve for many 
reasons: closure of wheelchair clinics 
as they were not profitable, some 
suppliers who became ATS/CRTS® 
certified assumed they could now work 
independent of other team members, 

payers not requiring 
an interdisciplinary 
team, vague coverage, 
outdated coverage 
policies and suppliers 
who found an 
opportunity to exploit 
the powered mobility 
benefit. The new LCD 
is steering us back to 
the interdisciplinary 
model. Yes, you are 
preaching to the choir 
when you tell me there 
aren’t enough clinicians 
out there to meet the 
demand, but we all 
need to do our share to 

start promoting the team approach, and 
I have provided strategies for this at the 
end of this article. 

The LCD further states the supplier 
must document the patient’s home 
has adequate space to operate and 
maneuver the recommended MAE. This 
is an acknowledgement to suppliers as 
it is the first time we have seen where 
the supplier can officially contribute 
to the assessment and documentation. 
Another testament to suppliers is the 
mention of the ATS involvement in 
the provision of certain Group 2 and 
Group 3 power wheelchairs starting 
April 1, 2008. Personally, I would 
like to see a “competent” supplier 
involved in all powered mobility and 
manual wheelchair prescriptions – we 
could essentially do away with all the 
inappropriately prescribed wheelchairs 
we see out there everyday. 

Therefore more responsibility and 
more recognition will come once 
suppliers can demonstrate a consistent 
standard of practice based on a valid 
and standardized credentialing process 
reflecting the knowledge and skills 
competent suppliers demonstrate. 
Ten years ago, the RESNA ATP and 
ATS credentials were established as a 
starting point but were only intended 
to demonstrate general entry-level 
competence in the provision of assistive 
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technology. The credentials have also 
served their purpose in identifying people 
with general knowledge and skill in AT. 
However, perhaps it is time to go one 
step beyond these credentials when it 
comes to wheeled mobility and seating, 
from both practitioner and supplier 
perspectives. This would be a natural 
challenge and opportunity for NRRTS. 

Clinically, the LCD makes more sense, 
but NRRTS now has to show consumers, 
payers, policy makers and other 
clinicians that NRRTS certification truly 
represents the only type of suppliers 
qualified to provide wheeled mobility 
and seating technology to ensure the 
best possible outcome. Another clinical 
concern is the consumer power or light 
rehab industry has infringed on this 
area of practice. There is no such thing 
as consumer medicine or light therapy, 
physicians and therapists won’t allow it 
and state practice laws prohibit it. Only 
a competent supplier working within an 
interdisciplinary team should determine 
who needs less-involved mobility devices 
versus more-involved interventions. 

So what steps must be taken to get to 
this point as well as meet the clinical 
requirements of the LCD? There is no 

one simple solution. 
National organizations 
and each of us has a role 
and a responsibility. 

RESNA is making efforts 
to increase the number 
of ATP/S examination 
sittings over the next year 
to increase the number of 
credentialed practitioners 
and suppliers. Go to 
www.resna.org for a 
complete listing of 
dates and locations. 

The University of Pittsburgh in 
partnership with other entities is 
putting materials together to assist 
people in preparing for the exams, 
including review courses and an online 
Assistive Technology Training Program. 
Go to www.rstce.pitt.edu for current 
information. RESNA is also in the 
process of investigating and potentially 
developing a specialty certification in 
Wheeled Mobility and Seating above 
the ATP certification. 

Individually as a NRRTS registrant, 
there are several activities you can get 
involved in if you haven’t already. You’ve 

addressed the first one, which involves 
joining your registry. The other involves 
finding strategies to further promote 
your profession and build relationships 
with the rest of the healthcare 
community as follows:
• Provide in-services that only share 

objective information about products, 
including the indications but more 
importantly the contraindications of 
products. Present your role as part 
of the team. Explain who NRRTS is. 
Never bash your competitor. Show 
you are a professional and not just a 
wheelchair salesman. Many clinicians 
still perceive RTSs as just salesmen.  

• Learn a little about how clinicians get 
paid for their services and give them 
examples of how the newer CPT code 
structure makes it more financially 
feasible for them to perform MAE 
assessments and how it might 
open new business opportunities. 
Many clinicians are still under the 
impression wheelchair assessments 
are complete money losers. 

• Share the new coverage policy and 
 documentation 

requirements. 
Explain how most 
of their existing 
documentation 
procedures might 
already address a 
good part of the LCD 
requirements and 
where more emphasis 
needs to be given. 

• Show this technology is 
really not intimidating 

 on the surface and you, as a supplier, 
will handle the intricate technical 
support in conjunction with support 
from the manufacturers. Many 
clinicians still believe it is their 
responsibility to know all the technical 
aspects of equipment and support it. 

• Finally, show them how much fun 
this area is—especially when you see 
immediate responses from clients—as 
compared to more traditional therapy 
interventions.  n 

Mark Schmeler is on the faculty in the 
Department of Rehabilitation Sciences & 
Technology at the University of Pittsburgh. 
He can be reached at schmeler@pitt.edu. 
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don ClaybaCK
senior vice president
the med group

You heard it here first. CMS has 
completed a three-year analysis of 
power mobility devices (PMDs) and 
issued new codes and allowables. 
What…you say you knew that already? 
Well, if that’s so then what have you 
done about it?

It’s a brand-new-world if you’re in 
the business of providing PMDs. The 
arrival of the November 15, 2006 
codes and allowables has dramatically 
changed the landscape of the power 
wheelchair market. You need to be sure 
you are making the necessary changes 
in your business. Here are some 

suggestions to be sure you are doing 
what’s required to operate in this new 
environment: 

Know the new stuff
There’s a variety of new information 
to know, much of which is covered in 
the other articles in this newsletter. 
Some is very apparent, while some is 
subtler. You need to know the codes 
and allowables. You need to know 
the specific wheelchair models that 
have been classified under each 
code. You need to know what is still 
separately billable and what is now 
included in the base code. And you 
need to know the related coverage and 
documentation changes that came 
along too. All this detail is available 

for access and downloading at the 
SADMERC and DMERC sites.

examine the speCifiC impaCt 
on youR business
The new product groups, equipment 
classifications and documentation 
requirements have a significant impact 
on most rehab businesses, including 
those who don’t do much Medicare. 
Take a close look at your product mix 
and how it fits under the new product 
categories and reimbursement. 
This is for both scooters and power 
wheelchairs. Estimate the annual 
revenue impact on your company. You 
need to quantify the financial impact 
and determine what changes will be 
needed to offset this. 

managing the 
new pmd Codes
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analyze youR pRoduCt offeRings
You need to take a fresh look at the 
power products you are offering. With 
the reductions in allowables come 
reductions in the gross profit dollars 
that run your business. Develop a “Best 
Picks List” for each of the new codes. 
Those products that provide a realistic 
gross profit should populate this. Print 
this list and share it with all staff who 
are involved in the evaluation and 
recommendation process. Today more 
than ever, you need to carefully analyze 
your product recommendations.

eduCate and involve youR staff
Be sure everyone in the company 
is aware of the changes and their 
significance, since these changes impact 
more than just Medicare beneficiaries. 

Encourage staff suggestions on how the 
business can reduce costs in light of 
these revenue reductions.

eduCate youR payeRs
This is critical as the Medicaid agencies 
and other payers implement these 
new codes. And remember: while 
they must adopt the new codes, each 
payer sets his/her own allowables. 
Meet with payers and ask about what 
their implementation plans are. Be 
proactive; don’t wait for them to make 
an announcement. Let them know 
about the unique aspects of providing 
rehab technology and the need for 
appropriate reimbursement levels. You 
can access a Power Point® presentation 
designed for payer education at http://
www.medgroup.com/pmd.htm.

Lastly, you’ve heard it before but it 
bears repeating...you need to be smart 
in the overall management of your 
business. Sound business practices, 
measurements and reporting are 
critical. This isn’t unique with the 
arrival of new codes and pricing, but 
the changes make these even more 
important. Like it or not, we have a 
new environment to work within. Make 
sure you and your company are fully 
informed and have made the required 
changes to operate successfully. n

Don Clayback also oversees MED’s 
National Rehab Network. He can be 
reached at dclayback@medgroup.com.
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peggy walKeR, Rn
us Rehab/vgm
billing & Reimbursement advisor 

The fog is slowly lifting, and we can see 
some light. On November 15, 2006, the 
final policy for the new power mobility 
codes became effective. We now have 64 
new codes, which include two groups 
for scooters/POVs and five groups for 
power wheelchairs. Documentation 
must be specific to item provided. 

Let’s see if I can help 
make this simpler for 
your company 
by throwing some 
bridges over the 
quicksand in which we 
are now floundering.

The documentation 
required includes 
making sure we, as 
suppliers, educate the 
physicians on how to 
write their progress 
notes. UGH. (This is my 
favorite expression now!)

What does this mean 
and how can we 
accomplish it without 
causing all of our staff to 
use up all their mental 
health benefits?

The ordering practitioner should 
understand (family members and 
patients as well) the first thing he/she 
needs to acknowledge is the patient 
is there for an evaluation for a power 
mobility device. He/she needs to state 
why the patient is unable to ambulate 
(related to what?) and why a cane, 
walker or manual wheelchair will not 
meet the patient’s needs. He/she will 
then be able to order a POV/scooter 
or a power wheelchair. It is acceptable 
to go with the patient for this visit and 

explain what is needed up front. A 
simple letter explaining the rules will 
help with some, but of course, not all. 
Supplier generated “forms” would not 
be acceptable as documentation on a 
post-pay audit.

Once all of the paperwork from the 
physician is in order, how do we decide 
the proper base for our clients and make 
sure we get paid for what we provide?

We need to begin by 
understanding the 
groups and what is 
required for each.
The POVs/Scooters have 
two groups which also 
have subgroups related 
to weight capacity 
(standard (up to 300lbs), 
heavy duty (301 to 
450lbs) or very heavy 
duty (451 –600lbs).

A POV is covered if 
the patient cannot 
ambulate with a cane, 
walker or use a manual 
wheelchair to complete 
MRADLs within the 
home. The patient must 
have postural stability, 
must be willing to use 
the POV and have the 
cognitive ability to do 
so. The patient’s weight 

must be recorded. Group 1 codes 
(K0800, K0801, K0802) are covered 
if needed within the home and if 
documentation supporting the need 
is “in you files.” The KX modifier is 
required, and the code is all-inclusive. 
No accessories are billed separately.

The Group 2 POVs (K0806, K0807, 
K0808) are not covered as they have 
features that are basically needed 
outside the home.

abns 
Remember you still have the option of 
using the ABN within all POV and Power 
Wheelchair codes as long as the basic 
criteria has been met for the standard 
item. You can do beneficiary-requested 
upgrades or free upgrades.

The basic package for power 
wheelchairs includes the seat belt, 
battery charger, all tires (including flat 
frees), controller and input devices. If a 
code specifies an expandable controller 
as an option, but not a requirement at 
the time of initial issue, it is billed as an 
E2399, legrests (except ELRs) footrests 
including adjustable angle, armrests 
(except adj. height), upholstery and 
weight-specific components.

Power wheelchairs are broken out 
by weight capacity as well as seating 
components (Sling/sold seat type or 
Captain’s seat types) Standard sling/
sear or captain’s seat – heavy duty, very 
heavy duty and extra heavy duty for 
each group and seat type.

Group 1 standards are covered if they 
meet criteria for power and the patient 
is unable to use a POV in the home. The 
Group 2 standard has exactly the same 
criteria as the Group 1 standard, but the 
Group 2 cannot down code to a Group 
1. Remember since a KX is required on 
each base and all MAE has to follow 
a step wise (decision tree) format you 
must have documentation in your file 
to reflect need of any higher-level base 
over the lower level base.

A basic consideration (not written rule) 
would be the length of time the patient 
is up in the chair. CMS would expect a 
low-end, low-functioning person who 
may just use the PWC intermittently to 
only need a Group 1 power wheelchair. 
The patient who is in the chair for 

poweR mobility 
and new Codes

dollars by design

if the patient 
needs it, 

medicare will 
pay for it. 

however, if the 
patient wants 
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he/she wants 
over what he/

she needs.
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longer periods of time (6-8 hours and 
longer) and is more active would go 
into a Group 2 standard (according to 
weight capacity). This is just a general 
statement and is not written in policy. 

note
Group 2 single power and above 
requires a PT/OT evaluation. This 
level and above can go to ADMC, if the 
patient currently does not need a tilt or 
recline, but has a progressive disease 
that will require alternative drive 
controls, tilt or recline in the future. 

A Group 2 single power option type 
of base would be needed for a patient 
who requires a power tilt or recline 
for adequate pressure relief or for an 
alternate drive control. The Group 2 
multiple power option is covered if all 
criteria for the lower level base are met, 
and both tilt and recline are needed.

The Group 3 power bases have 

additional criteria relating to diagnosis 
of a progressive neurological disease 
(ALS/MD), myopathy or skelator 
deformities (spina bifida). The Group 
3 bases also fall into standard/single 
power/multi-power (HD/VHD/XtraHD). 
The Group 3 single power options are 
covered if all criteria for power are met, 
if the patient has one of the diagnoses 
required and if the patient has a need 
for alternate drive control, tilt or recline.

The Group 4 power chairs are not 
covered and if billed with a KX modifier, 
will down code to a comparable Group 
3 power wheelchair. The pediatric bases 
fall into the Group 5 and are covered on 
an individual bases. 

All power wheelchairs must be coded 
by SADMERC, and the product 
classification list is updated on its 
web site. If your manufacturer states 
it has a specific code, and you cannot 
find it on the SADMERC web site, 
ask the manufacturer for a copy of its 
verification letter stating it has received 
the specific coding.

For billing purposes, the power 
wheelchairs require a purchase option 
letter. For first month, you must bill with 
the new (NU), purchase (BP), first month 
(KH) and the medical necessity has been 
met (KX) modifiers. NUBPKHKX – When 
you put a KX modifier on a claim, you 
are telling the DME MAC you have 
“ALL” documentation proving criteria 
has been met for the base you provided 
“IN YOUR FILE.” This documentation 
SHOULD NOT BE in the physician’s or 
the hospital’s files, but actually in the file 
you have at your billing site! This MUST 
BE DONE prior to sending the claim. 

The main thing to remember is if the 
patient truly needs the base you provide 
to complete MRADLs within his/her 
usual environment, Medicare will pay 
for it. If the beneficiary “WANTS” a 
mobility device to go shopping, to go 
outside, or travel for leisure activities, 
the mobility device is not covered. 

If the patient NEEDS IT, Medicare 
will pay for it. However, if the patient 
WANTS IT, the patient should pay the 
difference between what he/she wants 
over what he/she needs.

The down coding is carefully explained 
within each area. A Group 2 PWC can 
down code within the Group 2 but not 
to a Group 1. A Group 3 can down code 
to a Group 2 or a lower level Group 3; 
the Group 4s will always down code to a 
“comparable” Group 3.

Be careful and make sure you fit the 
patient to the wheelchair and not the 
wheelchair to the patient. Know the 
specific code in which the patient meets 
criteria, review the manufacturers’ base 
for coding, provide what is needed, bill 
correctly and hope for the best.

If you have questions or concerns, 
please contact me. Please make sure 
to refer to this article in your email or 
phone call. n

Peggy Walker can be reached at 803/754-2090 
or  walkerp321@aol.com.

continued from page 28
new Codes
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Claudia amoRtegui, president
elizabeth Cole, mspt, senior Consultant
the orion group

November 15, 2006 has passed the 
dust has settled, but exactly where 
are we with the PMD documentation 
requirements? As much as the industry 
wanted an exact detailed list of what 
would be needed, we received only a 
portion of that request. Truth be told, it 
makes sense why it is not exactly what 
we asked for. When it comes down to it, 
if it was, not everyone would be happy. 
CMS created certain standards, but 
then left the door open for the referrals 
to provide what information they had. 
What we do know for certain is the 
following items are required:
• Physician’s written order
• Face-to-face physician exam report/notes 
• Detailed product description
• Home evaluation 

So what does CMS define as the 
requirements for each of these 
documents? Let’s review.

wRitten oRdeR
The following items must be included in 
the written order:
• Patient name
• Description of the item ordered 
 (could be just “PMD” or could be 
 the specific product)
• Date of the face-to-face exam 
• Pertinent diagnoses/conditions 
 that relate to the need for a PMD
• Length of need
• Physician’s signature 
• Date of physician’s signature 

faCe-to-faCe RepoRt
For most PMD orders, the patient must 
have a face-to-face evaluation with a 
physician, physician’s assistant, nurse 
practitioner, or clinical nurse specialist. 
The report must include documentation 
that indicates the need for the PMD, 
including:

• History of the conditions/related 
diagnoses that require a PMD—in 
other words, how long has the client 
had this condition? What has the 
progression been?

• Description of the mobility limitation 
and how it interferes 
with the mobility- 
related activities of 
daily living (MRADLs)

• Past interventions 
that have been tried 
and why they did not 
resolve the limitation

• Why a cane, walker, 
manual wheelchair (or 
POV) cannot meet the 
patient’s needs 

• Documentation 
that the patient has 
sufficient cognitive 
and physical ability 
and can willingly and 
safely operate the PMD

• Physical and functional exam findings 
that support the need for the PMD 

So in layman’s terms, what does this 
mean? Does the documentation have 
to cover each of the above bullet points 
word for word? In Medicare’s eyes, the 
report from the face-to-face examination 
is generally enough to document need. 
However, previous notes from the 
medical record should be included to 
document progression if the physician 
has treated the patient for an extended 
time. It may also be necessary to include 
diagnostic test results or reports from 
other practitioners. 

As a provider or a referral source, you 
need to be certain your documentation 
“draws a clear picture” of your client. 
Remember, the medical review staff 
people do not know the patient in 
person; they only know what they can 
read. We have found a good test is to give 
the documentation to a staff member 
who does not know the client or his/her 

situation. Have the person read through 
the notes and see what can be gathered. 
Obviously, be sure the person has 
enough knowledge of the rehab indutry 
to know what to look for or what clinical 
terms may actually mean. 

Per Medicare, 
supplier-generated 
forms and OT/PT 
evaluation reports 
can be added to 
the medical record 
documentation, 
but the physician’s 
progress notes must 
still be included 
and must document 
medical necessity.  
Also, if a PT/OT report 
is part of the face-to-
face evaluation report, 
the supplier cannot 

employ the clinician. In fact, there 
must be a signed and dated attestation 
by the supplier indicating it has no 
financial ties with the clinician. The 
only exception is when the supplier 
is owned by the hospital and the 
clinician works in the hospital’s 
inpatient or outpatient department. 

Don’t forget to be “smart” about your 
documentation requirements. If you 
have a high-level quadriplegic, Medicare 
will not need to know why he/she 
cannot use a cane or walker. However, 
if you have an obese client with COPD, 
Medicare will want to see how his/her 
condition has progressed over time, 
what has been tried and why it does not 
meet his/her needs.

The supplier must receive the 
physician’s written order and his/her 
medical report/notes within 45 days 
of the face-to-face examination or 
the date of discharge from a hospital 

so exaCtly what 
doCumentation is ReQuiRed?

dollars by design
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or nursing home. 
Remember in certain 
situations the “clock” 
for the 45 days may not 
start ticking until the 
therapist evaluation 
is completed, sent 
to the physician and 
then signed and dated 
verifying his or her 
concurrence with the 
evaluation.

detailed pRoduCt 
desCRiption
The supplier must also 
have a detailed product 
description, which 
includes:
• HCPCS codes for the base to be 

provided and all separately billed 
options 

• Manufacturer name and model (or a 
general description of the codes) for 
each of those codes

• Supplier’s charge
• Medicare fee schedule (not applicable 

if there is no fee schedule)
• Physician signature 

and date of signature

The supplier may 
complete the detailed 
product description, 
however the physician 
must sign and date the 
form  prior to delivery 
to indicate agreement. 
In essence, this form 
is Section C of the 
old CMN.

home evaluation
Per Medicare, the home 
evaluation needs to be 
completed by either the 
provider or the referral/
practitioner and must 

take place at the patient’s home. The 
report must verify the beneficiary can 
maneuver the PMD within the home, 
considering the physical layout, doorway 
width, thresholds and surfaces. This 
report must also be completed before 

or at the time of delivery and be kept in 
the patient file.

So when it comes down to it, Medicare 
did give us the guidelines. Quite 
honestly, some details were provided. 
Is it an exact science? No, but it can’t 
be. The CMNs did not work, because 
in reality rehab cannot be so cut and 
dry. Each client is different, even many 
of those with the same diagnoses and 
conditions. Medicare has started to 
understand this and therefore did not 
create a “form” to be completed. 

As time goes on, you will feel more 
comfortable with your review of 
the documentation received. An 
important key that cannot be 
forgotten is to conduct ongoing 
trainings for both the provider staff 
and referral sources. Without this, 
everyone on all sides will continue to 
scramble and all—from the patient to 
the providers—could be hurt.  n

You may contact The Orion Group to ask any 
billing or Medicare questions at 303/623-4411 
or info@orionreimbusement.net.

continued from page 32
so exaCtly what?
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q&a with cfons

NRRTS posed the following questions 
to Corporate Friends of NRRTS. Wayne 
Grau, Director of Rehab Industry Affairs 
and Paul Komishock, Reimbursement, 
both from Quantum Rehab; Julie Jacono, 
Global Vice President of Power Mobility, 
Sunrise Medical; Darren Jernigan, 
Director of Government Affairs, Permobil; 
Brad Peterson, Vice President of Sales 
and Education, Motion Concepts; 
and Mark Sullivan, Vice President of 
Product Management-Rehab, Invacare 
Corporation all graciously responded to 
the questions below.

NN: THE ALLOWABLES HAVE BEEN SET 
FOR THE EQUIPMENT; HOW DOES A 
REHAB PROVIDER GET PAID FOR THE 
SERVICES REQUIRED TO PROVIDE 
THAT PRODUCT?
 

Paul Komishock: Medicare expects the 
allowables cover delivery, set up and 
training on the equipment. For the 
rehab provider, this can be much more 
extensive in many cases. For this reason, 
we continue to advocate for higher 
allowables for higher-end chairs. It is 
important to remember that while some 
components are now considered part of 
a Basic Equipment Package, most rehab 
accessories are separately reimbursable. 
The allowables for rehab chairs in 
fact have generally been increased as 
compared to the old K0011 allowables.

Julie Jacono:  The current thinking of 
CMS is the service the supplier must 
expend to evaluate, deliver, train and 
set up the consumer in his/her new 
power wheelchair is paid for through the 
profits of the initial issue of the product.  

Through this reengineering of the codes, 
Sunrise along with many industry 
partners, has worked to demonstrate to 
CMS the extent of the services and their 
cost.  It is our hope this dialog remains 
open with CMS to ensure qualified 
suppliers can provide the service needed 
and the product needed to the consumer 
while remaining financially whole.

Darren Jernigan: 
Theoretically, the 
allowables for power 
mobility devices have the 
service factor included 
in the price of the 
equipment, as the service 
factor is not currently 
broken out. As an industry, 
the next step is to get 
these services broken out 
and coded. Providers are 
professionals who have 
been trained, are on call and are dependent 
on when an end user is vulnerable, much 
as professionals who offer a service such as 
firefighters or policemen. They may show up 
at your door at anytime when their expertise 
is called upon.

Mark Sullivan: In our industry, the 
government pays for product, not 
protocol, which is unfortunate because 
of all of the great services rehab providers 
have given over the years, including in-
the-home assessment, fittings, delivery, 
refitting, etc. It is a knowledge base 
that should be paid for much as a PT 
or OT gets paid for his/her time, but 
will require continued effort through 
certification and educating congress on 
the benefits of these services.

NN: DOES CMS TO APPRECIATE WHAT 
IS REQUIRED TO PROVIDE REHAB? 
IF NOT, HOW DO WE GET CMS TO 
APPRECIATE OUR EFFORTS?
 

Wayne Grau: CMS does not have a 
complete understanding of what it 
takes to supply rehab equipment to 
beneficiaries. The service, the travel time 

and the evaluation time 
are not compensated 
for, and this is what 
causes most rehab 
providers to operate on 
a 1-3% net margin. What 
can we do about it? We 
must all join together 
and become members 
of organizations 
such as NCART and 
AAHomecare. We 
need to have a unified 
industry that must 

have one voice representing providers, 
manufacturers and patients. Providers 
also must become proactive with their 
congressional members.

Julie Jacono: The best course of action 
is to work with NCART on the industry 
communications being provided to CMS 
on these issues.

Darren Jernigan: I believe they are 
evolving just as we are as an industry. For 
example, the grouping of the codes and 
the LCD language attempts to address 
the difference from consumer power and 
complex rehab. There have been many 
revisions to the power wheelchair codes, 
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q&a with cfons
local coverage determination and fee 
schedule over the past two years to get 
it right. The revisions are proof of their 
efforts not to “stay the course” and to 
try to listen and understand what the 
industry is relaying, and to understand 
the process of providing rehab 
equipment is not as simple and easy as it 
was in the 60s.

Brad Peterson: The rehab profession and 
the unique tools required being proficient 
as a provider or clinician are still not 
completely comprehended by CMS or 
other funding sources.  In the past five 
plus years, we have begun to see a tacit 
recognition of the specialized nature 
of these skills and the hard work and 

knowledge required to properly dispense 
specialized equipment.  While progress 
is slow, it is still progress.  Continuous 
education of funding sources is a must.  
We must also implore consumers to have 
a louder voice in this discussion, as they 
are ultimately the people who will suffer 
from poor service and further cuts.  It 
would also be interested to see some sort 
of independent study that looks at the 
long-term cost of providing inappropriate, 
low-cost equipment.  How many times 
have we seen a funding source pay for 
more than one system or mobility base, 
because the first one provided was so 
woefully incorrect?  Rather than talking 
about the age-old adage “an ounce of 
prevention is worth a pound of cure,” we 
should have some empirical evidence 
backing it up.

Mark Sullivan: CMS understands to a 
degree, but it does not have a complete 
understanding of the process. One 
way to help is to establish industry 
units of measure as they have in the 
clinical setting. For instance, obtaining 
a powerchair for a CP client may take 
more time than obtaining a powerchair 
for a Para or a geriatric. A manual chair 
may take less time than a power chair. 
Therefore, the billable hours should not 
be the same.

NN: DO YOU AS A MANUFACTURER 
NOTICE MORE DEALERS USING YOU 
TO HELP WITH CODING?
 

Julie Jacono: Yes, as a partner in the 
rehab industry, we want to support, 
educate and help manage all these 
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changes in coding. In addition, we will 
continue to work with industry groups 
such as NCART to further our industry 
for the benefit of our consumers.

Darren Jernigan: Sure. It is difficult 
to keep up with an industry changing 
at such a fast pace concerning 
accreditation, certification, coding, 
competitive bidding, changing LCDs 
and reimbursement. That’s just 
Medicare. There are also funding 
sources such as Medicaid and private 
insurance.  As a manufacturer, we 
must be a resource, and Permobil 
understands the importance of 
working with suppliers to ensure 
the funding of our product. The 
manufacturer knows its products best, 
so we have committed resources to 
assist our supplier network to help 
keep their head above water.

Paul Komishock: We have seen a fairly 
substantial increase in requests for 
assistance with coding. Any significant 
change to a particular product’s codes 
or medical policy usually generates an 
increase at least in the short term.

Brad Peterson: Yes. While we do not 
have our own funding experts on staff, 
we do point providers in the direction of 
the larger manufacturers and our own 
consultants.  We do our best to expedite 
and simplify the order and quotation 
process by coding our order forms 
and quotations. In addition, we try to 
provide specific funding help with the 
more customized, unique systems that 
we manufacture.

Mark Sullivan: Absolutely. The 
providers are having a difficult time 
understanding which code or group 
to use for the various disabilities, and 
they are also dealing with difficult 
documentation requirements.  n
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nrrts’ rebuttal
leslie Rigg
vice president of nRRts

“NRRTS is celebrating 15 years of 
commitment to raising the standards of 
the seating and mobility industry,” writes 
Lori, Physical Therapist and Editor of 
October’s Rifton Rapport. Lori’s article 
provided an excellent description of the 
NRRTS organization and its registrants. 
The growth of our organization to near 
800 is quite an accomplishment by any 
standard. But NRRTS didn’t do this alone. 
Generous assistance and support from 
our registrants, Corporate Friends of 
NRRTS and Friends of NRRTS have made 
this organization what it is. 

The Rifton Rapport goes on to describe 
the qualifications and standards by 
which a NRRTS registrant must comply. 
Rifton knows the value of doing business 
with NRRTS registrants and wants to help 
others understand the expertise of these 
dedicated professionals. 

Organizations 
sometimes forget 
to acknowledge the 
small deeds done by 
supporters. I want 
to acknowledge this 
deed and thank our 
friends for helping 
to spread the word. 
NRRTS has often been 
given feedback that we 
“do not put ourselves 
out there enough.” We 
do not tell therapists, 
case managers and 
physicians they are 
working with a CRTS® 
and then explain to 
them the benefits. 

Lori’s article is a great 
example of what can 
be done to help make people aware of 
the benefits of working with a CRTS®. 

We all need to follow this example. Do 
something today. Tell someone about 
NRRTS and our mission. 

However, keep in 
mind that as visibility 
and communication 
increases for our 
organization, 
we will also find 
misinformation and 
erroneous statements. 
We can look at 
these statements as 
opportunities to once 
again get our name and 
mission in the minds 
of payers and other 
medical professionals. 

Probably the most common confusion 
relates to the difference between the 
ATS, ATP, NRRTS registrant and CRTS®. I 
appreciate the Rifton Rapport for spelling 
this out quite clearly. A CRTS® credential 

indicates the individual 
has demonstrated 
exceptional knowledge 
in two areas. One is 
educational knowledge 
through the ATS exam 
and subsequently 
maintaining that 
credential. The 
second is experiential 
knowledge as 
documented by OTs 
and PTs who work 
directly with the 
individual in the 
prescription and 
delivery of mobility 
equipment. The CRTS® 
combines both the 
educational knowledge 
of an exam and the 
functional knowledge 
of experience. 

NRRTS has worked hard to differentiate 

its registrants from individuals providing 
standard home medical equipment. 

We have worked hard 
to create titles and 
descriptions that 
reflect the work and 
expertise of rehab 
companies and their 
rehab specialists. It 
was brought to our 
attention that Rifton’s 
newsletter referred 
to rehab companies 
as “dealers” and 
the individuals as 
“technicians.” NRRTS 
received some feedback 
regarding these 
designations. Feedback 

is always appreciated, and I hope we can 
learn something each time an idea such 
as this is presented.

Is the company a supplier or a dealer? I 
would support the term “supplier” over 
“dealer.” Most would agree our mission is 
to SUPPLY the most appropriate medical 
equipment, versus making a DEAL on a 
wheelchair. If we wish to set ourselves 
apart, we must choose our words 
carefully. Even with this designation 
we might agree that we do more than 
supply wheelchairs. A rehab company 
is a complex group of specialized 
individuals who can work with case 
managers, insurance companies, 
medical professionals and individuals 
with complex mobility needs to provide 
a mobility device that best brings 
functional mobility back to the client. 
This is quite a responsibility for the rehab 
company. Rehab companies rely heavily 
on experienced caring individuals to 
carry out their mission. 

Is the individual a “technician?” Typically 
the word “technician” refers to the 
person who works on the equipment. 
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rebuttal
The technician is the individual with 
the skills to repair the wheelchair and 
perhaps install seating accessories. 
Experience as a technician is possibly 
how many rehab technology suppliers 
acquire experience to become a NRRTS 
registrant or CRTS®. However, the NRRTS 
registrant and CRTS® demonstrate skills, 
knowledge and abilities 
above and beyond that 
of a technician. The 
registrant or CRTS® 
provides assistance with 
equipment selection. 
He or she understands 
physical challenges 
associated with various 
disabilities and takes 
these into consideration 
when suggesting 
wheeled mobility 
and seating. The 
registrant or CRTS® is 
an active participant in 
evaluations with other 
medical professionals 
to determine the best 
mobility solution 
for their clients. This 
involvement reaches 
far above a technician. 
As we spread the 
word, it is important 
people understand this 
expertise and think of this individual 
as a professional in the area of wheeled 
mobility and seating. 

Thanks to our friends for spreading the 
word. Thanks to the written word for 
making us think about how we want to 
be perceived. And thanks to individuals 
concerned enough to take notice and 
make comment. 

That being said, I would like to provide 
a challenge for all NRRTS registrants 
and CRTS®s. We are a professional 

organization and expect all registrants 
to present themselves as such. 
Professionalism goes beyond your daily 
work; it extends to your community 
service and even to your involvement 
in your professional organizations. 
NRRTS was founded because a group 
of individuals wanted to be recognized 
as having a unique set of skills. We 
created standards of practice, ethics and 

membership criteria. 
We did this to protect 
you, our registrants. 
We did this to give 
you a mechanism to 
set yourselves apart in 
your knowledge and 
experience. This is 
your organization.

As registrants, we must 
each be responsible 
for maintaining our 
professional titles. 
This not only means 
your daily work, but 
also the requirements 
for registration and 
renewal. The registry 
has reached a level 
that we can no longer 
call individuals 
three or four times 
to get necessary 
documentation for 
renewals. We can no 

longer call new registrants five or six 
times for documentation and hold their 
applications for six months. NRRTS has 
set forth specific guidelines for new 
registrants and renewals. Please respect 
your fellow registrants and CRTS®s 
who donate their time to maintain the 
integrity of this registry. Be professional in 
supporting your registry and credential. n

Leslie can be reached at leslie@atswheelchair.
com or 208/672-1500 x24.
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crts®

Congratulations to nRRts Registrants recently 
awarded CRts®.  a CRts® receives a lapel pin 
signifying CRts® status or Certified Rehabilitaiton 
technology supplier® and guidelines about the 
correct use of the credential.

patRiCK Chisolm, ats, CRts®

long term Care
gaston, sC

Jonathan K. foRd, ats, CRts®

propst discount drugs
huntsville, al

RobeRt J. shimKo, ats, CRts®

advanced home oxygen & medical equipment, inc.
ft. myers, fl

Continued fRom page 40

Congratulations to nRRts registrants who 
earned the ats credential.  depending upon their 
registration date, they will be awarded CRts® 
upon completion and approval of the renewal 
following fulfillment of required registration.

ChRis a. bennett, ats
american seating & mobility. inc.
Jefferson City, mo

JeRemy maRtin elliott, ats
Chesapeake Rehab equipment, inc.
bedford, pa

Randy pRatt, ats
a + medical & mobility
augusta, ga

ats credential
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former registrants

the nRRts board determined RRts™ and CRts® 
should know who has and has not maintained his/
her registration in nRRts.  the following is a list of 
non-renewals. for an up-to-date verification on 
registrants, visit www.nRRts.org.

fRom 10/1/2006 thRough 1/15/2007

Curt anders plymouth, in
Jessica arms Cleburne, tx
scott bland, ats martinez, Ca
armand borel new orleans, la
Jim brown holt, mi
Randy bullock gallatin, tn
mike burnett huntsville, al
Ray Cearley danielsville, ga
luc Cole holt, mi
Carlos Collazo whippany, nJ
trish Crandall, ats maumee, oh
felix Crisostomo hanover, md
frank drake stockton, Ca
Jeff fischer, ats high point, nC
darren fontenot washington, la
wayne getty haslet, tx
gary gilberti timonium, md
mark gingles sun lakes, az
mark hamman, ats arlington, tx
david hornback evans, Co
John irving lewisville, tx
zane Jacobs greenville, ms
Ray lawder perry hall, md
geoff mcmillion boise, id
mike mcneill beaverton, oR
Joseph nassef highland, Ca
Ken nelson scappoose, oR
brad nichols portland, me
bob nolan signal mountain, tn
ted o’neill, sr. Kennett square, pa
steven petersen snellville, ga 
Jeff polkinghorn omaha, ne
angela Reed Colbert, ga
stan Rehn, ats st. louis, mo
tom Rogers erie, pa
Charley Ruckstuhl plantation, fl
sam sumner wilsonville, oR
terry thompson Cedar park, tx
Carl trahan-true, ats havana, fl
peter webb, ats syosset, ny
margaret whitworth mustang, oK
Richard wood lake Jackson, tx

Roho ReCognizes pRovideRs who 
employ nRRts RegistRants!
The ROHO Group added a search option 
to its retail locater so the consumer can 
find an approved provider who employs 
a NRRTS registrant. Consumers may 
choose from a full listing of providers, 
but the NRRTS registrants are listed first. 
This is to emphasize the importance of 
certified rehab professionals, RRTS™ and 
CRTS® when ordering and fitting ROHO 
Group products. “We feel this is a winning 
solution for our customers. They can be 
confident the provider chosen employs 
a NRRTS registrant with the experience 
and knowledge to supply the most 
appropriate product,” said Melissa Keim, 
Vice President of Marketing for ROHO.

altimate mediCal ReCognizes nRRts 
RegistRants on new website
Altimate Medical Inc. (AMI) highly 
recommends suppliers employing 
NRRTS registrants, because of their 
commitment to customers in need 
of rehabilitation products.  Now, 
EasyStand suppliers who employ 
NRRTS registrants are recognized in 
the Supplier Locator section of the 
new Altimate Medical website.  

The EasyStand Supplier Locator lists 
companies that employ NRRTS registrants 
at the top of each Zip code search marking 
each with the NRRTS logo.

understanding and applying 
the New pMd coverage criteria

teleseminaR - maRCh 21, 2007 @ 5:00 - 6:30 pm est

Presented by NRRTS and NCART exclusively for NRRTS registrants

paRtiCipation is limited to the fiRst 100 RegistRants - aCt now!
There is no charge to NRRTS registrants to participate
(however, long distance telephone charges will apply)

Are you still confused by the new power wheelchair coverage criteria? 
Are the physicians and therapists you work with having trouble with 

“The Algorithm” and documentation? NRRTS and NCART are here to help.

The primary presenter for this exclusive 90-minute teleseminar will be Rita Hostak, 
president of NCART and vice president for government relations for Sunrise Medical. 
Rita is the #1 authority on everything having to do with coding and coverage criteria. 

Her information comes from the source - the PSC Medical Directors, the SADMERC Medical 
Director and senior CMS staff. She will share her knowledge and answer your questions.

To register please go to
freeonlinesurveys.com/rendersurvey.asp?sid=mldwuschm07fl50260358
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polly allen 
advacare
938 s. oliver street
wichita, Ks 67218
phone: 316-440-5550
fax: 316-440-5552
pfallen@advacare.com
Registrant since:  2/1/2007

JeffRey R. ausheR 
progressive mobility & medical
320 Cameron Rd.
washington, pa 15301
phone: 724-228-4568 x.4
fax: 724-228-7090
toll free: 800-487-9568 x.4
jausher@progressivemobility.com
Registrant since:  2/1/2007

CoRy bRant 
barnes healthcare services/

optioncare
1700 n.w. 80th blvd.
gainesville, fl 32606
telephone:  352-333-2525 x.2752
fax:  .888-276-7934
email address:  
 coryb@barneshc.com
Registration date:  1/18/2007
id:  1005239 

wayne CaRRoll  
mobility medical
101 flowood dr.
flowood, ms 39232
telephone:  601-932-1001
fax:  601-932-2130
email address:  

wcmobimed@bellsouth.net
Registration date: 1/8/07
id: 1005240

debRa CoRnelius pt 
frontier home medical
304 west 8th
Cozad, ne 69130
telephone:  308-784-3040
fax:  308-784-3061.
email address:  
 deb.c@frontierhomemedical.com
Registration date:  12/1/06
id: 1005247

bill diCKeRson  
Care medical
1242 prince ave.
athens, ga 30606
telephone:  706-354-4136 x.103
fax:  706-548-7140
email address:  
 billd@caremedga.com
Registration date:  1/8/07
id: 1005245

miChele a. fRoehliCh, ats
R & R discount medical, inc.
304 w. wayne st.
dowagiac, mi 49047
telephone:  269-373-1753
fax:  269-226-9834
email address:  
 randrdiscount@aol.com
ats date: 10/29/04.
Registration date:  1/8/07.
id: 1005487

Jed golding  
ability medical supply, inc.
4654 n. hiatus Rd.
sunrise, fl 33351
telephone:  954-572-7603
fax:  954-572-7604
email address:  

jed@abilitymedicalsupply.biz
Registration date:  1/3/07
id: 1005324

bRian gough  
hometown medical
814 belmont st.
vicksburg, ms 39180
telephone:  601-634-6363
fax:  601-634-6380
email address:  
 bmgough@yahoo.com
Registration date:  1/2/07
id: 1005317

Rafael gutieRRez 
wheelchair Center inc.
1840 fulton avenue
sacramento, Ca 95825
phone: 916-489-3651 x.4032
fax: 916-489-5949
r.gutierrez@atgwci.com
Registrant since:  1/24/2007

Robbi K. haase  
handi medical supply
2505 university ave. w
st. paul, mn 55114
telephone:  651-644-9770 x.519
fax:  651-644-0602
email address:  

rhaase@handimedical.com
Registration date: 12/19/06
id: 1005251

mitChell R. hillieR  
meriter home health
2180 w. beltline hwy.
madison, wi 53713
telephone:  608-327-3700 x.3742
fax:  608-327-3747
email address:  
 mhillier@meriter.com
Registration date:  11/13/06
id: 1005082

Julie iveRson  
aaa medical sales, inc.
936 Cottonwood drive
fort Collins, Co 80524
telephone:  303-781-1474
fax:  303-762-9612
email address:  

jiverson@aaamedical.com
Registration date:  11/17/06
id: 1004938

bennie g. Jones  
Rehab in motion, inc.
8666 huebner Rd., ste. 200
san antonio, tx 78240
telephone:  210-696-1084 x.24
fax:  210-696-1085
email address:  
 bennie@rehab-in-motion.com
Registration date:  11/20/06
id: 1005153

James l. Keating  ats
accucare, inc.
130 King st.
Roswell, ga 30075
telephone:  770-512-0090
fax:  770-512-0190
email address:  

jameslkeating@hotmail.com
ats date:  6/24/03
Registration date:  10/16/06
id: 1004868

david m. lewis  
Carolina medical equipment
4787 sunset blvd.
lexington, sC 29072
telephone:  803-356-4983 x.115
fax:  803-356-9246.
email address:  dlewis@sc.rr.com
Registration date:  12/18/06.
id: 1005325

Justin looK  
all-u-med, inc.
1103 w. adams ave.
temple, tx 76504
telephone:  254-773-1226 x.110
fax:  254-773-1227
email address:  jlook@allumed.com
Registration date:  1/19/2007
id: 1005482

sCott s. mCCallum  
st. vincent healthcare h.o.m.e.
2245 hyacinth dr.
billings, mt 59105
telephone:  406-237-8900
fax:  406-237-8905
email address:  e1s1t1@bresnan.net
Registration date:  11/6/06
id: 1005084

lesteR milleR  
national seating & mobility, inc.
3930 south perkins
memphis, tn 38118
telephone:  901-362-9880 x.107
fax:  901-362-6734
email address:  
 lmiller@nsm-seating.com
Registration date:  12/19/06
id: 1005397

david munRoe  
medical mobility, inc.
316 bluebird drive
goodlettsville, tn 37072
telephone:  615-851-1400
fax:  615-851-9447
email address:  
 dmunroe7@yahoo.com
Registration date:  12/1/06
id: 1005072

siobhan muRphy  
national seating & mobility, inc.
1517 w. north Carrier parkway,
 ste. 110
grand prairie, tx 75050
telephone:  972-206-7345
fax:  972-522-0103
email address:  
 smurphy@nsm-seating.com
Registration date:  10/25/06
id: 1004994

laRa niemann otR/atp 
mobility unlimited
1024 a andrews highway
midland, tx 79701
telephone:  432-570-5079
fax:  432-687-4290
email address:  

lniem007@sbcglobal.net
Registration date:  11/17/06
id: 1005249

miChael pisano  
mobility express
4320 u.s. 19
new port Richie, fl 34652
telephone:  727-849-0262
fax:  727-849-1380
email address:  mpisano@aol.com
Registration date:  1/3/07
id: 1005151

new registrants
directory additions SiNce OcTOber 16, 2006
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R. sCott powell, ats
a plus medical
1225 walton way
augusta, ga 30901
telephone:  706-722-0276
fax:  706-722-0279
email address:  
 scott@apmedical.com
ats date:  10/22/01
Registration date:  11/27/06
id: 1005250

Kenneth g. Riffel, ats
all-u-med, inc.
1103 w. adams avenue
temple, tx 76504
telephone:  254-773-1226 x.111
fax:  254-773-1227
email address:  kriffel@allumed.com
ats date:  11/1/2002
Registration date:  1/19/2007
id: 1005481

dewey l. seagRaves  
Care medical
1242 prince avenue
athens, ga 30606
telephone:  706-354-4136 x.121
fax:  706-722-0279
email address:  

dseagraves@caremedga.com
Registration date:  1/8/07
id: 1005246

william C. sKipwoRth  
holland medical equipment
947 woodland st.
nashville, tn 37206
telephone:  615-650-8000 x.117
fax:  615-226-3887
email address:  
 cskipworth@hollandmedical.com
Registration date:  12/1/06
id: 1004991

mR.eRiC soRvillo
boardman medical supply
211 e. broadway
girard, oh 44420
telephone:  330-545-6700
fax:  330-545-4080
email address: 
  eric582@sbcglobal.net
Registration date:  1/18/2007
id: 1005332

directory additions
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corporate friends [cfons] of nrrts

charTer cfONS

aS cOrpOraTe frieNdS Of NrrTS, TheSe cOMpaNieS recOgNize The Value Of wOrkiNg wiTh NrrTS 
regiSTraNTS aNd SuppOrT NrrTS’ MiSSiON STaTeMeNT, cOde Of eThicS aNd STaNdardS Of pracTice.

national RegistRy of Rehabilitation 
teChnology supplieRs

p.o. box 4033
lago vista, texas 78645-4033
tel  512/267-6832 • fax  512/267-6833
www.nrrts.org

pResoRted
standaRd
us postage
paid
peRmit 476
lubboCK tx

aSSOciaTiON frieNdS Of NrrTS [afONS]


