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Navigate DME Regulatory Potholes: 
How to Audit Power Mobility  
Device Claims
By Helen Lynn Avery, CPC, CHC, CPC-I

The Patient Protection and Affordable 
Care Act (HR 3590), passed earlier 

this year, has provisions (§ 6405-6407) 
for increased surveillance of Durable 
Medical Equipment (DME) provided to 
Medicare and Medicaid patients. The 
increased government scrutiny of DME 
and Home Medical Equipment (HME) 
increases responsibility for suppliers to 
ensure claim accuracy and supporting 
documentation. 

What Are Power Mobility Devices?

Medicare and Medicaid include Power 
Wheelchairs (PWC) and Scooters (POV) 
in the benefit category called Power 
Mobility Devices (PMD). The services 
and equipment beyond the actual device 
delivery are also included in this category. 

These include such items as repairs, 
battery replacement, custom seating and 
controlling devices. 

DME suppliers and their internal auditors 
need to familiarize themselves with 
the Power Mobility Local Coverage 
Determinations and the DME Provider 
Manual (www.cms.gov/center/dme.
asp) to fully ensure that the specific 
requirements for each claim submitted for 
reimbursement are met. 

Mobility Related Activities of  
Daily Living

Mobility Related Activities of Daily 
Living (i.e. MRADL) are defined as 
activities such as toileting, feeding, 
dressing, grooming and bathing within 
the customary locations in the home. For 
some individuals, canes or walkers will 
allow the patient to accomplish these 
goals. PWC or POV devices can be more 
appropriate for those patients needing 
greater assistance. A person who requires 
mobility assistance within the home 
in order to complete Mobility Related 
Activities of Daily Living will generally 
qualify for some type of mobility assistive 
device. 

In this article the necessary 
documentation and billing procedures 
required for power mobility claims 

are considered, so auditors will have 
the basic information to conduct an 
adequate review of claims submissions. 
The components that are necessary to 
document within the DME supplier’s 
medical record, for each patient who 
has received a power mobility device 
are discussed. However, because 
each patient’s situation is unique, it 
is essential that you use the Medicare 
Local Coverage Determination/National 
Coverage Determination pertaining to 
power mobility claims. To ensure prompt 
reimbursement it is necessary to confirm 
medical necessity requirements and to 
ensure the appropriateness of billing for 
each claim.

Administrative Documentation  
Tells the Story

A key point to keep in mind is that the 
documentation trail must illustrate the 
history and the process flow for the 
equipment supplied. Therefore, it is 
necessary to know when the patient 
received each component. DME suppliers 
must make certain they date stamp each 
supporting document received from the 
prescribing physician. Be aware that 
Medicare does not consider the date on 
a facsimile header to be adequate for this 
purpose.

In addition, Medicare policy requires 
that the DME supplier receive the PWC 
order which supports medical necessity 
(meaning orders, medical records, etc.) 
within 45 days of the patient/physician 
face-to-face exam. 

If the DME supplier does not receive 
the written order within 45 days, that 
contains all the required elements, or if 
the documentation does not contain a 
date stamp, then an EY modifier must be 
added to the claim form HCPCS codes. 
An EY modifier indicates no valid order is 

Executive Summary

Compliance for DME has been under government scrutiny and, with the new 
healthcare bill passed in early 2010, the ante increased. Included in the law is 
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Durable Medical Equipment 
is equipment that can be used 
repeatedly by non-professional 
care providers or by the patients 
themselves. 

Home Medical Equipment consists 
of consumable medical supplies 
such as diapers, bandages, gloves, 
diabetic test strips and ostomy 
supplies. 
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on file for the power mobility device and 
accessories.

Two Documents Required in the  
Patient’s Record

Assignment of Benefits Form: The first 
required component of administrative 
documentation is the Assignment of 
Benefits form. Each patient’s record 
should contain a current, signed and 
dated Assignment of Benefits form. A 
properly completed form allows the 
provider to be paid by the patient’s 
insurance(s). If, for some reason, the 
patient refuses to sign the form, or if the 
provider does not obtain this release, 
the claim form submitted to the insurer 
must reflect the absence of this document. 
Most claims processing software default 

to a “yes” for this box on the claim form, 
indicating that the signed Assignment of 
Benefits form is on file. 

Internal auditors can improve internal 
control and regulatory compliance by 
requiring the software default to be 
turned off. The billing process should 
require that this information is manually 
verified before printing the claim or 
before allowing an electronic claim to be 
submitted.

HIPAA Information Notice: The second 
required component of administrative 
documentation is the patient 
acknowledgement of his/her receipt 
of the HIPAA Information Notice. 
Each patient record should contain a 
signed and dated HIPAA policy receipt 
acknowledgement. DME suppliers are 

considered covered entities under HIPAA; 
therefore, at the first patient encounter 
with the supplier, the DME should 
provide patients with the appropriate 
HIPAA policy and notice. 

Medical Necessity Documentation

The Face-to-Face Examination

The ordering physician is required to 
give the patient an in-person examination 
in order for the patient to qualify for 
specific equipment. The patient/physician 
encounter helps to determine the best 
mobility assistive device for the patient. 
Insurers consider it wasteful to provide 
a patient with a PWC when a manual 
wheel chair or walker would sufficiently 
meet the patient’s needs. The record of 
the physician’s examination assessment 
should be in a narrative format, using the 
physician’s typical medical record (EMR, 
progress notes, etc.). Medicare expects the 
purpose (chief complaint) of the patient’s 
visit to be noted along with the need for 
a mobility evaluation. While the DME 
supplier may wish to provide the physician 
with a templated form for this purpose, this 
practice is not acceptable to Medicare.

In addition to the face-to-face examination 
documentation, the DME supplier should 
obtain from the ordering physician any 
pertinent diagnostic testing results and 
historical documentation that uphold 
the need determination made during the 
mobility assessment.

The ordering physician may bill for 
his/her mobility evaluation utilizing 
HCPCS code G0372 (physician service 
required to establish and document 
the need for a PMD). That charge is in 
addition to the physician’s charge for 
the Evaluation and Management service 
provided. Many ordering providers find 
it difficult to complete the documentation 
exactly as needed. However, there are 
resources published by Medicare (MLN 
Matters #4372) that assist providers 
in how to appropriately complete the 
documentation of these visits. 

Understanding the Seven-Element Order

As previously noted, within 45 days of 
the face-to-face examination the ordering 
physician must provide the DME supplier 
with a written order prior to the delivery 
of the PMD. If the order is not written 
within the 45 days after the face-to-face 
examination the PMD charge (G0372) will 
not be allowed. 

Medical Necessity Elements
According to CMS, depending on each patient’s clinical picture, the following 
elements should be described in the face-to-face examination as appropriate (as 
per the Local Coverage Determination for power mobility). 

• History of the present condition(s) and past medical history that is relevant to 
mobility needs

 c Symptoms that limit ambulation.

 c Diagnoses that are responsible for these symptoms.

 c Medications or other treatment for these symptoms.

 c Progression of ambulation difficulty over time.

 c Other diagnoses that may relate to ambulatory problems.

 c How far the patient can walk without stopping.

 c Pace of ambulation.

 c What ambulatory assistance (cane, walker, wheelchair, caregiver) is 
currently being used.

 c What has changed to now require use of a power mobility device.

 c Ability to stand up from a seated position without assistance.

 c Description of the home setting and the ability to perform activities of daily 
living in the home.

• Physical examination that is relevant to mobility needs

 c Weight and height

 c Cardiopulmonary examination 

 c Musculoskeletal examination

 c Arm and leg strength and range of motion

 c Neurological examination

 � Gait

 � Balance and coordination1 (footnote NHIC, Corp, 10/1/2009 revision, 
LCD for Power Mobility Devices (L21271)

1 NHIC, corp, 10/1/2009 revision, LCD for Power Mobility Devices (L21271)
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If more than 45 days elapses between 
the face-to-face exam and the order, the 
ordering provider needs to re-examine 
the patient to ensure the medical necessity 
and mobility needs are still present for the 
patient. The physician order establishes 
medical necessity and sets into motion the 
steps necessary to determine the correct 
equipment needed to enable the patient 
to accomplish their Mobility Related 
Activities of Daily Living goals. 

The physician order must contain the 
following seven elements:

1. Beneficiary’s name.

2. Description of the item that is 
ordered. 

3. Date of the face-to-face examination.

4. Diagnoses/conditions that create the 
need for the POV or PWC.

5. Length of need.

6. Treating Physician’s signature.

7. Date of physician signature.

In addition to these seven elements, 
the DME supplier must ensure the 
physician’s information is legible and 
that the physician is not excluded from 
billing Medicare. To determine whether 
the physician is excluded from billing 
Medicare, the DME supplier should query 
the Office of Inspector General List of 
Excluded Individuals/Entities (LEIE) data 
base (http://exclusions.oig.hhs.gov/).

If there is a problem with orders not 
meeting the seven elements, education 
should be given proactively to the ordering 
physician by the supplier. DME suppliers 
may not complete the information for the 
ordering physician’s signature. 

When a Specialty Evaluation is Called For

Often, a patient’s primary physician 
does not possess the expertise necessary 
to evaluate the patient’s customized 
needs for seating, power options, and 
other accessories. As a result, a specialty 
evaluation is required for patients who 
receive a Group 2 (Single Power Option 
or Multiple Power Options) PWC, any 
Group 3 or Group 4 PWC, or a push-rim 
activated power assist device. 

The specialty evaluation provides 
detailed information explaining why each 
specific option or accessory is needed to 
address the patient’s specific disability in 
accomplishing mobility related activities of 
daily living. Specific options may include 
power seating, drive control interfaces 
(e.g., sip and puff) and/or push rim power 

assist devices. Accessories may be needed, 
such as skin protective seating or arm trays 
to address other medical needs.

The documented specialty evaluation 
findings by the physical or occupational 
therapist should reside in both the DME 
supplier’s and ordering physician’s 
documentation. The therapist providing 
the specialty evaluation cannot have a 
financial relationship with DME supplier. 
Documentation indicating no financial 
interest exists between the parties can be 
in the form of an attestation document or 
included in the specialty evaluation report.

What a Detailed Order Must Contain

The detailed order is prepared by the 
DME supplier outlining exactly which 
equipment, options and accessories are 
needed to satisfy the patient’s needs 
based on the seven-element order, 
face-to-face examination and specialty 
examination (if required and/or 
performed). The detailed order should 
include the following elements:

• HCPCS code

• Narrative description of the item

• Manufacturer name and model 
name/number

• Supplier’s charge

• Medicare fee schedule allowance

Note: According to the Medicare 
Modernization Act, the seven-element order 
and the detailed order must be two separate 
documents.

Home Assessment Required before Delivery

Prior to the delivery of the equipment, 
the DME supplier is required to make a 
home visit to verify that the PMD will 
be functional in the patient’s home. 
The documentation of this assessment 
should include physical attributes of the 
home such as door width, presence of 
stairs, thresholds and surfaces. Medicare 
requires that the main purpose of the 
PMD is to assist mobility related activities 
of daily living within the home. If the 
equipment cannot be used or accessed 
within the patient’s residence, it would 
not be considered medically necessary. 

Coding and Billing

The HCPCS Code Must Match the  
DME Item
For each item supplied to the patient, use 
the correct HCPCS to match the item(s), 
options and/or accessories provided to 
the patient. Medicare provides an online 
resource that includes pricing data and 
analysis (www.dmepdac.com). This website 
will help the DME supplier determine 
the most appropriate current HCPCS 
terminology codes to report. The interface 
in the website is user friendly and contains a 
helpful search feature to locate codes based 
on item model number and manufacturer.

What’s Bundled into the Base Charge  
and What Isn’t

Certain items are included in the base 
PMD charge. For example, items such as 
the original batteries and wheels cannot 
be charged separately at the time of 
initial billing and delivery, as they are 
considered integral to the item. 

Example:

Some of the basic equipment included for 
PWC:

• Safety belt

• Battery charger

• Leg rests

• Foot rests/platforms

• Armrests

Controller (Separately billable if other 
than standard, i.e. sip and puff controls)

What You Need to Know about  
Claim Form Modifiers

All claims submitted to Medicare for PMDs 
(meaning each line item) should contain 
one of the four modifiers as supported by 
the medical record documentation. If one 
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of these modifiers is not attached to the 
submitted claim, the claim will be rejected:

• KX – Indicates that all required 
documentation and coverage 
requirements are satisfied.

• GA – Indicates that the provider or 
supplier has provided an ABN to the 
patient and a signed acknowledgement 
from the patient outlining their 
financial responsibility (Advance 
Beneficiary Notice – ABN) is on file. 

• GZ - Indicates that documentation 
does not satisfy medical necessity and 
an ABN is not on file.

• GY – Indicates that the item provided 
is statutorily excluded from being a 
benefit of the Medicare program and 
reimbursement is not expected from 
Medicare. The GY modifier is also 
used for mobility devices intended 
for only outside of the home use. 

According to the LCD, the modifier KX 
may be added to the code for a power 
mobility device and all accessories only  
if one of the following conditions is met:

• If all of the documentation and 
medical necessity as described in the 
LCD are met for the PMD.

• If there is an approved Advance 
Determination of Medicare Coverage 
(ADMC) for the PMD from the 
Carrier.

• If a Group 4 PWC is provided and 
if all of the coverage criteria for a 
comparable Group 3 PWC are met. 

Get the Diagnosis Code Right

Each diagnosis appearing on the claim 
should support why the patient needs 
the mobility device, or a specific option 
or accessory for which the claim is being 
submitted. This information should only 
come from the seven-element order as 
that document primarily establishes 
medical necessity for the DME supplier. 

The ICD-9 code should be selected by 
someone who is certified in coding, since 
many different conditions can affect a 
person’s ability to perform their Mobility 
Related Activities of Daily Living. 

Invoicing and Pricing

What You Should Know about ‘Least 
Costly Alternative’

The coverage criteria for power mobility 
devices are based on a progression of 
medical necessity. If coverage criteria for 
the device provided is not met, and if there 

is another device that meets the patient’s 
medical needs (as defined in the LCD 
policy for Power Mobility), then payment 
will be based on the allowance for the least 
costly medically appropriate alternative. 
Determinations of least costly alternative 
will take into account the patient’s weight, 
seating needs, and needs for other special 
features (i.e., power seating systems, 
alternative drive controls and ventilators).

Based on the criteria defined in the LCD 
policy, some types of PMDs will never 
be paid in full. They will always be paid 
either as a least costly alternative (if 
coverage criteria are met), or denied (if 
coverage criteria for a PMD are not met). 
In those situations, the first level least 
costly alternative determination will be 
made by an automated claim system edit. 

However, often the final determination of a 
least costly alternative can only be made 
during a manual review of a claim as a result 
of a medical review or a fraud investigation. 
If a payment reduction is made on an initial 
claim, this does not preclude subsequent 
payment adjustment or denial based 
on LCD coverage criteria during a post-
payment manual claim review.

Get that Proof of Delivery

DME suppliers are required to have a 
signed proof of delivery for the PMD and, 

if ordered, any accessories. If some of the 
items are split into separate deliveries, 
only the items actually delivered can be 
itemized on the proof of delivery ticket. 
These items should be billed using that 
date of service. The date of service billed 
on the claim must be the date the patient 
received the equipment. 

The proof of delivery document should 
contain:

• Date of actual delivery.

• Patient signature and legible name; 
if the patient is not available it is 
permissible to have a designee sign the 
delivery ticket with relationship noted.

• A detailed listing of the particular 
items delivered, including quantity.

• Brand names and serial numbers of 
the items delivered.

Conclusion

In closing, there are clearly challenges in 
safeguarding reimbursement received by 
DME suppliers for power mobility devices. 
Auditors should become familiar with 
the basics that need to be reviewed when 
auditing a claim for a Power Mobility 
Device. Being proactive in performing 
internal audits as part of a larger corporate 
compliance program is one way to be 
prepared for increased payer scrutiny. NP

Helen Avery, CPC, CHC, CPC-I is a Man-
ager with Sinaiko Healthcare Consulting, Inc. 
in Los Angeles. She works with healthcare 
organizations nationwide on a diverse range 
of compliance issues. You may reach Helen by 
e-mail at Helen.Avery@Sinaiko.com.

If it wasn’t documented, 
it wasn’t done. 


