
 
 
 
 
 
 
 



 



 

 

 

 

 

 

 



 

 

 

 

  

 

 

 

 

 

 



These services may not be reported  
on the same day as G0505 

Psychiatry services 

90785 Psychiatric complexity interactive 

90791 Psychiatric diagnostic interview 

90792 Psychiatric diagnostic interview with E/M 

Testing/assessment 

96103 Psych testing 

96120 Neuropsych testing 

96127 Brief emotional behavioral assessment 

E/M 

99201--99215 E/M office/outpatient services 

99324--99337 Domiciliary rest home visits 

99341--99350 Home visits 

99366--99368 Team conferences (not paid by CMS) 

99497 99498 Advanced Care Planning 

  
These services may not be reported during the 

same time period as G0505 

99374 Care plan oversight (not paid by CMS) 

G0101 Care plan oversight 

G0182 Care plan oversight 

G0506 Initiating CCM visit 

 

 

 



 

 

 

 

  

  

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

Requires an initiating face-to-face visit for new patients, 
or patients not seen within a year 

 

 

 



From CMS's Chronic Care Management Services Changes for 2017 

Code 
National 

payment, non-
facility rate 

Clinical 
staff time 

Care planning Billing practitioner work 

99490 $43 
20 

minutes 

Established, 
implemented, 

revised or 
monitored 

 Ongoing oversight, 
direction and 
management.  

 Assumes 15 minutes of 
work 

99487 $94 
60 

minutes 
Established or 

substantially revised 

 Ongoing oversight, 
direction, and 
management 

 Medical decision making 
of moderate-high 
complexity 

 Assumes 26 minutes of 
work 

+99489 $47 
30 

minutes 
Established or 

substantially revised 

 Ongoing oversight, 
direction, and 
management 

 Medical decision making 
of moderate-high 
complexity 

 Assumes 14 minutes of 
work 

+G0506 $64 
 

Established 

 Personally performs 
extensive assessment 
and CCM care planning 
beyond the usual effort 
described by the 
separately billable CCM 
initiating visit 



 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

CMS has explained it succinctly in 
the 2017 Final Rule. 

 

“A specific model for BHI, psychiatric 
CoCM typically is provided by a 
primary care team consisting of a 
primary care provider and a care 
manager who works in 
collaboration with a psychiatric 
consultant, such as a psychiatrist. 
Care is directed by the primary care 
team and includes structured care 
management with regular 
assessments of clinical status using 
validated tools and modification of 
treatment as appropriate. The 
psychiatric consultant provides 
regular consultations to the primary 
care team to review the clinical 
status and care of patients and to 
make recommendations.” 



 

 

 

 

 

 

 

 

 

 

 

 

 

 



Collaboration of care management/behavioral health integration codes G0502, G0503, G0504 

Primary care 
provider (PCP) 

Behavioral Health Care Manager (BHM) Psychiatric consultant within the practice 

Directs the work of 
the BHM 

Is a part of the primary care clinical team with a specialty in 
behavioral health; could be social worker, nurse or 
psychologist  

A psychiatrist, psychiatric NP, psychiatric PA 
qualified to prescribe full range of psychiatric 
medications 

PCP time may be 
included in the time 
of CoCM but the 
PCP may not double 
count the time of 
any other service in 
the time of the 
CoCM 

Provides management 
Does outreach 
Performs assessment 
Administers validated assessment scales 
Does care plan development 
Collaborates with PCP 
Provides brief interventions 
Services face-to-face and non-face-to-face included in time 
Enters patient into registry and maintains registry 
Consults with psychiatric consultant on a weekly basis 
(minimum) 

Available to the practice to provide advice to PCP 
Consult at least weekly about each patient 
receiving CoCM with the BHM 
Recommend follow up care and other strategies 
Advise regarding medications and complications of 
psychiatric conditions 
Final Rule does not require the psychiatrist/NP/PA 
to perform this consultation on site 

May provide 
necessary E/M 
services 

Behavioral health manager may or may not be able to 
independently furnish and report services to Medicare 

May perform 90791, 90792 or an E/M service on 
patients receiving CoCM, but may not double 
count any of the time 

CoCM may be done 
by other specialty 
physicians but 
would most 
typically be primary 
care 

BHM must have a "collaborative, integrated relationship with 
the rest of the care team members."  Although CMS is not 
requiring that the BHM be on site, the BHM must be able to 
perform face-to-face services when needed (although face-
to-face services are not required.) 

Psychiatric consultant does not bill for CoCM 
PCP bills for CoCM and arranges for psychiatric 
consultant 



 

 

 

 

 

The 20-minute threshold may be met by time spent by the physician/NPP or by the 
clinical staff, under the direction of the physician/NPP. 



 

 

 

 

 



You're ready to perform this 
service: 

If you have these resources: 

G0505 
Assessing cognitive 

function for patients 
with dementia 

 • Clinical assessment tool to assess dementia 
 • Template to document a care plan in medical 
     record 

G0502 
G0503 
G0504 

Collaboration of 
care/behavioral health 

integration 

 • Employed or contracted behavioral health 
    manager 
 • Consulting psychiatrist, or psychiatric NP/PA for 
    weekly consultation 
 • Clinical assessment tools to assess psychiatric 
    conditions 
 • Clinical assessment tools to monitor patient 
    outcomes 
 • Ability to enter patient into a registry 
 • Ability to track and document time and activities 
    of behavioral health manager monthly 

G0507 
Care management for 

behavioral health 
conditions 

 • Clinical staff to perform services 
 • Clinical assessment tool for assessing psychiatric 
    conditions 
 • Ability to track and document time and activities 
    of clinical staff member 

99487 
99489 
99490 

Chronic care 
management 

• Clinical staff to perform services, such as a nurse 
    or care manager 
• Template to document a care plan in medical 
    record 
• Using certified electronic health record 
• Allow patients access to enhanced 
    communication, such as email 
• Ability to share care plan with other health care 
   professionals caring for patient (fax allowed in 
   2017, but not encouraged) 
• Ability to track and document time and activities 
    of clinical staff 


