
 
    

Billing Services 
Without a Face-to-Face Visit 

 
There seems to always be questions on what or how the RHC should bill for allergy injections, therapeutic 
injections, injections after an initial visit, i.e. 2nd and 3rd injection of an antibiotic or any other nursing only 
service.  The RHC must remember that only a face-to-face service by a provider is billable to the Medicare payer.   
 
With this said, if there is a face-to-face visit on the same date-of-service of any of the services mentioned above all 
service charges would be bundled with the office visit charges and submitted on the one-line item with the 52X 
revenue code with the units of 1 and the total charges. When the RHC is instructed to “bundle” charges, this 
means that the charge for each of the services/items is added to the office visit charge to be submitted as the line 
item charge of the 52X revenue code for the RHC visit.  IF the above mentioned services are not provided on the 
same day as the face-to-face visit, then the RHC can only add those charges to a previous face-to-face visit or to a 
visit that may be scheduled (usually a 30-day period before the date-of-service or within 30 days after the service 
is the timeframe that is allowed for the charges to be added).   
 
When adding charges to “another” visit, only the date-of-service of the face-to-face service is used on the claim.  If 
these services are not bundled with a face-to-face visit of another date, they must be adjusted off and not billed to 
either the patient or to Medicare.  It is also inappropriate to “require” a provider to see the patient in order to bill 
the service as these services do not meet “medical necessity” for a provider visit.  With the addition of charges to 
another billable visit, the only additional revenue received is the 20% of the added charges, as this is the copay 
associated with these charges.   
 
Double Dipping: Note–there have been some comments on the Listserve that are incorrect when the RHC is 
billing these items to Medicare Part B.  This is inappropriate billing and is considered “double dipping” as the costs 
for these items and services are part of the RHC cost report as RHC services.  When the RHC is open as an RHC 
100% of the time, all services are only billable to RHC Medicare Part A with the exception of the services that are 
considered non-RHC services per the RHC regulations.   
 
Recently, CMS updated the RHC regulations in the internet only manual, Medicare Benefit Manual Chapter 13, 
effective 1/1/15.  This information can be found at:  
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/bp102c13.pdf 
 
These regulations have clarified many questions for the RHC community and need to be a part of each RHC’s 
references when questions may arise.  Also note that this is the rule for Medicare.  Your State Medicaid may or 
may not follow the same guidelines as Medicare.  Commercial insurances and private pay patients can be billed for 
nursing services only. 
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