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Date of Service
Since a number of services are considered to be components of major procedures 
performed for treatment planning and delivery (bundled or packages), all services billed 
should list the date of service documented in the medical record. For some procedures, 
such as isodose plans or calculations, there may be several different dates in the 
documentation for a single service or procedure. For example, there may be a print date, 
physics signature date and physician signature date (paper or electronic).

Most insurance payors do not have a policy regarding service dates, although all agree 
that the date of service should be consistently applied. Physicians and facilities may need 
to implement a policy regarding dates of service to ensure both the necessary consistency 
and the use of the same service dates for professional and facility components. 

Manipulating dates to receive payment for bundled services is never appropriate.

According to the American Medical Association:54

All pages of the medical record must contain the date and patient’s name. Medical 
records may be dictated, handwritten, or recorded on a form, typically referred to 
as a patient encounter form. All dictation, handwritten notes, and/or forms must 
show the date of service (examination and/or procedure) and the identity of the 
person recording the information. Dictation should also include the date of the 
dictation and the date of the transcription.

According to ASTRO in their Radiation Oncology Coding Resource: “It is ASTRO’s 
recommendation that the claim should be submitted on the date it is signed by the 
physician…therefore, ASTRO recommends using the date that the physician reviewed 
and signed the documents.” This coincides with authoritative guidance from CMS:55

All entries in the medical record must be dated, timed, and authenticated, in written 
or electronic form, by the person responsible for providing or evaluating the service 
provided. 

The time and date of each entry (orders, reports, notes, etc.) must be accurately 
documented. Timing and dating entries is necessary for patient safety and quality 
of care. Timing and dating of entries establishes a baseline for future actions or 
assessments and establishes a timeline of events. Many patient interventions or 
assessments are based on time intervals or timelines of various signs, symptoms, 
or events. (71 FR 68687) 

For radiation oncology, this means that the date of service documented in the medical 
record is the date of service billed to the insurer. For example, it is common practice for a 
radiation oncologist to approve the computer plan “on the treatment planning system 
(TPS),” generally by issuing a verbal approval. However, the plan may involve more 
physics or dosimetry work before it is completely final. 

As a result, the physician signature date (or electronic authentication date) is the date 
typically reported for billing purposes – the patient is not billed for the computer plan until 
it is completely finalized.

54 https://catalog.ama-assn.org/
55 http://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R47SOMA.pdf
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Supervision
Physician presence in any radiation treatment center is impacted by State laws, medical 
liability insurance, Nuclear Regulatory Commission and Medicare regulations. According 
to Safety is No Accident, published by the American Society for Radiation Oncology 
(ASTRO):

The safe delivery of radiation therapy was never a simple matter and is now 
exceedingly complex.

In addition, ASTRO includes the following on their website:

It is ASTRO’s opinion that a Radiation Oncologist is the most clinically appropriate 
physician to supervise radiation oncology treatments.

Medicare guidelines are generally determined at the national level and apply to all states 
and regions, but the other factors vary widely. According to the Medicare Benefit Policy
Manual, Chapter 15, Section 90, the following supervision guidelines apply in freestanding 
centers:60

90 – X-RAY, RADIUM, AND RADIOACTIVE ISOTOPE THERAPY

X-ray, radium, and radioactive isotope therapy furnished in a non-provider facility 
require direct personal supervision of a physician. The physician need not be in 
the same room, but must be in the area and immediately available to provide 
assistance and direction throughout the time the procedure is being performed. 
This level of physician involvement does not represent a physician's service and 
cannot be billed as a Part B service. The physician would have to furnish a 
reasonable and necessary professional service as defined in §§30 of this chapter,
in order for the physician’s activity to be covered.  

However, effective for radiation therapy services furnished on or after April 1, 1989, 
radiologists' weekly treatment management services are covered.

“Direct supervision,” as defined by Medicare, requires the supervising physician to be in 
the same office suite but does not require the physician be present in the same room when 
the procedure is performed. In addition, the supervising physician must be “immediately 
available,” which means this physician cannot be involved in a procedure or service where 
he cannot be interrupted and provide immediate assistance.

Last, the physician providing the direct supervision must be able to “furnish assistance 
and direction throughout the performance of the service.” For example, the supervising 
physician must be able to direct the physicist and other staff in a radiation emergency,
alter the course of therapy and provide treatment for radiation sequelae experienced by 
patients, as necessary. 

The Medicare Internet Only Manual (IOM) adds the following information:

The availability of the physician by telephone and the presence of the physician 
somewhere in the institution does not constitute direct supervision.61

60 http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/bp102c15.pdf
61 http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/bp102c15.pdf
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Audit the ABN Process

1. Make sure that the practice or facility has an ABN/Waiver policy and review this 
information with staff members that are responsible for obtaining the patient’s 
signature on these documents.

2. Periodically review the patient cost estimates and ensure that the patient receives 
an accurate accounting for the amount they will owe. For example, the Medicare 
ABN requires that the patient receive a “good faith” cost estimate that is within 
$100 or 25% of the actual cost.

3. If the patient is incapacitated, the ABN and/or waiver of liability is only valid when 
signed by the patient’s legal representative or legal guardian. Monitor the process 
for verifying this information.

4. The use of an ABN or waiver of liability requires detailed information. A standard 
financial liability document that includes a vague statement of amounts that may 
or may not be due will not meet these criteria. In addition, a broad statement that 
the patient is responsible for “all amounts not paid by insurance” may not be 
enforceable based on payor participation agreements or insurance contracts. 
Make certain to periodically review the description of the service and details of non-
coverage included on these documents.

5. Monitor the application of modifiers GA, GU, GZ and GX to ensure appropriate 
claim reporting. Hospital should also ensure that the correct condition code is 
reported.

According to OIG compliance guidance:

The OIG is aware that the use of ABNs is an area where physician practices 
experience numerous difficulties.

A common question received by the OIG is: 

If the medical services provided are not covered under Medicare, but the 
secondary or supplemental insurer requires a Medicare rejection in order to cover 
the services, then would the original submission of the claim to Medicare be 
considered fraudulent?

Under the applicable regulations, the OIG would not consider such submissions to 
be fraudulent. In instances where a claim is being submitted to Medicare for this 
purpose, the physician should indicate on the claim submission, generally via the 
use of modifier GZ, that the claim is being submitted for the purposes of receiving 
a denial, in order to bill a secondary insurance carrier.

In some instances, however, the contractor pays the claim even though the service is non-
covered, and even though the physician did not intend for payment to be made. When this 
occurs, the physician has a responsibility to refund the amount paid and indicate that the 
service is not covered.

CMS has also published the Advance Beneficiary Notice of Noncoverage – Part A and 
Part B Booklet located at:

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/downloads/ABN_Booklet_ICN006266.pdf
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Professional Courtesy
The term “professional courtesy” is used globally to describe a number of very different 
practices. The traditional definition of professional courtesy describes the practice of a
physician waiving all or a part of the fee for services provided to the physician’s office staff, 
other physicians, and/or their families. 

In recent times, “professional courtesy” has also come to mean the waiver of coinsurance 
obligations or other out-of-pocket expenses for physicians and their families (i.e., 
“insurance only” billing), and similar payment arrangements by hospitals or other 
institutions for services provided to their medical staffs or employees. While only the first 
of these practices is truly “professional courtesy,” in the interests of clarity and 
completeness, the following information differentiates among these separate practices.92

Following are general observations about professional courtesy arrangements for 
healthcare organizations to consider:

� A healthcare entity’s regular and consistent practice of extending professional 
courtesy by waiving the entire fee for services rendered to a group of persons 
(including employees, physicians and/or their family members) may not violate any 
of the OIG’s fraud and abuse authorities so long as membership in the group 
receiving the courtesy is determined in a manner that does not take into account 
directly or indirectly any group member’s ability to refer to, or otherwise generate 
federal health care program business for, the healthcare organization.

� An organization’s regular and consistent practice of extending professional 
courtesy by waiving otherwise applicable copayments, deductibles or other cost-
share amounts for services rendered to a group of persons (including employees, 
physicians and/or their family members), would potentially not implicate the anti-
kickback statute so long as membership in the group is determined in a manner 
that does not take into account directly or indirectly any group member’s ability to 
refer to, or otherwise generate federal health care program business for, the 
healthcare entity.

� Any waiver of copayment practice, including that described in the preceding bullet, 
may implicate section 1128A(a)(5) of the Act if the patient for whom the copayment 
is waived is a federal health program beneficiary who is not financially needy.

This information is not intended to provide legal advice; the healthcare organization should
consult with an attorney if it is uncertain about its professional courtesy arrangements.

For example, Cigna filed a multimillion dollar lawsuit against 11 Indiana-based Ambulatory 
Surgical Centers for billing fraud in allegedly failing to collect out-of-network cost share 
obligations from customers.93 Cigna’s definition of fee-forgiveness involves a provider 
accepting the insurer’s payment and then waiving in full or in part the cost share 
obligations of its customers. If this occurs, Cigna will deny the entire bill or will claim there 
was an overpayment and demand return of all monies paid.

An effective billing and compliance program will audit and monitor discounts and services 
provided as “professional courtesy” to ensure that all internal policies are followed.

92 OIG Compliance Program for Individual and Small Group Physician Practices
93 http://www.law360.com/articles/676126/cigna-says-it-s-owed-millions-in-ind-fee-forgiveness-scheme


