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2023 CODING AND PAYMENT INFORMATION

Applications Codes:

Physicians and other QHPs should select the application codes based on the anatomic location and the wound surface area to which
Dermacell AWM Placental Membrane is applied. Do not select the application code based upon the size of the product purchased.

CPT! Code Wound Surface Area Less Than 100 Sq. CM

15271 Application of skin substitute graft to trunk, arms, legs, total wound surface area up to 100 sq. cmy; first 25 sq. cm or less wound
surface area

+15272 Each additional 25 cm? wound surface area or part thereof

15273 Application of skin substitute graft to trunk, arms, legs, total wound surface area greater than or equal to 100 sq. cm; first 100 sq. cm
wound surface area, or % of body area of infants and children

+15274 Each additional 100 cm? wound surface area, or part thereof, or each additional 1% of body area of infants and children
CPT Code Wound Surface Area Equal to or Greater Than 100 Sq.
15275 Application of skin substitute graft to face, scalp, eyelids, mouth, neck, ears, orbits, genitalia, hands, feet, and/or multiple digits, total

wound surface area up to 100 sq. cm; first 25 sq. cm or less wound surface area

+15276 Each additional 25 cm? wound surface area or part thereof

Application of skin substitute graft to face, scalp, eyelids, mouth, neck, ears, orbits, genitalia, hands, feet, and/or multiple digits,
15277 total wound surface area greater than or equal to 100 sq. cm; first 100 sq. cm wound surface area, or |% of body area of infants
and children

+15278 Each additional 100 cm? wound surface area, or part thereof, or each additional % of body area of infants and children)

The above table illustrates potential CPT codes that can be used to denote surgical skin procedures and the
application of Dermacell AWM for the management of wounds.



*  When applying the product, during the same encounter, to multiple wounds represented by the same application code, sum the
surface areas of the wounds together.

Examples:
. If the product is applied to a 5 sq. cm wound on the left foot and to a 10 sq. cm wound on the right foot, report | unit of 15275.
1. If the product is applied to a 15 sq. cm wound on the right leg and to a 20 sq. cm on the left leg, report | unit of 15277 and |

unit of 15278.

*  When applying the product, during the same encounter, to multiple wounds represented by different application codes, separately
sum the surface areas of the wounds represented by each application code.

Examples:

[ If the product is applied to a 20 sq. cm wound on the right leg, a 15 sq. cm wound on the left leg, and a 10 sq. cm on the right foot,
report | unit of 15271, | unit of 15272, and | unit of 15275.

1. If the product is applied to one large wound that is on the heel (30 sq. cm) and extends into the ankle (40 sq. cm), report | unit of
15275 and | unit of 15276 for the application to the heel and | unit of 15271 and | unit of 15272 for the application to the ankle.

CAUTION: For coding purposes, the wrists are part of the arm and the ankles are part of the legs.
NOTE: For wound surface areas less than 100 sq. cm, the maximum number of add-on codes that can be reported is 3.
NOTE: If the wound surface area is exactly 100 sq. cm, 15273 or 15277 should be reported.

NOTE: For wound surface areas greater than 100 sq. cm, report either | unit of 15273 with the appropriate number of units of
15274, or | unit of 15277 with the appropriate number of units of 15278.

Product Code:

When physicians and other QHPs purchase Dermacell AWM Placental Membrane and apply it in their offices, when it is covered, they
should also report the appropriate HCPCS code for product, along with the appropriate modifiers.

HCPCS Coding Pathway
Options

HCPCS Code? HCPCS Code Description

Q4122 Dermacell®, Dermacell AWM® and Dermacell AWM Porous, per square centimeter

NOTE: Physician/ QHP offices should verify if the payer covers Dermacell AWM and whether they pay for it based on wholesale
acquisition cost (WAC) or invoice price.

* If the payer bases payment for Dermacell AWM on WAC, the following information should be included in field 19 of a paper claim or
in the narrative field of an electronic claim:

¢ Product name
¢ NDC or UPC code
O WAC of product

O WAC per sq. cm
O Source of the WAC (e.g. Red Book)




* If the payer bases payment for Dermacell AWM on invoice price, the following information should be included in field 19 of a paper
claim or in the narrative field of an electronic claim:

¢ Product name
Product size (in sq.cn)
Product number

Invoice price per piece

S OO O

Shipping cost

CAUTION: Some payers only require the total product invoice cost for a specific patient in the following format (including cents):
INV. $00.00.

Product Code Modifiers:

* The -JC modifier was established to report use of a skin substitutes as a graft (not an implant). Each Medicare contractor may issue
its own directions for the use of the -JC modifier and providers should check with their local MAC to determine reporting requirements.

* The -JW modifier is required to be reported on a claim to report the amount of drug that is discarded and eligible for
separate payment. The modifier should only be used for claims that bill single-dose container drugs.

» Effective July |, 2023, providers and suppliers are required to report the -JZ modifier on all claims that bill for drugs from
single-dose containers that are separately payable under Medicare Part B when there are no discarded amounts. Providers
may begin using the modifier voluntarily January |, 2023.

Examples:

. Partial Use of a Graft: If 20 sq. cm of the product were purchased by the office for the patient and 15 sq. cm were applied as a
graft and 5 sq. cm were discarded, the physician/ QHP should report the product code on two claim lines: Q4201 with 15 units
on the first claim line, and Q4122-JW with 5 units on the second claim line.

1. Entire Piece Graft is Used: If 20 sq. cm of the product were purchased by the office for the patient and 20 sq. cm were applied
as a graft, the physician/QHP should report Q4122-JZ with 20 units reported on the claim line.

* For additional information regarding use of the -JW and -JZ modifier, please refer to the following resource: Discarded Drugs
and Biologicals — JW Modifier and |Z Modifier Policy Frequently Asked Questions

CPT/HCPCS Modifier Options

m

-JC Skin Substitute Used as Graft.

Drug Amount Discarded/Not Administered to Any Patient. Used to report wastage when payor guidelines

W require separate reporting.

-z

Zero drug wasted



https://www.cms.gov/medicare/medicare-fee-for-service-payment/hospitaloutpatientpps/downloads/jw-modifier-faqs.pdf
https://www.cms.gov/medicare/medicare-fee-for-service-payment/hospitaloutpatientpps/downloads/jw-modifier-faqs.pdf
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Fax to 215-369-9198 or
Email to BV@thepinnaclehealthgroup.com

Do you have a Business Associate Agreement in Place? [ YES O NO
If NO, do not proceed until a Business Associate Agreement is in Place. Call (866) 562-6349 to have one emailed/faxed.

Case Status

Pre-Service Post-Service Medicare Appeal
[ NewPre-authorization [J NewPre-determination Include copy of denial letter and EOB Include copy of denial letter and EOB
[ Peer to Peer O 1% Level appeal [J 1% Level appeal — post claim denial [0 1%Level appeal
[1 2% Level appeal ] IRO (Extemal appeal) [ 2"Level appeal —post claim denial [ 2% Level appeal
[ IRO - post claim denial

Physician Information

Physician Name: NPL: Tax ID:

Practice Name: Phone: Fax:

Address/City/State/ZIP

Office Contact Name: [PeferreffMethod of Contact to Receive Response Form:

Fax Email
Office Contact Email:

Facility Information

Facility Name: NPIL: Tax ID:

Address/City/State/Zip: Phone: Fax:

Patient Information

Patient Name: Date of Birth

Address/City/State/Zip: Phone: Email:

Insurance Information

Primary Insurance: Member ID: Phone:

Secondary Insurance: Member ID: Phone:

Please provide a copy of the front and back of the patient’s insurance card.

Procedure

Product Use:

Place of Service:
O DermACELL (Q4122) # of Applications requested for entire treatment

[] Inpatient[ ] Outpatient Hospital [] ASC[] Office [ ] Other
[ Matrion (Q4201) # of Applications requested for entire treatment

Size of Wound Duration of Wound

Procedure Code(s): Primary & Secondary Diagnosis Code(s): Procedure Date:

HIPAA Authorization- This form may be signed by anyone with authority within the requesting office/facility.

LifeNet Health® and its agent Pinnacle are hereby authorized to release information regarding the above named patient to the Primary and Secondary insurance carriers named above for the express and limited purpose of
validating coverage for clinical services relating to LifeNet Health®. This authorization may be revoked or modified at any time, upon delivery of my written request to LifeNet Health® and/or Pinnacle.

Authorized Representative Signature: Date:



mailto:BV@thepinnaclehealthgroup.com

SAMPLE CMS 1500 Paper Claim
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THIS IS A DERMACELL AWM APPLICATION FOR NORIDIAN, CGS, AND NGS ONLY g
[T Jpiea HEALTH INSURANCE CLAIM FORM pica [ #
1. MEDICARE MEDICAID CHAMPUS CHAMPYA, GROUP FEGA OTHER| Ta. INSURED S | . NUMBER (FOR BROGRAM INTTEM 1) |
HEALTH PLAN BLK | UNG
D.{Memcar& # I:l Medwaid #, [:I (Sponsors 55N, I:l (VA File #) [l [SSN oriD)} D (SEN) D (=
2 PATIENT'S NAME iLast Name, First Name, Middle Initial)y 3 PATIENT'S BIRTH DATE 4, INSIURED 5 NAML (Last Name. First Name, Kiddle [mitizl)
MM, DD, YY SEX
| w[] r[]
5. PATIENT'S ADDRESS (No., Street) 6 PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Street)
Self [l S:UuseD CanD OmerD
CITY STATE | 8 PATIENT STATUS CITY STATE z
o]
Smgle[:l Married D Other I:‘ -
ZIP CODE I ELLPHUNL {Include Area Corde) ZIP CODE IELEPRONE (INCLUDE AREA CUDE) g
Employed Full-Time Part-Timeg (o4
) Slugent D Student ( ) (e}
9. OTHER INSURED S NANE [Last Name. First Name, Middle Iniil] 0,15 PATIENT S COMDITION RELATED T0) 11, INSURED S POLICY GROUP OR FECA NUMBER "z"
£
a UITHER INSUREDL S POLICY 0K GROURE NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) 2 INSURED™S DA TE OF B+ SEX ©
MM DD oYY >
Ce [ | O rO |2
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P S (s [he F
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[ Jves [ o L
. WE DA . 00 RESERVED FOR LOCAL USE d . PLAN? .
Field 21 Field 19 Field 24F Field 23
N to and
Enterappropriate  [weap| Enterappropriate [z sioninG Tis Form 3 Enter appropriate [ssa| Enter if prior
ORIZE . . release of any medical ar other mformation necessary signed o . . .
ICD-10 alae{  jnvoice to myself o710 the party wne accens assignment charges for each authorization is
diagnosis code(s). information. line item. required.
| DATE
R TC T COREET ‘ I s IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 6 O e PaTENT URABLE TOWORA TN CURREN T CTURATTD y
WKL DD 1YY INJURY [Actident) GIVE FIRSTDATE MM 1 DD 1YY MM o DD oYY MM DD YY
| ! PREGNANCY(LIE) ! ! FROM ! ! TO /!/v [
7 NAHE ar REFERRING PHYSICIAN ORATHER SOURCE 17a 10 NUMBER OF REFERRING PHYSICIAN 18 HOBPITALIZATION DATES RELATED TO CYRRENT SERVICES
MM, DD | ¥Y M, DD ; YY
i GO L
1Y RESERVED FOR LOUAL UsE & 20, QU $IDE LAY HARGES
[lhes [eo | |
“'Dermacetl AWM #:sq. cm'tmits; mvoice totat $XXX‘)0(1Y  EgERY ”ts“‘”“’“i?/om.w REF NO
L 3L - -
23, PRIDR AUT r—«um?ﬂom NUMBER
2. i 4 R
24 A B C B E F [E] H ] J K z
DATE(S) OF SERVICE Place | Type |PROCEDURES, SERVICES, OH SUPPLIES [EE— DAYS [EPSDT RESERVED FOR o
From To | of (Explain Unusual Circumstances] v - OR_|Farily =
MM DD Yy MM DD v |ServedService] GPTHCPCS rf'“dm-uol&umﬁeéedw ' CODE § JHARGES Unitsl pran’| EMG | COB LOCAL USE §
1 1 1 | 1 Y : o
o R4 | i A ! X o
// 7‘ - : :
1 | I 1 1 -
1 | 1 | | 1 I o
2| 1 | 1 | 1 1 w
/ ’ g
o
L L || : &
3 1 1 1 I 1 ' =2
| \ ?
1 1 1 1 1 | 14
d 27 | - | : ©
]
: : ‘
. . . i . H -
Field 24B Field 24D Field 24E '| Field 24G
. ] . 1 . . |
Enter appropriate UMH:_ . Enter applicable NO: Enter diagnosis 1l Enter appropriate number of units
T . WMBE TOTAL CHA
code indicating HCPCS/CPT codes code(s) for each service provided.
Wwhereservicewas |z and modifiers. Check [y corresponding  [wwsca| DermACELL AWM is billed per sq.
. FSORCRA . . an home . . & PHONE & L. .
provided. s directly with the "1 with code(s) in cm. (this is an example, sizes vary)
=TT orarerare made a . . .
payer to determine Field 21. 2x2cm = 4 units
specific modifier 3x3cm = 9 units
SIGNED . |P\N# .
requirements. 4x4cm = 16 units
The reimbursement informaticn pri ing and coverage should always be confirmed directly v — :
gathered from outside sources and does not reprasent a quarantee af coveraqe or payment now or in the future. Coding should always 5X7cm - 35 UnltS




SAMPLE CMS 1500 Paper Claim
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THIS IS A DERMACELL AWM APPLICATION FOR FIRST COAST, NOVITAS, PALMETTO, AND WPS ONLY S
M1 PICA HEALTH INSURANCE CLAIM FORM PICA *v
1. MEDICARE MEDICAID CHAMPUS CHAMPYA GROUP FLCA OTHER| 1a. INSURED S 1 1), NUMBER (FOR PROGRAM INTTEM 1) |
HEALTH PLAN BLK I UNG
D (Medicare 7) I:l (Medicait 7, D {Sponsors 55N, D (VA File #) D {SSN oriD)} {SS.’\% € D (10}
2 PATIENT'S NAML (Last Name, birst Name, Midzle [nitizl) 3 I?\?\T‘\EI\TBSDBIRTH DATE SEX 4, INSURLED 8 NAML (Last Name. First Name, Kiddle Imital)
ANy |
| m[] -
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CITY STATE | 8 PATIENT STATUS CITY STATE =z
o
Simgle[:l Married D Other I:‘ =
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a UITHER INSURED S POLICY OH GROUE NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUE) a2 INSURED'S DATE OF BIRTF SEX [+
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i i [oand) Enter if prior
Enter approprlate READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 3 Enter approprlate 581G hori P . .
ORIZED PERSON'S SIGNATURE | authorize the release of any medical or other mformation necessary E d o
ICD- I 0 also request payment of government benefits either to myself or to the party whe accepts assignment Charges for eaCh e authorization is
diagnosis code(s). line item. required.
DATE
T TR ILLNESS (First symptom) OR 15, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS, | 1dma e e e OB e T o ea T CURRE T eeor o y
WME T DO VY ‘ INJURY (Accidant) OR GIVE FIRST DATE MM | DD 1YY MM | DD g YY MM /DDy YY
! : PREGNANCYILIPY } } FROM ! ! TO / !
7 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE “fa 1D NUMBER OF REFERRING PHYSICIAN 18 HOBPITALIZATION DATES RELATED TO CYRRENT SERVICES
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[
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|
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I i :
Field 24B Field 24D Field 24E | Field 24G
! H . . i
H . 1 . .
Enter appropriate | Enter applicable i Enter diagnosis L Enter appropriate number of units
L. . BE . TOTAL CHA . .
code indicating HCPCS/CPT codes code(s) for each service provided.
whereservicewas  [seano] and modifiers. Check  [orraci corresponding  Eiscad DermACELL AWM is billed per sq.
. 5 OR CRH . . an home 4 . . & PHONE # .. .
provided. s on directly with the with code(s) in cm. (this is an example, sizes vary)
T T T e made a . .
payer to determine Field 21. 2x2 = 3 units
specific modifier [ 3x3cm = 9 units
SIGNED . PIN# _ .
requirements. 4x4cm = 16 units
The reimbursement information pri ting and coverage snould always be confirmed directly v _ .
gathered from outside sources and does not represent a guarantee of coverage or payment now or in the future. Coding should always 5X7cm - 35 Un|tS




If you have any questions, please contact the Dermacell Benefits Verification/Pre-Authorization & Coding
Hotline:

1-866-562-6349 or LifeNet@thepinnaclehealthgroup.com

References:
I. CPT 2022 Professional Edition, 2019 American Medical Association (AMA); CPT is a trademark of the AMA.
2. MS 2022 PFS Final Rule, www.cms.gov.

Disclaimer:

This information is for educational/informational purposes only and should not be construed as authoritative. The information presented
here is current as of January 2020 and is based upon publicly available source information. Codes and values are subject to frequent
change without notice. The entity billing Medicare and/or third-party payers is solely responsible for the accuracy of the codes assigned
to the services or items in the medical record. When making coding decisions, we encourage you to seek input from the AMA, relevant
medical societies, CMS, your local Medicare Administrative Contractor, and other health plans to which you submit claims. Items and
services that are billed to payors must be medically necessary and supported by appropriate documentation. It is important to remember
that while a code may exist describing certain procedures and/or technologies, it does not guarantee coverage and payment by payers.

LifeNetHealth.org

LifeNet Health, the LifeNet Health logo, Dermacell, and Dermacell AWM are L'f N I I | hf"’
registered trademarks of LifeNet Health. I e et e a t
©2022 LifeNet Health, Virginia Beach, VA. Al rights reserved. Saving Lives. Restoring Health. Giving Hope.
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