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Case Study 2
Scenario: Adult ambulatory care dietitian receives a consult from the Family Medicine Clinic for Mr. Bobby Jones to receive Medical Nutrition Therapy for Diabetes. Mr. Jones is 40 years old. 
1. What information must the referring physician provide? 
NPI of physician, referral /prior authorization, insurance information of patient (in-network/out-of-network), list of current medications, and anthropometric and lab information, for patient.
2. Before seeing the patient, what must you verify? 
Active covered insurance of patient, active referral, and how many visits are authorized
3. If you are not a provider for an insurance company, how do you become a provider?
Enter into contractual agreement with a third-party payer to be able to provide the services
4. If a patient was referred for MNT for a non-covered service, what form would the patient need to sign? 
Patient Financial Responsibility Agreement
5. What CPT codes are available for you to bill under?
97802, 97803, or 97804
6. What are the units of service for each of these codes? 
97802: Medical nutrition therapy, initial assessment and intervention, individual, face-to-face with the patient, each lasting 15 minutes.

97803: Re-assessment and intervention, individual, face-to-face with the patient, each lasting 15 minutes.

97804: Group with 2 or more individuals, each lasting 30 minutes.

G0270: Medical Nutrition Therapy; reassessment and subsequent intervention(s), following the second referral in the same year for a change in diagnosis, medical condition, or treatment regimen, which includes additional hours needed for renal disease, individual, face-to-face with the patient, each lasting 15 minutes.

G0271: Medical Nutrition Therapy reassessment and subsequent interventions, following a second referral in the same year for a change in diagnosis, medical condition, or treatment regimen, which includes additional hours needed for renal disease, groups with 2 or more individuals, each lasting 30 minutes.
7. What are the maximum hours/visits that you can bill the insurance company for each of these codes in the first year you see the patient? Subsequent years?
In the first year, the maximum is 22 visits in the first year using CPT codes 97802, 97803, and 97804. For subsequent years, the maximum is 2 hours during the year for CPT codes G0270 and G0271; 3 hours during the year for kidney disease. 

8. What if a patient needs more time due to the complexity of the disease, change in treatment, etc.? What do you do? What codes will you bill? 
I would reach out to their insurance company to see if they would allow more sessions. I would also reach out to the patient to see if they are willing to pay of out pocket for more sessions not covered under their insurance. I would use CPT code G0270.
9. If your institution did not have electronic billing, which form would you use to bill for this service? 
I would use form UB-04 or form CMS-1450
