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Tutorial on billing for ACP 

What 

Medicare as of January 1, 2016 authorized reimbursement for advance care planning (ACP) under CPT 
codes 99497 and 99498. 
 
Definition 

ACP is defined as including “explanation and discussion of advance directives such as standard forms 
(with completion of such forms, when performed), by the physician or other qualified healthcare 
professional, face-to-face with the patient, family member(s), and/or surrogate.” 
 
“Other qualified healthcare professional” = nurse practitioner (NP) or physician assistant (PA) 
 
 
 

Codes 

●  99497: Covers first 30 minutes of ACP.  RVU: 1.5  Payment: $85.99 
●  99498: Add on code for each additional 30 minutes of care planning.     RVU: 1.4 Payment: 

$74.99 
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Tutorial on billing for ACP 

Who 

●  2 providers are authorized to bill for ACP 
○  Any physician (i.e. NOT limited to PCP’s) 
○  NPP (non-physician providers) = PA’s or NP’s  

●  Service may be provided by your team, but “we expect the billing physician or NPP to manage, 
participate, and meaningfully contribute to the provision of these services, in addition to providing a 
minimum of direct supervision”  
○  “Incident to” rules apply when these services are furnished incident to the services of the billing practitioner, including a minimum of 

direct supervision.”   

 Whe
n 

●  Can be billed same day (i.e. additionally) or different day as other E/M services “and during the same service 
periods as TCM or CCM services and within global surgical periods.” Exception is that only one visit can be billed in RHC or FQHC.  

●  Can be separately payable element of annual wellness visit (AWV) 
●  Applies to Medicare FFS patients.   

○  Must check rules for Medicare Advantage or Commercial patient's  
■  “contractors remain responsible for local coverage decisions in the absence of a national Medicare policy.”  
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Script for ACP billing 

How 

●  “Mrs. Jones is a 74 year old female with COPD and 
Stage IV pulmonary adenocarcinoma.” 

●  “Pt was offered and voluntarily agreed to have an ACP 
conversation” 

●  “Pt goal and wishes were discussed along with 
husband, and documented in a written ACD and 
POLST; pulmonary rehab was ordered to match patient 
goal of improved exercise tolerance ” 

●  “I spent 6 minutes discussing the ACP with Mrs. Jones 
and my APP, under my direct supervision, spent 10 
minutes for a total of 16 minutes” 

●  “I managed, participated, and meaningfully contributed 
to the provision of these services” 

●  “Mrs. Jones mentioned that she would like to continue 
this conversation, and we agreed to discuss at future 
appointments”  

Establish medical necessity 
Service must be “reasonable or necessary for the diagnosis or treatment of illness or 
injury” 

 Service must be voluntary 
“Since the ACP services are by definition voluntary, Medicare beneficiaries should be given 
a clear opportunity to decline to receive them.” 

Document time 
Must spend greater than ½ time required (30 minutes in this case) to bill for  time-based 
codes.  

Provider billing must be 
“meaningfully” involved 
 

Leave door open for future 
conversation  
 

Document parties present, forms 
discussed, outcome 
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Tutorial on billing for ACP 

Additional notes 

●  Make sure to inform patients that “ACP service will be subject to separate cost sharing” (deductible 
and co-insurance) - this also applies in FQHC’s and RHC’s 
○  Part B deductible is $166  
○  Cost sharing is 20% of allowable cost, so… 

■  If 99497 is billed, cost is $17.20 
■  If 99497 and 99498 are billed, cost is $17.20 + $15 = $32.20 

○  *Note: if pt has Medigap, it will cover this charge, just like any other healthcare service 
○  *Exception: “Part B cost sharing (deductible and co-insurance) will be waived when ACP is 

provided as part of the AWV.” - Must report with modifier -33 
●  Interaction must be face-to-face 
●  If NPP bills instead of doc, they can only collect 85% of reimbursement for CPT 
●  Speak with your practice manager and request that CPT codes be added to your EMR (not all 

codes are generally added to your EMR  
 
 



How to start- Step 1 

1.  Speak with your practice manager and request that CPT codes be added to your EMR (not 
all codes are generally added to your EMR  

2.  Ask PM to create list of all your Medicare FFS (target) patients and send face sheet to us 
3.  Send mailer to all your target patients informing them of collaboration with CIC and that CIC 

will be in touch with them 2 weeks before next appointment to prep (we can do this for you). 



How to start- Step 2- option A 

1.  2 weeks before next appointment, CIC will call patient to connect and start prep work 
2.  Patient and family complete online or paper based prep work 

a.  GOC conversation guide 
b.  DPOA 
c.  POLST 

3.  Docs faxed back to your office before clinic visit 
4.  Use GOC conversation guide to have conversation with patient. Sign/file DPOA, POLST 
5.  Use dictation summary provided to document GOC conversation 
6.  Repeat process in 6 months 


