MEDICARE STANDARDS APPLICABLE TO PHYSICAL THERAPY SERVICES

High-level framework for evaluating physical therapy, individual vs. group therapy, and Medicare coding/billing compliance

.

Governing Sources

Coding and billing standards are generally specified in CMS claims manuals, CPT/HCPCS
rules, NCCI edits, and MAC billing articles.

Coverage standards are generally specified in the Medicare Benefit Policy Manual, National
Coverage Determinations (NCDs), and Local Coverage Determinations (LCDs).

LCDs and related billing/coding articles are often jurisdiction-specific and can materially
affect claim review.

Core Coverage Requirements

Therapy must be skilled, medically reasonable, and necessary.

Services must be furnished under an appropriate plan of care with required certification/recertification.
Treatment must be provided by qualified personnel or under appropriate supervision, as applicable.
Documentation must support the patient's condition, goals, progress, and continued need for therapy.

Individual vs. Group Therapy

Individual therapy generally requires direct one-on-one skilled treatment.

Group therapy generally involves 2 or more patients treated simultaneously, with therapist
attention divided among patients.

Common instructions, intermittent contact, or concurrent treatment may support group therapy
rather than individual billing.

If both are billed on the same day, the record should clearly distinguish the services and
support separate coding.

Coding and Billing Standards

Timed therapy codes are reported based on documented direct treatment minutes, including
the Medicare 8-minute rule where applicable.

Untimed services are billed according to the applicable code description, typically once per service/session.
Billed units must not exceed the documented total treatment time.
Modifiers such as GP, and when applicable CQ/CO and KX, should be used correctly.

The claim should be consistent with the medical record, treatment minutes, modality type,
and setting of care.

Common Review / FCA Issues

Billing one-on-one therapy when documentation reflects group or concurrent treatment.
Unsupported minutes or excessive units.

Missing or deficient plans of care, certifications, progress reports, or treatment notes.
Failure to support medical necessity or skilled need.

Inconsistent use of modifiers or mismatch between claim data and chart documentation.

Expert Review Focus

Compare the claim, the chart, and the governing CMS/MAC guidance for the relevant dates of service.

Assess the reasonableness, consistency, and inconsistencies within CMS manuals, LCDs,
and related billing guidance.
Determine whether services were properly characterized, documented, coded, billed, and reimbursed.

~
Practical Takeaway
In most PT billing reviews, the key questions are whether the services were skilled and medically
necessary, whether the documentation supports the level and type of therapy billed, and whether
Medicare coding/billing rules were followed consistently. )

NOT an expert report; case-specific application depends on dates of service, jurisdiction,
and medical record support, CPT codes and other factors omitted from this summary
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