
  
 

December 28, 2020 

 

The Honorable Alex Azar 

Secretary  

Department of Health and Human Services  

200 Independence Avenue, S.W. 

Washington, D.C. 20201 

 

Submitted electronically through www.regulations.gov. 

 

Re: Request for Information (RFI) on Regulatory Relief to Support Economic Recovery 
 
Dear Secretary Azar: 
 
On behalf of our 129 member hospitals and health systems, the Minnesota Hospital Association (MHA) 
offers the following comments and suggestions regarding the Department of Health and Human 
Services’ (HHS) request for information (RFI) on regulatory relief to support economic recovery.   
 
Minnesota’s hospitals and health systems, in addition to our health care heroes, have worked tirelessly 
on the front lines of the COVID-19 pandemic. While the COVID-19 pandemic has been unprecedented in 
its challenges to the communities we serve, MHA has identified opportunities for HHS to improve the 
delivery of health care via telehealth during and after the pandemic. Telehealth flexibilities offered by 
HHS have improved the care provided to rural communities in Minnesota as well as in our urban 
communities that face barriers in accessing high-quality care. MHA provides an overview of policy 
recommendations below.  
 

Adding services to the Medicare Telehealth list  

MHA applauds CMS’ creation of Category 3 in the CY2021 Physician Fee Schedule and supports the 

inclusion of various codes on the Medicare telehealth list. These include home visits for established 

patients (99349, 99350), domiciliary, rest home, or custodial care services for established patients 

(99336, 99337), psychological and neuropsychological testing (96130-96133), nursing facilities discharge 

day management (99315, 99316), and emergency department visits (99281-99283).  

 

MHA recommends that HHS utilize its regulatory authority to ensure that Category 3 codes remain in 

place until the end of the calendar year when the public health emergency (PHE) ends. Additionally, 

MHA recommends that the following codes are added to the list to give certainty to patients and 

providers:  

• Higher-level emergency department visits (99284-99285) 

• Hospital, Intensive Care Unit, Emergency care, Observation stays (99217, 99224-99226, 

 99484-99485, 99468-99472, 99475-99476, and 99477- 99480) 

• Radiation treatment management services (77427) 

• End-stage renal disease (ESRD) services (99052-99053, 90959, 90962) 
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• Psychological and Neuropsychological Testing (96136-96139) 

• Physical and occupational therapy services (92521-92524, 97161-97168, 97110, 97112, 

 97116, 97535, 97750, 97755, 97760, 97761) 

• Initial and final observation and discharge day management visits (99234-99236, 99238, 

 99239) 

• Inpatient neonatal and pediatric critical care (99468, 99469, 99471-99473, 99475) 

• Initial and continuing intensive care services (99477-99480) 

• Critical care services (99291, 99292) 

• Therapeutic activities to improve functional performance (97530) 

• Orthotic and Prosthetic Management (97763) 

 

Reimbursing audio-only visits when clinically appropriate. During the COVID-19 PHE, CMS recognized 

the need to remotely perform E/M services, including using telephones and cell phones for audio-only 

services. This is particularly important in rural and underserved areas that do not have access to reliable 

broadband and for communities that may not have access to smartphones or other video-enabled 

technology. MHA supports permanently reimbursing audio-only services when clinically appropriate, 

which would include expanding beyond the G2012 code, which is not sufficient to cover all situations 

where audio-only care is appropriate.  

 

We encourage HHS and CMS to work with stakeholders to determine clinically appropriate clinical 

services using audio-only modalities long-term after the pandemic. During the COVID-19 pandemic, we 

urged CMS to cover audio-only services more widely to ensure patients can maintain critical access to 

care in a time of social distancing. This should include coverage of telephone E/M services (CPT codes 

99441, 99442, 99443) at least until the end of the calendar year following the year in which the PHE 

ends. This should be done to give added certainty and allow continuity of care for patients and 

providers. Additionally, HHS and CMS should consider the adverse impact of only using G2012 for audio-

only services on the provision of home health services due to current face-to-face requirements. 

 

Supporting telehealth in Federally Qualified Health Centers and Rural Health Clinics. Federally 

qualified health centers (FQHCs) and rural health clinics (RHCs) are not listed in statute as telehealth 

providers for Medicare telehealth services under section 1834(m). During the pandemic, Congress 

directed CMS to create a temporary payment system for FQHCs and RHCs to act as distant sites for 

providing telehealth services. MHA supports permanently including FQHCs and RHCS as distant sites for 

telehealth services and ensuring they are adequately reimbursed for those services. MHA and the 

American Hospital Association have been working with Congress to add FQHCs and RHCs to statute and 

to provide a fair permanent payment system, which is not currently reflected by the temporary payment 

structure created for the pandemic.  

 

Additionally, FQHCs and RHCs should be reimbursed for providing remote patient monitoring (RPM) 

services. When initially defined by CMS, the all-inclusive rate for FQHCs and RHCs did not foresee the 

increased use of RPM and how it would become a method of clinician-patient interaction separate and 

distinct from the traditional face-to-face visit. MHA encourages HHS and CMS to review the FQHC and 



Secretary Azar 

December 28, 2020 

Page 3 of 3 
 

Minnesota Hospital Association RFI letter 

RHC billing practices to allow RPM as separate and distinct patient interactions and establish the same 

billing codes for RPM services, regardless of the traditional bricks-and-mortar care delivery location. 

 

Partnering with Congress to extend flexibilities. While HHS has asked for insight on regulatory relief 

opportunities, MHA recommends that HHS work closely with Congress to ensure that patients can 

continue to access telehealth services after the pandemic ends. Specifically, HHS and Congress should 

work together to make appropriate waivers permanent. If this does not happen, millions of patients 

across the United States will lose access to care such as they have not experienced before. MHA 

supports the following congressional actions to expand access to telehealth after the COVID-19 

pandemic permanently:  

• Permanently remove geographic restrictions; 

• Allow the location of the patient, including the patient’s home, to be an originating 

 site; 

• Enhance the authority of HHS to determine appropriate telehealth services and providers; 

• Ensure that Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs) can 

provide telehealth and be fairly reimbursed; and, 

• Further expand funding for broadband to ensure access to care across rural and urban areas. 

 

MHA appreciates the opportunity to provide insight and recommendations to improve health care 

access and delivery during and after this unprecedented public health emergency. We hope that they 

are helpful to you as you decide which flexibilities to make permanent. If you have any questions, please 

feel free to contact me at (651) 603-3513 or bpeltier@mnhospitals.org. 

 

Sincerely, 

 

 

Ben Peltier 

Vice President, Legal and Federal Affairs 

 

 


