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REMOTE PATIENT MONITORING 
FREQUENTLY ASKED QUESTIONS

CHRONIC CARE REMOTE PHYSIOLOGIC MONITORING  (CCRPM) 
1. Are the CCRPM Codes only available for patients with chronic conditions?

No. Despite their name, CPT Codes 99453, 99454, and 99457 are not limited to patients who qualify for CCM services and 

are not considered CCM services under Medicare. 

2. Are there patient co-pays for the new CCRPM CPT Codes 99453, 99454, and 99457 (the “CCRPM Codes”)?

Yes. As with all Medicare services, patients are responsible for all applicable co-payments and cost-sharing amounts. 

Medicare Part B beneficiaries are typically responsible for a 20% co-pay each time a code is billed.

3. Is there a recommended billing format for the CCRPM Codes?

As of the date of this posting, CMS has not issued any guidance with respect to billing CCRPM codes. Providers should 

follow current billing practices and ensure that all the requirements for each code are met, such as documenting patient 

consent in the medical record.

4. Can we use CPT Code 99091 in conjunction with CPT Code 99457 for the same patient?

No. The 2019 American Medical Association CPT Manual (the “CPT Manual”) states that CPT Codes 99457 and 99091 

cannot be billed in conjunction with each other. Do not bill CPT Code 99091 and CPT Code 99457 for the same patient 

within 30 days of each other.  

5. Can CPT Code 99091 be billed in conjunction with CPT Codes 99453 and 99454?

The CPT Code Manual indicates that CPT Codes 99453 and 99454 can be used for patient education, setup, and supply of 

monitoring devices that are used to provide RPM services billable under CPT Code 99091. However, time spent providing 

services billable under CPT Code 99453 and/or 99454 cannot also be counted as time spent providing services billable 

under CPT Code 99091. 

6. Is CPT Code 99453 reimbursed per device or per patient? For example, if a patient has two devices that require two 

separate education and setup appointments, is reimbursement available for both sessions?

CPT Code 99453 can only be reported once per patient per episode of care, regardless of how many devices are used to 

monitor the patient for that episode of care. For purposes of RPM and CCRPM, an “episode of care” begins when the service 

is initiated and ends when targeted treatment goals are attained. If another device is used at some point for the same 

patient but relating to a different episode of care, setup and education for that device would be separately reimbursable. 

7. Is CPT Code 99454 reimbursed per device or per patient? For example, if a patient has a condition or conditions 

that require two separate monitoring devices for the same episode of care, is separate reimbursement available for the 

supply of each device?

CPT Code 99454 can only be billed once per patient each 30 days, regardless of whether the patient is using one device or 

multiple devices.



DATA SHEET

www.dictumhealth.com 2

8. If a patient has multiple conditions, can we provide separate devices for each condition and receive reimbursement 

for the monitoring of each?

No.  Billing practitioners can only report CPT Codes 99091, 99454, and 99457 once every 30 days regardless of the number 

of parameters monitored or devices used.

9. If a billing practitioner clocks 30 minutes providing RPM services in a calendar month, can that time be recorded for 

both CPT Code 99457 and 99091?

No. Time spent providing services billable under either code can only be counted once. Counting the same time twice would 

constitute duplicative billing, which is not allowed.

10. Do the new CCRPM codes require an initiating face-to-face visit? 

Yes. For new patients or patients not seen by the billing practitioner within 1 year prior to billing CPT code 99457, CMS 

requires initiation of the service during a face-to-face visit with the billing practitioner. This face-to-face visit should be billed 

separately and may be an Annual Wellness Visit, an Initial Preventive Physical Exam, Levels 2-5 E/M visit, or the face-to-face 

visit included in Transitional Care Management services (CPT Codes 99495 and 99496).

11.  For purposes of billing CPT Code 99457, can the billing practitioner use time spent by clinical staff that are 

outsourced and located overseas?

When a billing practitioner reports clinical staff time, the billing practitioner bills contributing clinical staff members’ time 

on an “incident-to” basis. In general, services provided on an incident-to basis must be performed under direct supervision 

of the billing practitioner, meaning the billing practitioner must be in the same physical office location as the clinical staff. 

Therefore, if a billing practitioner reports CPT Code 99457 for clinical staff time, the billing practitioner would have to be in 

the same office location as the clinical staff member(s).

Though the Rule states that CPT Code 99457 describes only professional time and “therefore cannot be furnished by 

auxiliary personnel incident to a practitioner’s professional services,” CMS released a Technical Correction in March 2019 

stating that message was in error and that services under 99457 can indeed be provided and billed on an incident-to basis. 

Notably, CMS allows for CCM incident-to services to be performed under general supervision rather than the more strict 

direct supervision, but has yet to do so for CCRPM. When questioned, CMS has acknowledged that they plan to release 

guidance updating the supervision requirement for CCRPM to allow for general supervision rather than direct supervision. 

12. If a billing practitioner and/or care team bills CPT Code 99453 and 99454 for a device or devices, should the billing 

practitioner report CPT Code 99457 or 99091?

It depends on the services provided. CPT Codes 99457 and 99091 are similar, but they differ in some important ways. For 

example, clinical staff cannot provide services billable under CPT Code 99091, and CPT Code 99457 requires live, interactive 

communication between the individual performing the services and the patient. CPT Code 99091 requires an aggregate of 

30 minutes of time by a physician or QHCP during a 30-day time period, while CPT Code 99457 requires an aggregate of 20 

minutes of time by clinical staff, physician, or QHCP during the calendar month. The billing practitioner should carefully review 

the requirements for each and use his/her professional judgment to determine which code the provided services fall under.
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CHRONIC CARE MANAGEMENT
1. Can we use HCPCS Code G0506 in conjunction with Chronic Care Management (CCM) and CCRPM codes?

HCPCS Code G0506 (Comprehensive assessment of and care planning by the physician or other qualified health care 

professional for patients requiring chronic care management services) is an add-on code billed in addition to an initiating 

visit for patients requiring CCM services. An initiating visit is not a CCM-specific service; it is typically an Annual Wellness 

Visit (AWV) or other face-to-face visit with the billing practitioner. HCPCS Code G0506 can only be reported once per 

patient per billing practitioner, and only in conjunction with the initiating visit. Thus, HCPCS Code G0506 may be billed prior 

to CCM or CCRPM codes, but should not be billed in conjunction with those codes.

NOTE: Despite the inclusion of “Chronic Care” in the title of the CCRPM codes, CMS has stated that these codes are not 

limited to patients that qualify for CCM services (i.e. 2 or more chronic conditions, expected to last 12 months or until the 

death of the patient, that place the patient at significant risk). HCPCS Code G0506 should never be billed in conjunction 

with the initiating visit for CCRPM services if the patient receiving the services does not qualify for CCM.  

2. Is there a co-pay for HCPCS Code G0506?

Yes. Medicare deductibles and coinsurance requirements apply to CCM services. Typically, a patient’s coinsurance is 

approximately 20% under Medicare Part B.

3. If a patient has two chronic conditions, is separate reimbursement available for each condition?

No. CCM services are characterized by comprehensive management of the overall health of a patient who suffers from 

multiple chronic conditions. A threshold requirement for a patient to be eligible to receive CCM services is that the patient 

must suffer from at least two chronic conditions. Additionally, both CCM and CCRPM codes can only be billed once per 

calendar month or 30 days, depending on the code. So, a billing practitioner who treats a patient with multiple chronic 

conditions can only be reimbursed once per service period for services provided to that patient, regardless of how many 

conditions the patient suffers from.

4. Can a billing practitioner bill CCM codes in conjunction with the RPM and CCRPM codes?

Yes. CPT Codes 99457 and 99091 can be billed in the same service period as CCM codes (though 99457 and 99091 may not 

be billed within 30 days of each other), so long as doing so does not result in duplicative billing. In other words, the billing 

practitioner cannot count the same time twice. 

5. Does CCM require an initiating face-to-face visit?

Yes. For new patients or patients not seen by the billing practitioner within 1 year prior to commencing CCM services, CMS 

requires initiation of the service during a face-to-face visit with the billing practitioner. The billing practitioner must discuss 

CCM with the patient during the initiating visit. 

This face-to-face visit may be an Annual Wellness Visit, an Initial Preventive Physical Exam, or Levels 2-5 E/M visit. The 

initiating visit is not part of the CCM service and should be billed separately. The face-to-face visit included in transitional 

care management (TCM) services (CPT Codes 99495 and 99496) qualifies as an initiating visit for CCM. Services billable 

under CPT Codes 99495 and 99496 may be provided via telehealth. 
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NOTE: Medicare has a very specific definition of “telehealth” and certain limitations may apply. For example, patients are 

only eligible to receive services via telehealth if they are presented for the services from an originating site located in (1) a 

county outside of a Metropolitan Statistical Area (MSA); or (2) a rural Health Professional Shortage Area (HPSA) located in a 

rural census tract. 

6. Is there a standard template for the care plan for purposes of providing CCM services?

There is no standard template for the care plan, as each patient requires a different care plan based on his or her overall 

health. However, we know that practitioners must develop a person-centered, electronic care plan based on all of the 

patient’s health issues, with a particular focus on the patient’s chronic conditions being managed, and share that care plan 

with all individuals involved in the patient’s care. A comprehensive care plan typically includes aspects such as a problem 

list, measurable treatment goals, medication management, and planned interventions, among others.

7.  Is there a copay for Transitional Care Management services (CPT Codes 99495 and 99496)?

Yes. Medicare Part B deductibles and coinsurance amounts apply to TCM services. Most coinsurance amounts are 20%.

8. If a care team is currently providing CCM services to a patient, can they begin using CPT Codes 99453, 99454, and 

99457 for the same patient?

CPT Codes 99453, 99454, and 99457 can be billed in the same service period as CCM codes. If the billing provider provides 

devices and/or services that meet all of the requirements of a particular CCRPM code, the provider can bill that code in the 

same service period as a CCM code, though time spent may not be double-counted.


