Hospice Patient

Billing Guide
(Form 1500)

Hudson Valley

HOoSPICe

As the patient’s physician, Medicare and some private insurers allow you to bill for overseeing your
hospice patient’s care plan, as well as advanced care planning. This includes completion of advanced
directives such as MOLST (billing code 99497) and end-of-life discussions (billing code 99498).

You may bill for up to 30 minutes for these discussions and you may bill as needed or when a

patient has a significant change in condition.

Call 845-485-2273 or fax 845-790-0009 with any questions or referrals.
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Hudson Valley Hospice’s Provider
Number is: 331521 (Enter in Box 23)

Charge: G0182 for Care Plan Oversight - Hospice

Diagnosis: 485 Plan of Care

Note:
Remember to retain a copy
of the signed HCFA-485 (Hospice Plan
of Care), all signed interim or telephone
orders and any reports of patient status
used to certify or recertify patient.
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