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CARE MANAGEMENT SERVICES 
New coding, guidelines and reimbursement for 2025



CARE MANAGEMENT SERVICES

 Major Changes in how Care Management Services will be coded.

 Still reported on the Medicare UB-04/837I

 No G0511 umbrella code after June 30, 2025.

 Individual care management codes will be reported and each paid at a fee for service amount.

 Addition of Advanced Primary Care Management Codes for FFS and RHCs.  These codes 

will identify the acuity and intensity of care management services.  The new codes will be 

stratified into three levels based.

 Coding changes will not take effect until July 1, 2025 to give CMS, MACs and RHCs to 

configure systems and implement payment rules.

 Add-on codes will be allowed for RHC billing of care management services.

 RHCs not required to report MIPS will not be required to report the performance measures 

mandated for primary care management.
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https://www.cms.gov/files/document/r12958otn.pdf
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G0511**
$54.67*

*Subject to sequestration reduction. 

**Using G0511 is allowed until7/1/2025, then the 
codes for the specific service will be required.

Until
7/1/25



98975 Rem ther mntr 1st setup&edu 19.73$                   

98976 Rem ther mntr dev sply resp 43.02$                   

98977 Rem ther mntr dv sply mscskl 43.02$                   

98980 Rem ther mntr 1st 20 min 50.14$                   

98981 Rem ther mntr ea addl 20 min 39.14$                   

99091 Collj & interpj data ea 30 d 51.75$                   

99424 Prin care mgmt phys 1st 30 80.87$                   

99425 Prin care mgmt phys ea addl 30 58.87$                   

99426 Prin care mgmt staff 1st 30 61.78$                   

99427 Prin care mgmt staff ea addl 30 50.46$                   

99437 Chrnc care mgmt phys ea addl 30 57.58$                   

99439 Chrnc care mgmt staf ea addl 20 45.93$                   

99453 Rem mntr physiol param setup 19.73$                   

99454 Rem mntr physiol param dev 43.02$                   

99457 Rem physiol mntr 1st 20 min 47.87$                   

99458 Rem physiol mntr ea addl 20 38.49$                   

National Fee for Service Reimbursement On or before 7/1/25



99474 Self-meas bp 2 readg bid 30d 16.50$                   

99484 Care mgmt svc bhvl hlth cond 53.05$                   

99487 Cplx chrnc care 1st 60 min 131.65$                 

99489 Cplx chrnc care ea addl 30 70.52$                   

99490 Chrnc care mgmt staff 1st 20 60.49$                   

99491 Chrnc care mgmt phys 1st 30 82.16$                   

G0019 Comm hlth intg svs sdoh 60 mn 77.96$                   

G0022 Comm hlth intg svs addl 30 m 48.52$                   

G0023 Pin srv 60 min pr m 77.96$                   

G0024 Pin srv addl 30 min pr m 48.52$                   

G0071 Comm svcs by rhc/fqhc 5 min 13.91$                   

G0140 Nav srv peer sup 60 min pr m 77.96$                   

G0146 Nav srv peer sup addl 30 pr m 48.52$                   

G0323 Care manage beh svs 20mins 53.70$                   

G0511 RHC/FQHC 20min mo 54.67$                   

G0512 RHC/FQHC 60min mo 139.41$                 



• Know the full CPT code descriptions

• It’s easy to select the wrong code based only on the short description

• Know who can report the service

• Provider

• Clinical Staff

• Auxiliary Staff

• Documentation is very important especially as we more away from some of the time-based 

codes.

• Remember that the vendor works for you.

G0556 Adv prim care mgmt lvl 1 15.20$                   

G0557 Adv prim care mgmt lvl 2 48.84$                   

G0558 Adv prim care mgmt lvl 3 107.07$                 

G2025 Dis site tele svcs rhc/fqhc 94.45$                   

G3002 Chronic pain mgmt 30 mins 80.22$                   

G3003 Chronic pain mgmt addl 15m 29.44$                   

N
E
W

Not bundled with G0511 in 2025



Advanced Primary Care Management Services (APCM)

A strong foundational primary care system is fundamental to improving health outcomes, lowering mortality, and reducing 

health disparities, which is why the Department of Health and Human Services has been taking action to strengthen 

primary care, including establishing coding and payment for advanced primary care management services in the CY 2025 

PFS final rule.

For CY 2025, we are finalizing our proposal to establish coding and payment under the PFS for a new set of APCM 

services described by three new HCPCS G-codes (G0556, G0557, G0558). The finalized APCM services incorporate 

elements of several existing care management and communication technology-based services into a bundle of services 

that reflects the essential elements of the delivery of advanced primary care, including Principal Care Management, 

Transitional Care Management, and Chronic Care Management. However, unlike existing care management codes, there 

are no time-based thresholds included in the service elements, which is intended to reduce the administrative burden 

associated with current coding and billing. Instead, the new APCM codes are stratified into three levels based on an 

individual’s number of chronic conditions and status as a Qualified Medicare Beneficiary, reflecting the patient’s medical 

and social complexity.

Level 1 (G0556) is for persons with one chronic condition; Level 2 (G0557) is for persons with two or more chronic 

conditions; and Level 3 (G0558) is for persons with two or more chronic conditions and status as a Qualified Medicare 

Beneficiary.

https://www.hhs.gov/sites/default/files/primary-care-issue-brief.pdf


Preventive 
Services
Chronic Care 
Management
Care 
Coordination

Population 
Health/Outcomes/Data

Primary Care

APCM

Although there is not a time requirement for APCM, these services are as comprehensive in nature than 
chronic care management.

Basically, a 
Medical Home 
Model/ Team-
based Care



QMB Patients

Level 1 (G0556) is for persons with one chronic condition; 

Level 2 (G0557) is for persons with two or more chronic conditions; and 

Level 3 (G0558) is for persons with two or more chronic conditions and status as a Qualified 
Medicare Beneficiary.



ADVANCED PRIMARY CARE MANAGEMENT 
SERVICES (APCM)

• Principal Care Management, Transitional Care Management, and Chronic Care Management are 
combined

• Unlike existing care management codes, there are no time-based thresholds included in the 
service elements

• New APCM codes are stratified into three levels based on an individual’s number of chronic 
conditions and status as a Qualified Medicare Beneficiary, reflecting the patient’s medical and 
social complexity.

• Level 1 (G0556) is for persons with one chronic condition;  ($15.20)
• Level 2 (G0557) is for persons with two or more chronic conditions;  ( $48.84)
• and Level 3 (G0558) is for persons with two or more chronic conditions and status as a 

Qualified Medicare Beneficiary. ( $107.07)



Advanced Primary Care Management (2025)

To bill for APCM services, you must complete these elements when they’re clinically appropriate for the individual 

patient (you don’t have to provide all of these services every month):

• Get patient consent. Get written or verbal consent from the patient to participate in APCM services, and 

document it in the patient’s medical record. The consent must inform your patient that:

o Only 1 provider can furnish and be paid for APCM services during a calendar month

o They have the right to stop services at any time

o Cost sharing may apply to the patient

    Get consent before you start APCM services. You only need to get consent once.

• Conduct an initiating visit (paid separately) for new patients. You don’t need to conduct this visit if you or 

another provider in your practice have:

o Seen the patient within the past 3 years

o Provided another care management service (APCM, CCM, or PCM) to the patient within the past year

The Medicare Annual Wellness Visit (AWV) may qualify as the initiating visit if the provider that will be 

responsible for providing APCM care performs the AWV

https://www.cms.gov/Medicare/Prevention/PrevntionGenInfo/medicare-preventive-services/MPS-QuickReferenceChart-1.html#AWV


Advanced Primary Care Management (2025) 

• Provide 24/7 access and continuity of care, including:

o 24/7 access for your patients or their caregivers with urgent needs to contact you or 

another member of the care team

o Real-time access to the patient's medical information

o The ability for the patient to schedule successive routine appointments with a 

designated member of the care team

o Care delivery in alternative ways to traditional office visits, like home visits or expanded 

hours 

• Provide comprehensive care management, including:

o Systemic needs assessments (medical and psychosocial)

o System-based approaches to ensure receipt of preventive services

o Medication reconciliation, management, and oversight of self-management



• Develop, implement, revise, and maintain an electronic patient-centered comprehensive care plan.

o The care plan must be available within and outside the billing practice, as appropriate, to individuals involved 

in the patient's care

o Members of the care team must be able to routinely access and update the care plan

o You must also give a copy of the care plan to the patient or caregiver

• Coordinate care transitions between and among health care providers and settings, including:

o Referrals to other providers

o Follow-up after an emergency department visit

o Follow-up after discharge from a hospital, skilled nursing facility (SNF), or other health care facility

Coordination of care transitions must include:

o Timely exchange of electronic health information with other health care providers

Timely follow-up communication (direct contact, phone, or electronic) with the patient or caregiver within 7 days of 

discharge from an emergency department visit, hospital, SNF, or other health care facility, as clinically indicated 

Advanced Primary Care Management (2025) 



• Coordinate practitioner, home-based, and community-based care. You must provide 

ongoing coordinating communication and documentation on the patient’s psychosocial 

strengths, functional deficits, goals, preferences, and desired outcomes from practitioners, 

home- and community-based service providers, community-based social service providers, 

hospitals, SNFs, and others.

• Provide enhanced communication opportunities. You must:

o Offer asynchronous, non-face-to-face consultation methods other than the phone, like 

secure messaging, email, internet, or a patient portal

o Be able to conduct remote evaluation of pre-recorded patient information and provide 

interprofessional phone, internet, or electronic health record (EHR) referral services

Be able to use patient-initiated digital communications that require a clinical decision, like 
virtual check-ins, digital online assessment and management, and evaluation and management 

(E/M) visits (or e-visits)  

Advanced Primary Care Management (2025)



• Conduct patient population-level management. You must:

o Analyze patient population data to identify gaps in care

o Risk stratify the practice population based on defined diagnoses, claims, or other 

electronic data to identify and target services to patients

• Measure and report performance, including assessment of primary care quality, total 

cost of care, and meaningful use of Certified EHR Technology (CEHRT). You can either:

o Report the Value in Primary Care MIPS Value Pathway (MVP). You’ll report 

performance starting in 2026 for CY 2025.  RHCs typically exempt from MIPS.

Participate in a Medicare Shared Savings Program Accountable Care Organization (ACO), 
Realizing Equity, Access, and Community Health (REACH) ACO, Making Care Primary model, 

or Primary Care First model. 

Advanced Primary Care Management (2025) 



Care Management Element Chronic Care 
Management

APCM

Patient Consent ✓ ✓

Seen patient within 3 years/initiating visit ✓ ✓

24/7 Access ✓ ✓

Real time access to records ✓ ✓

Needs Assessment/Data Analysis ✓ ✓

Preventive Services ✓ ✓

Care Plan (internal/external) ✓ ✓

Coordination of Care ✓ ✓

Offer messaging, email or portal communication ✓ ✓

Transitional Care Management ✓

Clinical Documentation ✓ ✓

Time Documented ✓



POPULATION HEALTH DATA SOURCES



https://data.cms.gov/tools/mapping-disparities-by-social-determinants-of-health



https://www.ohsu.edu/media/1461



https://www.ohsu.edu/media/304246



https://www.ohsu.edu/media/318971





https://public.tableau.com/app/profile/oorh/viz/CausesofDeathbyServiceArea/Dashboard?publish=yes



Implementing Chronic Care 

Management In-house
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https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS/Downloads/FQHC-RHC-FAQs.pdf
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Requirements before Initiating 

Care Management Services

• Initiating Visit:  E & M, AWV or IPPE visits no more than 12-months prior to starting 

care coordination services. An RHC provider must perform the initiating visit.

• Beneficiary Consent: Written or verbal; documented in medical record; patient 

educated on care coordination services; must give patient information about the 

cost-sharing for care management; that only one provider can furnish CCM; that the 

patient has the right to stop care; that the patient is giving permission for the RHC to 

consult and refer other providers.  
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32https://www.medicare.gov/coverage/chronic-care-management-services

CMS even gives you the 
language you need when 
educating the patient.



Patient Eligibility

• Multiple  (2 or more) chronic conditions expected to last more than 

12 months or until the patient’s demise. 

• The conditions place the patient at significant risk of death, acute 

exacerbation/decompensation, or functional decline

• Examples:  Congestive Heart Failure, Diabetes, Heart Disease, Kidney 

Disease, Arthritis

• See requirements for new APCM Services 
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CCM 
Patient

Medical 
Record

EHR

Care 
Plan

Coordination 
with Other 
Providers

Access

Resources

Communication

• Identification
• Assessment
• Care Plan
• Documentation
• Management
• Coordination of 

Care
• Care Transitions
• Communication
• Patient-Centered
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https://hsag.com/globalassets/12sow/physician-
practices/ccmcompcareplantemplate_508.pdf



Prior to On-boarding Patients
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Create your 
infrastructure

Have a dedicated care management 
coordinator/manager; don’t add 
something on to an already 
overloaded nurse.

Design Your 
Program

How is it going to work? 
Who will do what?

What is the workflow?

How to document? 

Build external 
connections & 

communications

Emergency dept
Case Management
Other Providers
Pharmacy
Social Services



In-house Organic Patient Onboarding
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Start with your 
schedule

Identify patients who are already receiving 
care as the starting point; Who is coming in 
this week? Next week? Who has an AWV 
scheduled?

In-Person 
Consent & 
Enrollment

Not required but more 
effective and 
personable; can begin 
personalizing care plan

Care 
Management 

Begins

This facilitates more controlled 
growth of the program 
although growth may be slower 
at first.



Provide Care Management

45

Engage the 
Patient

Don’t just call and question the patient. 
Bring them into their own care plan so that 
the goals and outcomes can be obtained.

Feedback Loop 
with Provider 

and other 
caregivers

Don’t run the program in 
a vacuum. 
Communication is key 
to success.

Update Care 
Plan as 

Needed



Documentation and Recordkeeping
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Clinical 
Documentation

Who? What? When? Why? 

Patient Status/Assessment

Progress or Changes in Care Plan

Other social determinants of health

Recording Time 
Related to 
Services

EHR Module

Spreadsheet

Charge Sheet

3rd Party Time

Claim 
Submission



Discussion on Care Management

Questions/Comments?

Special thanks to Kristen Ogden (The Compliance Team); Aubrey Haynes (Pillow Clinic/NARHC) 

and Lesa Schlatman (Hometown Health) who assisted me in compiling some of this content. 
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Upcoming Noridian Webinar
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https://med.noridianmedicare.com/web/jea/article-detail/-/view/10521/rural-health-center-rhc-compliance-
webinar-06112025



https://register.gotowebinar.com/register/6675730374979924314



Patty Harper, RHIA, CHC®

InQuiseek Consulting

pharper@inquiseek.com

318-243-2687

mailto:pharper@inquiseek.com
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