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MUSC RECEIVED

MEDICAL UNIVERSITY - JAN-11 2008
OF SOUTH CARDLINA :

Department o Heaith & Human Services
University Medical Associates OFFICE OF THE DIRECTOR
Compliance Department
150 Ashley Avenue
PO Box 250583
Charleston » SC 29425

Ph (843) 876-1321
Fax (843) 876-1322

SC Degst of Health and Human mmB:oam
Bureau of Public Information

P.O. Box 8206

Columbia, SC 29202-8206

January 9, 2008

Good Morning,

The letter is a request for information under the FOIA (Freedom of Information Act). I would like to
obtain the South Carolina Medicaid procedure code utilization broken down by specialty and code.
The specific codes I am interested in are the Evaluation and Management codes 99201-99215, 99221-
99233, 99241-99255, 99281-99285. Attached is a one-page example of what I need. I am interested
in the calendar year 2007, but if that is not available then calendar year 2006 would be fine. These
codes ‘will be used for statistical analysis. Please send the information to my attention to the address
above. If there "are any questions or problems, 1 can be reached at (843) 876-1323 or at
collinsu@musc.edu. Thank you for your assistance.

Sincerely,

S L

Suzanne Collins, RHIA, CPC, EMS
Corporate Compliance Manager

“An equal opportunity n::.FE
promoling workplace diversily. hitp:/fwww.musc.edu/uma/compliance
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This message is intended only for the use of the individual or entity to which it is addressed and
may contain information that Is privileged, confidential, and exempt from disclosure. if the reader
of this messagae Is not the intended recipient or an employee responsible for delivering the
message {o the intended recipient, you are hereby netified that any dissernination, distribution, or
copying of this communication is stricily prohibited. if you have received this communication in
error, please notify us immediately by telephone and return the ariginal message to us by mail,

Thanks.

q\wc.eﬁQG, -

.ZLICK HERE #ML T¥PE RETURN ADLRE:
0171472008 10:49AM
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Totals for Procedure Code Range: 99201 - 99215 -
Paid Dates 01/01/2003 - 12/31/2003

Spec Proc Code Units Amount Paid
99201 5 $150.00
99202 14 $565.09
99203 117 $6,950.06
99204 729 $61,883.59
99205 169 $18,353.93
99211 12,822 $172,449.39
99212 784 $19,577.42
99213 7,636 $251,839.11
99214 2,734 $143,018.39
99215 71 $11,288.52
02 ALLERGY AND IMMUNOLOGY 25,181 $686,075.50
99201 16 $453.74
99202 63 $2,568.42
99203 240 $9,505.36
99204 248 $17,060.89
99205 65 $4,718.07
99211 240 $2,246.30
99212 838 $18,704.01
99213 2,386 $60,088.71
99214 637 $26,429.42
99215 . 41 $1,749.42
03 ANESTHESIOLOGY . 4,774 $143,524.34
99201 8 $189.01
99202 29 $1,181.23
99203 121 $6,717.84
99204 229 $19,071.90
99205 73 $7.735.02
99211 1,463 $18,792.37
99212 1,637 $39,666.58
99213 6,490 $207,934.20
99214 3,873 $190,697.69
99215 173 $12,706.49
05 CARDIOVASCULAR DISEASES 14,096 $504,692.33
99201 22 $660.00
99202 204 $9,651.00
99203 1,000 $64,621.83
99204 195 $17,652.21
Source: Medicaid Paid Claims Database Page: -1-

Prepared By: Kevin Rogers, Bureau of Program Support Date: "05/21/04

Filename:

This report does not reflect any agency financial adjustments mada outside of MMIS,
GAUSERS\ROGERS\ARIES\oroc ranges.igr

01/14/2008 10:49AM



State of South Carolina
Bepartment of Health ad Humum Serfices

Mark Sanford Emma Forkner
Govemnor Director

TO:

FROM:

SUBJECT: Cost of Processing Request for Information

The South Carolina Department of Health and Human Services has received and
processed your FOIA request. The cost for processing this information is as

follows:

Staff processing time at $10.00 per hour Hours
Pages copied at $.10 per page __Pages
Pages faxed at $.20 per page Pages

Shipping and Handling Costs
Other costs associated with the FOIA request:

Total Amount Due SCDHHS:

¥ &N P ©hH ©»H &H

Please remit the above amount to the following address:

Bureau of Fiscal Affairs

South Carolina Department of Health and Human Services
Post Office Box 8297

Columbia, South Carolina 29202-8297

Please contact should you have any questions.

Signature Date:

Finance and Administration
P. O. Box 8206 Columbia South Carolina 29202-8206
(803) 898-2503 Fax (803) 255-8235



State of Bouth Carolina
Bepartment of Health e Hinrn Ferhices

Mark Senford Emma Forkn
Govemor January 23, 2008 Director *

Suzanne Collins, RHIA, CPC, EMS

Corporate Compliance Manager

Medical University of South Carolina _
150 Ashley Avenue
Post Office Box 250583

Charleston, South Carolina 29425

Dear Ms. Collins:

Thank you for your FOIA request regarding procedure code utilization of specific
Evaluation and Management codes. | have enclosed a CD containing the data broken
down by specialty per your request.

If you should need additional information, please contact Mr. Will Feagin, Team Leader in
Physician Services, at 803-898-3040. We appreciate your continued support and
participation in the South Carolina Medicaid Program.

Sincerely,
Melanie “BZ" Giese, RN

Bureau Director, Health Services

MG/wd

Bureau of Health Services
DM Rav AINR o Nalhimhia Qanth Maralina 209102 aong



State of %S&m Carolina
Bepartment of Health snr Humvrn Serfrives

Mark Sanford Emma Forkner
Govemor Director’

TO:
FROM:

SUBJECT: Cost of Processing Request for Information

The South Carolina Umvm&:ma of Health and Human Services has received and
processed your FOIA request. The cost for processing this information is as

follows:

Staff processing time at $10.00 per hour uM Hours" $ @0
Pages copied at $.10 per page __Pages $__
Pages faxed at $.20 per page | Pages $

Shipping and Handling Costs $.
Other costs associated with the FOIA request: $

Total Amount Due SCDHHS: $§S50.00
Please remit the above amount to the following address:

Bureau of Fiscal Affairs
South Carolina Department of Health and Human Services

Post Office Box 8297
Columbia, South Carolina 29202-8297
Please contact \,\ v/ \ && M\\ should you have any questions.

AP SO0¥O

s/

mmmmuﬂ.@\ . - Date:

Finance and Administration A
P. O. Box 8206 Columbia South Carolina 26202-8206
(803) 898-2503 Fax (803) 255-8235
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! SOUTH CAROLINA RECEIVABLE NUMBER:

STATE HEALTH AND HUMAN SERVICES ACCOUNTS RECEIVABLE CERTIFICAT
FINANCE COMMISSION ccou L CATION

GENERAL INFORMATION

CERTIFICATION ACTION: DEBT CLASSIFICATION:
[x] NEW [ ] CHANGE . [ ] FRAUD [ 1 NON-FRAUD
NAME OF DEBTOR:  g,;-anne Collins, RHIA, CPC, EMS COUNTY NAME:

Corporate Compliance Manager
Medical University of South Carolina

ADDRESS OF DEBTOR: 150 >mr“_.m% Avenue COUNTY NUMBER:

Post Office Box 250583
Charleston, SC 29425

PROVIDER ID NUMBER OR FAMILY CASE NUMBER: . PERIOD OF OVERPAYMENT
FROM: TO:
PROGRAM INVOLVED: TYPE SERVICE: AMOUNT DUE: DATE DUE:
FOTA - Log 000351 $50.00
FUNDING _z_uo_":s>._._oz
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STATE $ DONOR $
FEDERAL $ PROVIDER $
COUNTY § OTHER $
PENALTY $

PAYMENT INFORMATION

REPAYMENT TERMS

[ ] DEDUCT [ 1 DO NOT DEDUCT TERMS GRANTED (Months): INTEREST RATE:

NOTES — LIST OF ATTACHMENTS

......................................................................................................................................................................................................................................................................

REQUESTER’S SIGNATURE: | TITLE: "COUNTY/DIVISION: DATE:
Nancy Rabert VA\\: Administrative Assistgnt 1/28/
Bureau of Health Services 08
AUTHORIZER’S SIGNATU \ TITLE: COUNTY/DIVISION: DATE:
Melanie Giese Bureau Director 1/28/08
Lm*m@lm%lﬁnnwww Sexyiceg
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