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Q: When are medically necessary non-face-to-face activities (e.g., data analysis, 
scoring/interpreting assessment(s), and developing/amending the treatment plan) 
performed by the Qualified Health Care Provider (QHCP) reimbursable? (CPT Code 97151) 
 
A: Assessment, data analysis, and treatment planning activities are carried out across the course of 
treatment as dictated by medical necessity and best practices. No temporal restrictions are noted in 
the definition of the CPT code that would preclude this activity from being performed and 
reimbursed throughout treatment. If a payor limits the use of this code to the initial authorization 
and reauthorization activities, then reimbursement for indirect activities that take place during an 
authorization period should be captured by the negotiated rate for 97153 or 97155. 
  
Q: How should payors process concurrent billing of QHCP and technician direct service 
activities? (CPT Codes 97155 and 97153) 
 
A: Per the CPT codes (97153, 97155), these are defined as distinct and separate services. If 
determined to be medically necessary and authorized, all units should be permitted to be delivered 
and reimbursed. Concurrent billing allows for the proper documentation in claims data and patient 
records (e.g., session notes) to substantiate the medical necessity of these distinct services and 
produces useful actuarial and utilization review (UR) data for payors and providers alike.  
 
Q: How do I bill for 97153 and 97155 if the payor does not allow concurrent billing?  
 
A: Absent concurrent billing, rates should reflect the bundling of one activity with the other. 
 
Q: Does the concurrent billing of 97153 and 97155 violate Medicare’s prohibition on 
duplicative billing? 
 
A: No.  Concurrent billing of 97153 and 97155 does not meet the Medicare criteria for duplicative 
billing (Medicare Rule CR 8121). CR 8121 requires codes to share ALL of the following 8 elements 
to be considered duplicate claims: HIC number; provider number; from date of service; through 
date of service; type of service; procedure code; place of service; and billed amount.1  Inconsistencies 
in payor practice standards, including those for concurrent billing, may undermine the integrity of 
actuarial data and utilization surveys.  
 
Q: Why don’t I see “supervision” in the CPT codes? 
 
A: “Supervision” is not generally recognized as a billable activity. Rather, the CPT codes use 
“direction of the technician” in the way that the ABA field has traditionally used “supervision.” 
“Direction of the technician” is found in CPT 97155. 

                                                      
1 https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2018Downloads/R2005OTN.pdf 
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Q: Are services only billable when the patient is present? 
 
A: CPT code 97151 explicitly includes activities that take place when the patient is not present, 
described as “non face-to-face”: “…non face-to-face analyzing past data, scoring/interpreting the 
assessment, and preparing the report/treatment plan.” Additionally, CPT code 97156 does not 
require the patient to be present when meeting with caregiver(s). 
 
Q: Can I still use the temporary CPT III codes? 
 
A: Most payor claims systems will reject the temporary CPT III codes after December 31, 2018. 
Reach out to your payor to learn its procedure for claims submitted after December 31, 2018. 
 
Q: Are rates negotiable? 
 
A: In many instances, rates are negotiable. Providers should identify their costs to be able to identify 
rates that might be unsustainable and negotiate and/or contract with payors accordingly. 
 
Q: What are bundled activities? 
 
A: “Bundled activities” are those activities that take place pre (before) and post (after) the billable 
activity. Bundled activities and the practice cost associated with them should be contemplated when 
negotiating rates with a payor. 
 
Q: Is an assistant behavior analyst able to bill as a qualified health care professional 
(QHCP)? 
 
A: Whether an assistant behavior analyst is recognized as a QHCP is decided by the payor. 
Particularly in states where the autism mandate recognizes the assistant behavior analyst, payors and 
providers are encouraged to utilize this mid-tier to ensure adequate networks and timely access to 
treatment. 
 
 
 
 
 
The National Coalition for Access to Autism Services (NCAAS) is a national, nonprofit organization representing 
providers and advocates of evidence-based autism treatment.  NCAAS members serve thousands of families affected by 
autism spectrum disorder (ASD) and are usually reimbursed for their services by commercial insurers, TRICARE, 
Medicaid, and the Children’s Health Insurance Program (CHIP). NCAAS members support a broad range of patients 
who have varying degrees of impairment and represent a wide age spectrum, although the majority of patients are children. 
To learn more about NCAAS, visit www.NationalAutismCoalition.org. 
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