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would be worth your while to con-
tact the payer and get in writing the 
payer policy regarding independent 
impression casting payment. If the 
payer has nothing in writing, and 
you feel that the professional service 
(which takes 15-20 minutes to per-
form) is independent of the supply 
(i.e., foot orthotics), I recommend 
billing S0395-RT, S0395-LT. One way 
or another, you will find out whether 
the payer recognizes not only the 
independent professional service per-
formed in a foot and ankle special-
ist’s office, but also the code.
 Obviously, if the payer denies the 
code or the additional casting charge 
because the allowance is “built-into” 

the foot orthotic allowance, you can-
not bill the patient for the impression 
casting. If that is the case, and you 
feel that the foot orthotic allowance 
in no way reflects the supply and the 
professional service, you should ap-
peal.

 Question: I typically perform a 
biomechanical examination on my 
patients prior to determining the type 
of foot orthotics to have fabricated. 
I was billing CPT 96000, and I was 
not only recently denied but was also 
asked for medical records on a num-
ber of my patients for whom I had 
previously also billed CPT 96000. Am 
I going to have a problem here?

 Question: We cast a patient for 
custom foot orthotics. When we got 
the orthotics back from the lab, we 
called the patient and left a message. 
Actually we have called four times 
now. He does not respond. Can we 
mail him the orthotics and list the dis-
pensing date as the date of mailing so 
we can submit the claim?

 Response: The answer is clear 
when it comes to dispensing and bill-
ing orthotics to Medicare—You can-
not bill for covered orthotic devices, 
DME, or therapeutic shoes/inserts 
until you dispense them to the pa-
tient. You must meet Medicare’s dis-
pensing requirements as the supplier.
 The answer is not clear with 
non-Medicare payers. In the past, 
it was common to bill commercial 
payers for foot orthotics at the time 
(day) the impression cast was taken 
or the impression cast was sent to 
the lab. The reason was obvious. The 
office would be responsible for the 
lab cost of custom devices regardless 
of whether the orthotics were picked 
up or not.
 I am not aware of any written 
requirements by commercial pay-
ers that providers follow Medicare’s 
dispensing/billing process. Over the 
years, the “Medicare” policy has fre-
quently become the uniform office 
policy of foot and ankle practices 
(i.e., bill the payer at the time or-
thotics are dispensed). If you want 
to do otherwise, you should check 
with the individual payer first to 
ensure you are not violating contrac-
tual policy.
 Personally, I would recommend 
adopting the Medicare dispensing/
billing policy. At the same time, I 
would echo those who recommend 

taking a deposit from patients with 
commercial plans (this presumes 
there is no contract language pro-
hibiting deposits). The deposit can 
be refunded (minus patient contract 
obligations) if the commercial plan 
denies payment for the orthotics.

 Question: I was at a recent semi-
nar where I heard one of the speakers 
say you can separately bill both the 
impression casting and foot orthotics. 
I am unaware you could bill for a 
casting. Isn’t the impression casting 
bundled with the orthotics payment?

 Response: The bundling of im-
pression casting with the foot orthot-

ic DME, again, varies depending on 
the commercial payer. While there 
is no regular CPT code representing 
the impression casting service, there 
is a HCPCS code: S0395 (impression 
casting of a foot performed by a prac-
titioner other than the manufacturer 
of the orthotic). You can’t get more 
specific than S0395.
 Unfortunately, not all payers 
with foot orthotic benefits recognize 
S0395. Some still want you to bill 
CPT 29799 (unlisted casting code). 
Some will bundle the impression 
casting (with or without additional 
payment) into the L3000, L3010, or 
L3020 allowance.
 Before you resign yourself to 
not bill for the impression casting, it 
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the denial? Was it medical necessi-
ty, inappropriate or non-supportive 
diagnosis, frequency, etc.? The next 
question is: what did the provider rep 
from United Healthcare Community 
Plan say when you asked why you 
were denied? Did they give you or di-

rect you to the benefit language and 
limitations?
 If their custom foot orthotic bene-
fit is limited, e.g., diabetes with some 
specific complication of the lower 
extremity, and the diabetes diagnosis 
code you submitted on your claim 
isn’t the code programmed into their 
editing software, you will get a deni-
al. If your patient has plantar fasciitis 
and you dispense custom foot orthot-
ics as a first line treatment, and the 
plan language states the benefit will 
only be considered after six months 
of conservative therapy, you will get 
a denial if they review your records. 
Check with the plan for more infor-
mation on their coverage.
 Which leads to the second part of 
your question: Am I within my rights 
to charge the patients for them as a 
non-covered item?
 If the contract you signed with 
United Healthcare Community Plan 
specifically states you are not al-
lowed to charge the patient directly 
for denied items or service because 
of medical necessity, you cannot bill 
the patient even if the patient signs 
a waiver. Again, check with the plan 
to see if you are allowed to bill the 
patient for denied items.
 Lastly, regarding L3000 as the 
proper code. A payer may direct you 
to a single specific foot orthotic code 
it wants you to bill, regardless of 
the type of device dispensed. That 
is “okay” as long as you have that 
information in writing prior to sub-
mission of the claim. Having said 
that, specifically L3000 is the proper 
custom foot orthotic code a foot and 
ankle specialist would bill if the lab 

 Response: Probably. CPT 96000 
is defined as “comprehensive com-
puter-based motion analysis by vid-
eo-taping and 3-D kinematics.” It is 
not the typical office-based lower ex-
tremity biomechanical examination. 
It is described to include “services 
performed as part of a major thera-
peutic or diagnostic decision-mak-
ing process. Motion analysis is per-
formed in a dedicated motion analy-
sis laboratory (i.e., a facility capable 
of performing videotaping from the 
front, back, and both sides; comput-
erized 3-D kinematics; 3-D kinetics; 
and dynamic electromyography). 
Code 96000 may include 3-D kinet-
ics and stride characteristics. Codes 
96002-96003 describe dynamic elec-
tromyography.”
 Now, if that is what you are 
doing in your office, your office bet-
ter be designated a facility by your 
state, and you better have a dedi-
cated motion analysis lab in your 
facility. If you are going to bill the 
code, you have to have and do it all. 
And there has to be a clear medical 
necessity for performing a compre-
hensive computer-based motion anal-

ysis. It should be noted that the com-
mon example for motion analysis is 
pre-surgical evaluation of a cerebral 
palsy patient requiring staged lower 
extremity releases.
 In the past, a number of podia-
trists billed CPT 95851 (range of mo-
tion measurements and report [sepa-
rate procedure]; each extremity) and 
CPT 95831 (muscle testing, manual 
[separate procedure] with report; ex-
tremity). CPT 95851 appears to be a 
reasonable code representing a med-
ically necessary biomechanical study 
comprising a quantitative range of 
motion evaluation of the lower ex-
tremity (hip to metatarsal-phalangeal 
joints). If one is billing CPT 95851 for 
the biomechanical report, it would or 

should include muscle testing (not 
separately reported). Of course, bill-
ing CPT 95851 is all well and good, 
but it does not mean that the payer 
will reimburse the evaluation inde-
pendent of an E/M service. As a mat-
ter of fact, many payers bundle the 

biomechanical examination into the 
musculoskeletal component of the 
E/M service allowance. Other pay-
ers question the performance of a 
comprehensive (separately billable) 
biomechanical examination as being 
the standard of care evaluation prior 
to fabricating foot orthotics.

 Question: We have been consistent-
ly denied when billing United Health-
care Community Plan for custom foot 
orthotics. We have tried numerous di-
agnosis codes including diabetes, plan-
tar fasciitis, pronation, pes planus, etc. 
While we are not as familiar with all 

the ICD-10 codes for these conditions, 
we still have not found one that will 
get them covered. They always ask for 
notes, we send them in, and then they 
deny them. The problem is that the 
plan states that orthotics ARE covered. 
Am I within my rights to charge the pa-
tients for them as a non-covered item? I 
explain to the patient that despite what 
their plan states, they will not be cov-
ered. I also tell them that if by some 
miracle this particular claim gets paid, 
I will happily refund their money. Also, 
just to make sure, is L3000 the proper 
code to bill?

 Response: The obvious question 
to you is: what did the explanation 
of benefits say was the reason for 

A payer may direct you to 
a single specific foot orthotic code it wants you to bill, 

regardless of the type of device dispensed.
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The bundling of impression casting 
with the foot orthotic DME, again, varies depending 

on the commercial payer.
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 Just a reminder regarding L3030: it is defined as “foot 
insert, removable, formed to patient foot, each.” That 
means it is formed directly to the patient’s foot through 
the use of an external heat source, and not created 

through a mold or scan. No one typically does this.
 It’s L3000-RT, L3000-LT.

Updated, Upgraded Codingline
 The Codingline site as well as CodinglineSILVER and 
Gold features will be undergoing a facelift beginning Jan-
uary 1, 2017 when we shift to a new software platform.

Codingline Gold Benefits
	 •	“Direct	to	Expert”—confidential	Q/A	email	correspon-
dence through the Codingline moderator to and from one or 
more expert panelists for their response(s)/opinion(s)
	 •	 CodinglineSILVER	 access	 (Codingline’s	 moderated	
listserve; see below)
	 •	Free	access	to	Codingline	webinars
	 •	 20%	 off	 the	 tuition	 rate	 to	 Codingline	 seminars,	
workshops

CodinglineSILVER Benefits:
	 •	Q/A	access	to	Codingline’s	moderated	daily	listserve
	 •	Access	to	Codingline’s	archived	Q/A	forum	contain-
ing over 20,000 previously asked and answered foot and 
ankle coding questions PM

 Disclaimer: The information offered by Codingline PAR-
TICULARS is provided in good faith for purposes of commu-
nication and discussion, and is strictly the opinion of the 
editor, Harry Goldsmith, DPM, or the listed authors. Neither 
Codingline nor Podiatry Management represents that any such 
opinion is either accurate or complete, and should not be relied 
upon as such. The reader is responsible for ensuring correct ap-
plicability of any in-
formation, opinion, 
or statements written 
in by CodinglinePAR-
TICULARS. Specific 
payer reimbursement 
information should 
be obtained from 
the specific payer in 
question.

creates a custom device with a heel seat specifically in-
cluded to stabilize the rearfoot and therefore the remain-
der of the foot. How do I know this? The following is an 
excerpt from an L3000 opinion published in the Members 
Only section of the APMA website:
	 “L3000—Foot	 insert,	 removable,	 molded	 to	 patient	
model, UCB type, Berkeley shell, each
	 Guideline:	Prescription	Custom	Fabricated	Foot	insert,	
each, removable. This type of device is fabricated from a 
three-dimensional model of the patient’s own foot (e.g. 
cast, foam impression, or virtual true 3-D digital image). 
This type of orthotic is a functional device, (reducing 
pathological forces) which has a molded heel cup and 
trim lines 10 mm or greater in height to provide both 
medial and lateral directive forces to control the hind- 
and forefoot. It may also have intrinsic or extrinsic posts 
designed to control foot motion. This device is made of a 
sufficiently rigid material to control function and reduce 
pathological forces. HCPCS code L3000 includes additions 
such as postings, padded top covers, soft tissue supple-
ments, balance padding, and lesion or structure accom-
modations. Other additions may be required as well.”
 No other custom foot orthotic code, L3010, L3020, or 
L3030, provides a 10 mm or greater heel cup.
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external heat source, and NOT created 

through a mold or scan.
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