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I. BENEFIT STATEMENT:
Any service reviewed and approved by this Sharp Health Plan Clinical Policy must be a covered benefit according
to the member’s evidence of coverage (EOC). Since benefit plans vary in coverage and some plans may not
provide coverage for certain services discussed in this clinical policy, decisions are subject to all terms and
conditions of the applicable benefit plan. Benefit determinations should be based in all cases on the member’s
contract benefits in effect at the time of service.

All reviewers must first identify member eligibility, and all decisions of this clinical policy are subject to current
state and/or federal law. Clinical policy does not constitute plan authorization, nor is it an explanation of
benefits. In the event of a conflict, a member’s benefit plan, EOC, always supersedes the information in the
Clinical Policies.

II. PURPOSE:
This Policy and Procedure establishes Sharp Health Plan’s (Plan) guidelines for Medicare Telehealth services.

III. REGULATORY:

A. Consolidated Appropriations Act 2023. SEC. 4113. ADVANCING TELEHEALTH BEYOND COVID–19.
(a) REMOVING GEOGRAPHIC REQUIREMENTS AND EXPANDING ORIGINATING SITES FOR TELEHEALTH
SERVICES.—Section 1834(m) of the Social Security Act (42 U.S.C. 1395m(m)) is amended— (1) in
paragraph (2)(B)(iii)— (A) by striking ‘‘With’’ and inserting ‘‘In the case that the emergency period
described in section 1135(g)(1)(B) ends before December 31, 2024, with’’; and (B) by striking ‘‘that are
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furnished during the 151- day period beginning on the first day after the end of the emergency period 
described in section 1135(g)(1)(B)’’ and inserting ‘‘that are furnished during the period beginning on the 
first day after the end of such emergency period and ending December 31, 2024’’; and (2) in paragraph 
(4)(C)(iii)— (A) by striking ‘‘With’’ and inserting ‘‘In the case that the emergency period described in section 
1135(g)(1)(B) ends before December 31, 2024, with’’; and (B) by striking ‘‘that are furnished during the 
151- day period beginning on the first day after the end of the emergency period described in section 
1135(g)(1)(B)’’ and inserting ‘‘that are furnished during the period beginning on the first day after the end 
of such emergency period and ending on December 31, 2024’’. (b) EXPANDING PRACTITIONERS ELIGIBLE 
TO FURNISH TELE- HEALTH SERVICES.—Section 1834(m)(4)(E) of the Social Security Act (42 U.S.C. 
1395m(m)(4)(E)) is amended by striking ‘‘and, for the 151-day period beginning on the first day after the 
end of the emergency period described in section 1135(g)(1)(B)’’ and inserting ‘‘and, in the case that the 
emergency period described in section 1135(g)(1)(B) ends before December 31, 2024, for the period 
beginning on the first day after the end of such emergency period and ending on December 31, 2024’’. 
(c) EXTENDING TELEHEALTH SERVICES FOR FEDERALLY QUALI- FIED HEALTH CENTERS AND RURAL 
HEALTH CLINICS.—Section 1834(m)(8)(A) of the Social Security Act (42 U.S.C. 1395m(m)(8)(A)) is amended 
by striking ‘‘during the 151-day period beginning on the first day after the end of such emergency 
period’’ and inserting ‘‘in the case that such emergency period ends before December 31, 2024, during 
the period beginning on the first day after the end of such emergency period and ending on December 
31, 2024’’. (d) DELAYING THE IN-PERSON REQUIREMENTS UNDER MEDICARE FOR MENTAL HEALTH 
SERVICES FURNISHED THROUGH TELEHEALTH AND TELECOMMUNICATIONS TECHNOLOGY.— (1) DELAY 
IN REQUIREMENTS FOR MENTAL HEALTH SERVICES FURNISHED THROUGH TELEHEALTH.—Section 
1834(m)(7)(B)(i) of H. R. 2617—1441 the Social Security Act (42 U.S.C. 1395m(m)(7)(B)(i)) is amended, in 
the matter preceding subclause (I), by striking ‘‘on or after the day that is the 152nd day after the end of 
the period at the end of the emergency sentence described in section 1135(g)(1)(B))’’ and inserting ‘‘on or 
after January 1, 2025 (or, if later, the first day after the end of the emergency period described in section 
1135(g)(1)(B))’’. (2) MENTAL HEALTH VISITS FURNISHED BY RURAL HEALTH CLINICS.—Section 1834(y) of 
the Social Security Act (42 U.S.C. 1395m(y)) is amended— (A) in the heading, by striking ‘‘TO HOSPICE 
PATIENTS’’; and (B) in paragraph (2), by striking ‘‘prior to the day that is the 152nd day after the end of 
the emergency period described in section 1135(g)(1)(B))’’ and inserting ‘‘prior to January 1, 2025 (or, if 
later, the first day after the end of the emergency period described in section 1135(g)(1)(B))’’. (3) MENTAL 
HEALTH VISITS FURNISHED BY FEDERALLY QUALIFIED HEALTH CENTERS.—Section 1834(o)(4) of the 
Social Security Act (42 U.S.C. 1395m(o)(4) is amended— (A) in the heading, by striking ‘‘TO HOSPICE 
PATIENTS’’; and (B) in subparagraph (B), by striking ‘‘prior to the day that is the 152nd day after the end 
of the emergency period described in section 1135(g)(1)(B))’’ and inserting ‘‘prior to January 1, 2025 (or, if 
later, the first day after the end of the emergency period described in section 1135(g)(1)(B))’’. (e) 
ALLOWING FOR THE FURNISHING OF AUDIO-ONLY TELEHEALTH SERVICES.—Section 1834(m)(9) of the 
Social Security Act (42 U.S.C. 1395m(m)(9)) is amended by striking ‘‘The Secretary shall continue to 
provide coverage and payment under this part for telehealth services identified in paragraph (4)(F)(i) as 
of the date of the enactment of this paragraph that are furnished via an audio-only telecommunications 
system during the 151-day period beginning on the first day after the end of the emergency period 
described in section 1135(g)(1)(B)’’ and inserting ‘‘In the case that the emergency period described in 
section 1135(g)(1)(B) ends before December 31, 2024, the Secretary shall continue to provide coverage 
and payment under this part for telehealth services identified in paragraph (4)(F)(i) as of the date of the 
enactment of this paragraph that are furnished via an audio-only communications system during the 
period beginning on the first day after the end of such emergency period and ending on December 31, 
2024’’. (f) USE OF TELEHEALTH TO CONDUCT FACE-TO-FACE ENCOUNTER PRIOR TO RECERTIFICATION OF 
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ELIGIBILITY FOR HOSPICE CARE DURING EMERGENCY PERIOD.—Section 1814(a)(7)(D)(i)(II) of the Social 
Security Act (42 U.S.C. 1395f(a)(7)(D)(i)(II)) is amended by striking ‘‘and during the 151-day period 
beginning on the first day after the end of such emergency period’’ and inserting ‘‘and, in the case that 
such emergency period ends before December 31, 2024, during the period beginning on the first day 
after the end of such emergency period described in such section 1135(g)(1)(B) and ending on December 
31, 2024’’. (g) STUDY ON TELEHEALTH AND MEDICARE PROGRAM INTEG- RITY. — H. R. 2617—1442 (1) IN 
GENERAL.— (A) STUDY.—The Secretary shall conduct a study using medical record review, as described 
in subparagraph (C), on program integrity related to telehealth services under part B of title XVIII of the 
Social Security Act (42 U.S.C. 1395j et seq.). (B) SCOPE OF STUDY.—In conducting the study under 
subparagraph (A), the Secretary shall review and analyze information (to the extent that such 
information is available) on the duration of telehealth services furnished, the types of telehealth services 
furnished, and, to the extent feasible, the impact of the telehealth services furnished on future 
utilization of health care services by Medicare beneficiaries, such as the utilization of additional 
telehealth services or in-person services, including hospitalizations and emergency department visits. 
The Secretary may also review and analyze information on— (i) any geographic differences in utilization 
of telehealth services; (ii) documentation of the care and methods of delivery associated with telehealth 
services; and (iii) other areas, as determined appropriate by the Secretary. (C) MEDICAL RECORD 
REVIEW. —In conducting the study under subparagraph (A), the Secretary shall conduct medical record 
review of a sample of claims for telehealth services with dates of service during the period beginning on 
January 1, 2022, and ending on December 31, 2024. For such claims with a date of service during the 
emergency period described in section 1135(g)(1)(B) of the Social Security Act (42 U.S.C. 1320b–
5(g)(1)(B)), the Secretary shall only conduct medical record review of those claims that have undergone 
standard program integrity review (as defined in paragraph (2)(B)), as determined appropriate by the 
Secretary. (D) REPORTS. — (i) INTERIM REPORT. —Not later than October 1, 2024, the Secretary shall 
submit to the Committee on Finance of the Senate and the Committee on Energy and Commerce and 
the Committee on Ways and Means of the House of Representatives an interim report on the study 
conducted under subparagraph (A). (ii) FINAL REPORT. —Not later than April 1, 2026, the Secretary shall 
submit to the Committee on Finance of the Senate and the Committee on Energy and Commerce and 
the Committee on Ways and Means of the House of Representatives a final report on the study 
conducted under subparagraph (A). (2) DEFINITIONS. —In this subsection: (A) SECRETARY. —The term 
‘‘Secretary’’ means the Secretary of Health and Human Services. (B) STANDARD PROGRAM INTEGRITY 
REVIEW. —The term ‘‘standard program integrity review’’ refers to the review of any claim that requires a 
review of the associated medical record by the Secretary to determine the medical necessity of the 
services furnished or to identify potential fraud. H. R. 2617—1443 (C) TELEHEALTH SERVICE. —The term 
‘‘telehealth service’’ has the meaning given that term in section 1834(m)(4)(F) of the Social Security Act 
(42 U.S.C. 1395(m)(4)(F)). (3) FUNDING. —In addition to amounts otherwise available, there is 
appropriated to the Centers for Medicare & Medicaid Services Program Management Account for fiscal 
year 2023, out of any amounts in the Treasury not otherwise appropriated, $10,000,000, to remain 
available until expended, for purposes of carrying out this subsection. (h) PROGRAM INSTRUCTION 
AUTHORITY. —Notwithstanding any other provision of law, the Secretary of Health and Human Services 
may implement the provisions of, including amendment. 

B. November 1, 2024, CMS.gov Fact Sheet: Calendar Year (CY) 2025 Medicare Physician Fee Schedule 
(PFS) Final Rule 
(a) Telehealth Services under the PFS- Absent Congressional action, beginning January 1, 2025, the 
statutory limitations that were in place for Medicare telehealth services prior to the COVID-19 PHE will 



                           Sharp Health Plan Policy & Procedure 
 
 

Page 4 of 14 

Policy # HS_CP_MA_T2 

retake effect for most telehealth services. These include geographic and location restrictions on where 
the services are provided, and limitations on the scope of practitioners who can provide Medicare 
telehealth services. However, the final rule reflects CMS’ goal to preserve some important, but limited, 
flexibilities in our authority, and expand the scope of and access to telehealth services where 
appropriate.  
For CY 2025, we are finalizing our proposal to add several services to the Medicare Telehealth Services 
List, including caregiver training services on a provisional basis and PrEP counseling and safety planning 
interventions on a permanent basis. We are finalizing the suspension of frequency limitations for 
subsequent inpatient visits, subsequent nursing facility visits, and critical care consultations for CY 2025. 
We are finalizing that beginning January 1, 2025, an interactive telecommunications system may include 
two-way, real-time, audio-only communication technology for any Medicare telehealth service furnished 
to a beneficiary in their home, if the distant site physician or practitioner is technically capable of using 
an interactive telecommunications system, but the patient is not capable of, or does not consent to, the 
use of video technology. 
We are finalizing that, through CY 2025, we will continue to permit distant site practitioners to use their 
currently enrolled practice locations instead of their home addresses when providing telehealth services 
from their home. 
We are finalizing, for a certain subset of services that are required to be furnished under the direct 
supervision of a physician or other supervising practitioner, to permanently adopt a definition of direct 
supervision that allows the supervising physician or practitioner to provide such supervision via a virtual 
presence through real-time audio and visual interactive telecommunications. We are specifically 
finalizing to make permanent that the supervising physician or practitioner may provide such virtual 
direct supervision (1) for services furnished incident to a physician or other practitioner’s professional 
service, when provided by auxiliary personnel employed by the billing physician or supervising 
practitioner and working under his or her direct supervision, and for which the underlying HCPCS code 
has been assigned a PC/TC indicator of “5” and services described by CPT code 99211, and (2) for office 
or other outpatient visits for the evaluation and management of an established patient who may not 
require the presence of a physician or other qualified health care professional. For all other services 
furnished incident that require the direct supervision of the physician or other supervising practitioner, 
we are finalizing to continue to permit direct supervision be provided through real-time audio and visual 
interactive telecommunications technology only through December 31, 2025. 
We are finalizing a policy to continue to allow teaching physicians to have a virtual presence for 
purposes of billing for services furnished involving residents in all teaching settings, but only in clinical 
instances when the service is furnished virtually (for example, a three-way telehealth visit, with the 
patient, resident, and teaching physician in separate locations) through December 31, 2025. This virtual 
presence will continue to meet the requirement that the teaching physician be present for the key 
portion of the service.(b) Opioid Treatment Programs (OTPs)- CMS is finalizing several 
telecommunication technology flexibilities for opioid use disorder (OUD) treatment services furnished 
by OTPs, so long as all requirements are met, and the use of these technologies are permitted under the 
applicable Substance Abuse and Mental Health Services (SAMHSA) and the Drug Enforcement 
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Administration (DEA) requirements at the time the services are furnished. First, CMS is making the 
current flexibility permanent for furnishing periodic assessments via audio-only telecommunications 
beginning January 1, 2025, so long as all other applicable requirements are met. Second, CMS is allowing 
the OTP intake add-on code to be furnished via two-way audio-video communications technology when 
billed for the initiation of treatment with methadone (using HCPCS code G2076) if the OTP determines 
that an adequate evaluation of the patient can be accomplished via an audio-visual telehealth platform. 
We believe these telecommunication flexibilities will meaningfully promote access to care for 
populations that often face barriers to entering and participating in OUD treatment and allow OTPs and 
their patients to mutually agree on the best modality for receiving care. 
(c) Telecommunication Services in RHCs and FQHCs- We are finalizing a policy clarification to continue 
to allow direct supervision via interactive audio and video telecommunications and to extend the 
definition of “immediate availability” as including real-time audio and visual interactive 
telecommunications (excluding audio-only) through December 31, 2025. We are also finalizing a policy 
to allow payment, on a temporary basis, for non-behavioral health visits furnished via 
telecommunication technology under the methodology that has been in place for these services during 
and after the COVID-19 PHE through December 31, 2024. Specifically, under our finalized policy, RHCs 
and FQHCs can continue to bill for RHC and FQHC services furnished using telecommunication 
technology by reporting HCPCS code G2025 on the claim, including services furnished using audio-only 
communications technology through December 31, 2025. For payment for non-behavioral health visits 
furnished via telecommunication technology in CY 2025, we will calculate the payment amount based on 
the average amount for all PFS telehealth services on the telehealth list, weighted by volume for those 
services reported under the PFS. 
We are finalizing a continued policy to delay the in-person visit requirement for mental health services 
furnished via communication technology by RHCs and FQHCs to beneficiaries in their homes until 
January 1, 2026. 

C. Full-Year Continuing Appropriations and Extensions Act, 2025 SEC. 2207. EXTENSION OF CERTAIN 
TELEHEALTH FLEXIBILITIES. (a) REMOVING GEOGRAPHIC REQUIREMENTS AND EXPANDING ORIGINATING 
SITES FOR TELEHEALTH SERVICES.—Section 1834(m) of the Social Security Act (42 U.S.C. 1395m(m)) is 
amended— (1) in paragraph (2)(B)(iii), by striking ‘‘ending March 31, 2025’’ and inserting ‘‘ending 
September 30, 2025’’; and (2) in paragraph (4)(C)(iii), by striking ‘‘ending on March 31, 2025’’ and inserting 
‘‘ending on September 30, 2025’’. (b) EXPANDING PRACTITIONERS ELIGIBLE TO FURNISH TELE HEALTH 
SERVICES.—Section 1834(m)(4)(E) of the Social Security Act (42 U.S.C. 1395m(m)(4)(E)) is amended by 
striking ‘‘ending on March 31, 2025’’ and inserting ‘‘ending on September 30, 2025’’.  (c) EXTENDING 
TELEHEALTH SERVICES FOR FEDERALLY QUALIFIED HEALTH CENTERS AND RURAL HEALTH CLINICS.—
Section 1834(m)(8)(A) of the Social Security Act (42 U.S.C. 1395m(m)(8)(A)) is amended by striking ‘‘ending 
on March 31, 2025’’ and inserting ‘‘ending on September 30, 2025’’. (d) DELAYING THE IN-PERSON 
REQUIREMENTS UNDER MEDICARE FOR MENTAL HEALTH SERVICES FURNISHED THROUGH TELEHEALTH  
AND TELECOMMUNICATIONS TECHNOLOGY.— (1) DELAY IN REQUIREMENTS FOR MENTAL HEALTH 
SERVICES FURNISHED THROUGH TELEHEALTH.—Section 1834(m)(7)(B)(i) of the Social Security Act (42 
U.S.C. 1395m(m)(7)(B)(i)) is amended, in the matter preceding subclause (I), by striking ‘‘on or after April 
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1, 2025’’ and inserting ‘‘on or after October 1, 2025,’’. (2) MENTAL HEALTH VISITS FURNISHED BY RURAL 
HEALTH CLINICS.—Section 1834(y)(2) of the Social Security Act (42 U.S.C. 1395m(y)(2)) is amended by 
striking ‘‘April 1, 2025’’ and inserting ‘‘October 1, 2025’’. (3) MENTAL HEALTH VISITS FURNISHED BY 
FEDERALLY QUALIFIED HEALTH CENTERS.—Section 1834(o)(4)(B) of the Social Security Act (42 U.S.C. 
1395m(o)(4)(B)) is amended by striking ‘‘April 1, 2025’’ and inserting ‘‘October 1, 2025’’. (e) ALLOWING FOR 
THE FURNISHING OF AUDIO-ONLY TELEHEALTH SERVICES.—Section 1834(m)(9) of the Social Security Act 
(42 U.S.C. 1395m(m)(9)) is amended by striking ‘‘ending on March 31, 2025’’ and inserting ‘‘ending on 
September 30, 2025’’. (f) EXTENDING USE OF TELEHEALTH TO CONDUCT FACE-TO-FACE  
ENCOUNTER PRIOR TO RECERTIFICATION OF ELIGIBILITY FOR HOSPICE CARE.—Section 1814(a)(7)(D)(i)(II) 
of the Social Security Act (42 U.S.C. 1395f(a)(7)(D)(i)(II)) is amended by striking ‘‘ending on March 31, 
2025’’ and inserting ‘‘ending on September 30, 2025’’. (g) PROGRAM INSTRUCTION AUTHORITY.—The 
Secretary of Health and Human Services may implement the amendments made by this section through 
program instruction or otherwise. 

D. TELEHEALTH.HHS.GOV updated March 20, 2025. Medicare payment policies. (CMS Coverage for 
Telehealth). Telehealth policy updates. The Federal government took a range of steps to expedite the 
adoption and awareness of telehealth. Telehealth policies allow: • Location. Medicare patients can 
receive telehealth services for non-behavioral/mental health care in their home through September 30, 
2025. There are no geographic restrictions for originating site for Medicare non-behavioral/mental 
telehealth services through September 30, 2025. • Providers. Telehealth services can be provided by all 
eligible Medicare providers through September 30, 2025. Federally Qualified Health Centers (FQHCs) 
and Rural Health Clinics (RHCs) can serve as Medicare distant site providers for non-behavioral/mental 
telehealth services through September 30, 2025. For an encounter furnished using interactive, real-time, 
audio and video telecommunications technology or for certain audio-only interactions in cases where 
the patient is not capable of, or does not consent to, the use of video technology services, payment to 
RHCs and FQHCs are subject to the national average payment rates for comparable services under the 
physician fee schedule (PFS) through December 31, 2025. • Modality. Non-behavioral/mental telehealth 
services in Medicare can be delivered using audio-only communication platforms through September 
30, 2025. Interactive telecommunications system may also permanently include two-way, real-time 
audio-only communication technology for any telehealth service furnished to a patient in their home if 
the distant site physician or practitioner is technically capable of using an interactive 
telecommunications system, but the patient is not capable of, or does not consent to, the use of video 
technology. • In-person behavioral health visit requirement. An in-person visit within six months of 
an initial Medicare behavioral/mental telehealth service, and annually thereafter, is not required 
through September 30, 2025. For FQHCs and RHCs, the in-person visit requirement for mental health 
services furnished via communication technology to beneficiaries in their homes is not required until 
January 1, 2026. • Supervision. Supervising practitioners may directly supervise through real-time audio 
and visual interactive telecommunications, including presence and “immediate availability”, through 
December 31, 2025. • Practitioner home address. Distant site practitioners may use their currently 
enrolled practice location instead of their home address when providing telehealth services from their 
home through December 31, 2025. • Frequency Limitations. Telehealth frequency limits are 
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suspended on subsequent inpatient visits, subsequent nursing facility visits, and critical care 
consultations through December 31, 2025.  
Permanent telehealth policy. Telehealth can increase access to health care. To support access to care, 
telehealth policies allow: • Eligible services. There are currently more than 250 codes on the Medicare 
telehealth services list. Additions and deletions of codes on the Medicare telehealth services list 
generally occurs on an annual basis. For the latest information, view the list of telehealth services. • 
Modality. Interactive telecommunications system means multimedia communications equipment that 
includes, at a minimum, audio and video equipment permitting two-way, real-time interactive 
communication between the patient and distant site physician or practitioner. Interactive 
telecommunications system may also include two-way, real-time audio-only communication technology 
for any telehealth service furnished to a patient in their home if the distant site physician or practitioner 
is technically capable of using an interactive telecommunications system as defined in the previous 
sentence, but the patient is not capable of, or does not consent to, the use of video technology. 
• Providers. Physicians, physician assistants, nurse practitioners, clinical nurse specialists, nurse-
midwives, clinical psychologists, clinical social workers, registered dietitians or nutrition professionals, 
certified registered nurse anesthetists, marriage and family therapists, and mental health counselors 
can permanently serve as Medicare distant site providers. FQHCs and RHCs can permanently serve as a 
Medicare distant site provider for behavioral/mental telehealth services. • Location. Originating sites 
must be located in a health professional shortage area, located in a county that is not included in a 
Metropolitan Statistical Area, an entity participating in a Federal telemedicine demonstration project, or 
in certain exemptions. Originating sites must be in the office of a physician or practitioner, a critical 
access hospital, a rural health clinic, a federally qualified health center, a hospital, a hospital-based or 
critical access hospital-based renal dialysis center, a skilled nursing facility, a community mental health 
center, a renal dialysis facility, the home of an individual (for certain purposes related to end-stage renal 
disease, substance use disorder, and mental health), a mobile stroke until (for certain purposes), or a 
rural emergency hospital. Medicare patients can permanently receive telehealth services for 
behavioral/mental health care in their home. There are no geographic restrictions for originating site for 
Medicare behavioral/mental telehealth services on a permanent basis. 

 
IV. DEFINITIONS:   

A. Chief Medical Officer (CMO): The Plan’s executive responsible for overseeing health services, 
quality, and other applicable functions. 

B. Covered Benefits: Those medically necessary services and supplies that Members are entitled to 
receive under an agreement and which are described in the Member Handbook. 

C. Healthcare Effectiveness Data and Information Set (HEDIS): A widely used set of performance 
measures in the managed care industry, developed and maintained by the National Committee 
for Quality Assurance. 

D. Health Care Provider: Any of the following: 

1.  A person who is licensed under Section 2290.5 of the Business and Professions Code. 
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2. An associate marriage and family therapist or marriage and family therapist trainee 
functioning pursuant to Section 4980.43.3. 

3. A qualified autism service provider or qualified autism service professional certified by 
a national entity pursuant to Section 1374.73 of the Health and Safety Code and 
Section 10144.51 of the Insurance Code. 

E. Member: An individual who has enrolled in the Plan and for whom applicable Premiums 
have been paid. 

F. Member Handbook: Sharp Health Plan’s Combined Evidence of Coverage and Disclosure 
Form. 

G. Plan Medical Group (PMG): Plan Medical Group. A group of physicians, organized as or 
contracted through a legal entity, which has met the Plan’s criteria for participation in the Plan’s 
Provider network and has entered into an agreement with the Plan to provide Professional 
Services. 

H. Promotion or Coordination of Service: Advertising of a Third-party Corporate Telehealth Provider 
service or communications that recommends a Member receive care from a Third-party Corporate 
Telehealth Provider. 

I. Provider: Contracted providers including physicians, individually contracted telehealth providers, 
Third-party Corporate Telehealth Providers, and Plan Medical Groups (PMGs). 

J. Protected Health Information: Individually identifiable health information that is transmitted or 
maintained by electronic media, or any other form or medium. 

K. Telehealth: The mode of delivering health care services and public health via information 
and communication technologies to facilitate the diagnosis, consultation, treatment, 
education, care management, and self-management of a patient’s health care.  

L. Third-party Corporate Telehealth Provider: A corporation directly contracted with the Plan 
that provides health care services exclusively through a telehealth technology platform and 
has no physical location at which a patient can receive services.  

V. POLICY: It is the policy of Sharp Health Plan (Plan) to ensure that Telehealth services are offered to 
Sharp Health Plan Members in a manner consistent with appropriate clinical practice and applicable 
state and federal laws. Telehealth services are covered by Sharp Health Plan as a means of improving 
the quality, access, equity, and efficiency of Covered Benefits. 

A. Telehealth services may be offered for any Covered Benefit where clinically appropriate. 
B. Telehealth services are provided to Sharp Health Plan Members by contracted Providers such as 

physicians, individually contracted telehealth providers, Third-party Corporate Telehealth Providers, 
and Plan Medical Groups (PMGs). 
1. Providers are not required to offer Telehealth services but must notify the Plan in advance if 

the Provider proposes to offer Telehealth services. (Does not apply to Third-party Corporate 
Telehealth Providers). 

C. Temporary Medicare Telehealth Services with the end date specified based on the service. 
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1. Beneficiaries can receive telehealth services for non-behavioral/mental health care in their 
home with no geographic restrictions for originating site through September 30, 2025. 

2. Telehealth services can be provided by all eligible Medicare providers through September 30, 
2025. After 9/30/25 PT/OT and SLP will not be on the list of approved providers. 

3. FQHCs/RHCs can serve as distant site provider for non-behavioral/mental telehealth services 
through September 30, 2025.  

4. FQHCs/RHCs can serve as distant site provider for non-behavioral/mental interactive, virtual 
health encounters or for certain audio-only interactions in cases where the patient is not 
capable of, or does not consent to, the use of video technology services through December 
31, 2025.  

5. An in-person visit within six months of an initial Medicare behavioral/mental telehealth 
service, and annually thereafter, is not required through September 30, 2025.  
a) For FQHCs and RHCs, the in-person visit requirement for mental health services 

furnished via communication technology to beneficiaries in their homes is not 
required until January 1, 2026. 

6. Beneficiaries may be evaluated for hospice care eligibility recertification by telehealth through 
September 30, 2025. 

D. Permanent Medicare Telehealth Post PHE 
1. Beneficiaries can receive telehealth services for BH/MH in their home with no geographic 

restrictions for originating site. 
2. FQHCs/RHCs can serve as distant site provider for BH/MH telehealth services. 
3. BH/MH telehealth services can be delivered using audio-only communications platforms. 
4. Rural hospital emergency (REH) department are accepted as an originating site. 
5. Telehealth services may be used for monthly end-stage renal disease-related visits for home 

dialysis members in a hospital based or critical access hospital based renal dialysis center, 
renal dialysis facility or the member’s home. 

6. Telehealth services to diagnose, evaluate, or treat symptoms of a stroke, regardless of your 
location. 

7. Virtual check-ins (for example, by phone or video chat) with your doctor for 5-10 minutes if: 
a) You are not a new patient and  
b) The check in isn’t related to an office visit in the past 7 days and 
c) The check in doesn’t lead to an office visit within 24 hours or the soonest available 

appointment. 
8. Telehealth services for diagnosis, evaluation, and treatment of mental health disorders if: 

a) You have an in-person visit within 6 months prior to your first telehealth visit – this is 
waived through September 30, 2025. 

b) You have an in-person visit every 12 months while receiving telehealth services – this 
is waived through September 30, 2025. 

c) Exceptions can be made to the above for certain circumstances. 
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9. Telehealth services for members with a substance use disorder or co-occurring mental health 
disorder, regardless of their location. 

10. Telehealth services for pre-exposure prophylaxis counseling. 
11. Telehealth services for safety planning intervention services for patients in crisis 
12. Marriage and family therapists and mental health counselors can permanently serve as 

Medicare distant site providers. 
E. The Provider is responsible for ensuring the following Plan’s requirements for Telehealth services are 

met. The Provider or their office, as appropriate, is responsible for notifying Members when telehealth 
services are available and responsible for explaining the process to be used to schedule a telehealth 
visit. (Does not apply to third party corporate Telehealth providers.) 
1. Telehealth services are utilized for clinically appropriate conditions, symptoms, and services, as 

determined by the Provider. 
2. Telehealth services are voluntary for members, i.e., Members have the option of scheduling an 

in-person visit or a Telehealth visit for any condition, symptom or service that is a Covered 
Benefit, as determined clinically appropriate by the Provider. 

3. Members are notified at the time of scheduling about any cost- sharing associated with a 
Telehealth visit. 

4. Telehealth services are available to all Members, regardless of Member status or where the 
Member lives. 

5. Coverage is not extended for devices that may be provided to members to assist in interactive 
communication, including, but not limited to, robotic devices, laptop computers, desktop 
computers, personal assistive devices, tablets, and smartphones. 

6. Telehealth services are rendered in a secure manner to ensure the privacy of Protected Health 
Information. 

7. Telehealth services are tracked in the appointment scheduling system and documented in the 
Member’s medical record. (Does not apply to Third party corporate Telehealth providers.) 

8. Telehealth services are billed as a claim or submitted to the Plan as encounter data using 
industry accepted procedure codes (CPT), place of service (POS), modifiers and billing practices. 
Plan. For commercial telehealth, the DMHC APL for the Public Health Emergency states that 
any service that can be performed via telehealth is covered and can be billed with the 
appropriate POS and required modifier. Only providers outlined in the CS modifier guideline 
below can bill using the modifier CS. 
a) Place of Service Code = 02, 10 
b) Modifiers: 

i) 93 - Synchronous Telemedicine Service Rendered Via Telephone or Other Real-
Time Interactive Audio-Only Telecommunications System (effective 1/1/22) 

ii) 95 – Synchronous Telemedicine Service Rendered Via a Real-Time Interactive 
Audio and Video Telecommunications System 

iii) CS - Cost Sharing Waiver  
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c) Modifier CS guideline: Cost-sharing waived for specified COVID-19 testing-related 
services that result in an order for, or administration of, a COVID-19 test and/or used 
for cost-sharing waived preventive services furnished via telehealth in Rural Health 
Clinics and Federally Qualified Health Centers during the COVID-19 public health 
emergency. 

9. Telehealth services may supplement but may not replace in-person visits required by industry 
standards (e.g., HEDIS). 

10. Provider is responsible for notifying Plan of any Member grievances related to Telehealth 
services, in accordance with the agreement between the Plan and Provider. 

F. The Member’s cost-share for Telehealth services shall not exceed the applicable office visit 
copayment/coinsurance (primary care or specialist). Deductibles may also apply, depending upon the 
plan design. Sharp Health Plan is responsible for determining the Telehealth cost-share for each 
applicable benefit plan. 

G. Neither Plan nor Provider shall require that in-person contact occur between a health care provider 
and a Member before payment is made for the covered services appropriately provided through 
Telehealth, subject to the terms and conditions of the contract entered into between the Member and 
the Plan, between the Plan and its providers. 

H. Neither the Plan nor the Provider shall limit the type of setting where services are provided for the 
Member or by the Health Care Provider before payment is made for the covered services appropriately 
provided through Telehealth, subject to the terms and conditions of the contract entered into between 
the Member and the Plan, between the Plan and its Providers.  

I. All contracts with Providers will specify that the Plan will reimburse covered telehealth services on the 
same basis and to the same extent the Plan reimburses the same covered services delivered in-person.  

J. The Third-Party Corporate Telehealth Provider (if delegated) is responsible for ensuring the following 
requirements for Telehealth services are met . 
1. Third-party Corporate Telehealth Providers will ensure the Member consents to the service via 

telehealth consistent with Section 2290.5 of the Business and Professions Code. 
2. If Member is currently receiving specialty telehealth services for a mental or behavioral health 

condition, the Member will be given the option of continuing to receive that service with the 
contracting individual health professional, a contracting clinic, or a contracting health facility. 

3. The Third-party Corporate Telehealth Provider will notify Member of their right to access their 
medical records. 

4. The Third-party Corporate Telehealth Provider will notify the Member that their medical 
records shall be shared with their primary care provider unless the Member objects. 

5. The Third-party Corporate Telehealth Provider will ensure that the records are entered into a 
patient record system shared with the Member’s primary care provider or are otherwise 
provided to the Member’s primary care provider unless the Member objects. 

6. The Third-party Corporate Telehealth Provider will notify the Member that all services received 
through the Third-party Corporate Telehealth Provider are available at in-network cost-sharing 
and out-of-pocket costs shall accrue to any applicable deductible or out-of-pocket maximum. 
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7. The Third-party Corporate Telehealth Provider will provide to the Plan the reporting data 
specified in Health and Safety Code Section 1374.141(d). 

8. The Third-party Corporate Telehealth Provider will comply with the requirements under, Health 
and Safety Code Section 1374.141. 

9. The Third-party Corporate Telehealth Provider will provide to a person licensed or certified in 
the healing arts, including physicians, nurses, osteopathic physician, chiropractors, emergency 
medical personnel, or a clinic, health dispensary, or health facility, information regarding how 
to find data breaches reported pursuant to Section 1798.82 on the internet website of the 
Attorney General.  

K. The Plan is responsible for ensuring the following requirements for Telehealth services are met:  
1. In any promotion or coordination of a telehealth health care service through a Third-party 

Corporate Telehealth Provider, the Plan will disclose the availability of receiving the service on 
an in-person basis or via telehealth, if available, from the Member’s primary care provider, 
treating specialist, or from another contracting individual health professional, contracting clinic, 
or contracting health facility.  

2. The Plan will also disclose the cost-sharing obligation for out-of-network benefits compared to 
in-network benefits and balance billing protections for services received from contracted 
Providers. 

3. The Plan covers all Telehealth services offered through Plan Medical Groups (PMGs). Cost 
sharing equal to in-person visit.) 

4. The Plan Provider Directory will notate providers who offer services exclusively via telehealth, 
and also include/identify the providers linguistic capabilities. All of the overall telehealth 
regulatory requirements are streamlined whether the provider offers telehealth and in person 
services, or just telehealth only. The key is that if telehealth is the only service that a member 
would know what languages they speak 

VI. PROCEDURE: 

A. When a delegated PMG has developed a Telehealth program that meets the requirements 
outlined in the Policy above, the PMG’s designated representative notifies the Chief Medical 
Officer (or delegate) and Plan Contracting Manager (or delegate). 

1. The CMO or delegate reviews the PMG policies, procedures, guidelines and/or program 
descriptions to determine if the requirements listed in the Policy above have been 
addressed. 

a) If the requirements are sufficiently addressed, the CMO notifies the 
Contracting Manager. 

b) If the requirements are not sufficiently addressed, the CMO notifies the PMG 
representative of the gaps in documentation and provides the PMG with an 
opportunity to submit revised documents. 

2. Once the PMG policies and procedures are approved by the CMO, the Plan 
Contracting Manager (or delegate) works with the PMG representative to amend 
the PMG agreement as appropriate. 
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B. The assigned Systems Analyst loads the Telehealth cost-sharing information in the Prime 
Butterfly, as approved by the Benefits Committee for each applicable benefit plan. 

C. The assigned representative of the Benefits Committee updates all applicable Benefit Plan 
Documents with the Telehealth cost-sharing information approved by the Benefits 
Committee. 

D. The Manager of Legislative and Regulatory Affairs or delegate updates the content of the 
Member Handbook to provide information about Telehealth services, as approved by the 
Department of Managed Health Care. 

E. The Plan Appeals & Grievance Coordinator handles any complaints about Telehealth visits 
through the appropriate Member Appeals or Grievance process. 

F. At the discretion of the CMO, the designated Health Services representative conducts an audit 
of Telehealth services conducted by the PMG to ensure that the requirements outlined in the 
Policy above are being met. 

 
VII. PROCESS / ATTACHMENTS: 

A. Requests for the Telehealth services are to be reviewed by the delegated Plan Medical Group (PMG) 
or by the Plan through their regular and appropriate utilization management process and 
administered consistent with Plan benefit. 

B. All reviewers must first identify enrollee eligibility, any federal or state regulatory requirements and 
the plan benefit coverage prior to use of this guideline. This Policy provides assistance in determining 
coverage under the member’s benefit plan. 

C. All requests for Telehealth Services will be reviewed by the delegated PMG or the Plan according to 
its regular and appropriate utilization management process and administered consistent with the 
Plan benefit. The terms of a member’s benefit plan summary defined in the evidence of coverage 
document may differ from the standard benefit plans upon which this guideline is based. In the 
event of a conflict, the member's specific benefit document supersedes these guidelines. 

D. The terms of a member’s benefit plan summary defined in the evidence of coverage document may 
differ from the standard benefit plans upon which this guideline is based. In the event of a conflict, 
the member's specific benefit document supersedes these guidelines. 
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