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References: L33789, A52498

Push-Rim Activated Power Assist Devices (E0986)

	 Face -to-Face Examination (F2F) 

	 Specialty Evaluation 

	 Performed by an licensed/certified medical professional (LCMP) with specific training/experience in 
rehabilitation wheelchair evaluations.

	 Provides detailed information explaining the need for push-rim activated power assist.

	 Done in addition to the F2F requirement.

	 Written Order Prior to Delivery (WOPD)

Power Operated Vehicles (POVs) (K0800-K0808, K0812)

	 Face-to-Face (F2F) Examination Relevant to Mobility Needs

	 If the report of a LCMP examination is to be considered as part of the F2F, there must be:

	 Physician concurrence or disagreement with the LCMP examination.

	 Date stamped or similar to document receipt date.

	 7-Element Order (7EO) 

	 Date stamped or similar to document receipt within 45 days of completion date of face-to-face.

	 Detailed Product Description (DPD)

	 Date stamped or similar to document receipt date.

All above HCPC Codes

	 Attestation Statement

	 Home Assessment

	 Beneficiary Authorization

	 Proof of Delivery (POD)

	 Method 1 - Direct Delivery to the Beneficiary by the Supplier 
The date the beneficiary/designee signs for the equipment is to be the date of service  
of the claim.

	 Method 2 - Delivery via Shipping or Delivery Service 
The shipping date is to be the date of service of the claim.

Documentation Checklist
Power Operated Vehicles and Push-Rim  

Activated Power Assist Devices

The content of this document was prepared as an educational tool and is not intended to grant rights or impose obligations. Use of this document  
is not intended to take the place of either written law or regulations. Suppliers are reminded to review the Local Coverage Determination and  
Policy Article for specific documentation guidelines.



2

 Continued Need

 Continued Use

Medical Records
POVs (K0800-K0808, K0812)

Medical records supporting the benefi ciary meets the following coverage criteria: 

 Criterion A is met

 Criterion B is met

 Criterion C is met

 Criterion D is met

 Criterion E is met

 Criterion F is met 

 Criterion G is met

 Criterion H is met

 Criterion I is met

Push-Rim Activated Power Assist Devices (E0986)

 All of the criteria for a power mobility device are met; and

 The benefi ciary has been self-propelling in a manual wheelchair for at least 1 year; and

 Benefi ciary had a specialty evaluation, as described above; and 

 Wheelchair is provided by a supplier employing a RESNA-certifi ed ATP specializing in wheelchairs who has 
direct, in-person involvement with wheelchair selection for the benefi ciary.

Billing Reminders
• Delivery of the PMD must be within 120 days following completion of the F2F.

– Exception: within 6 months from the date of an affi rmed ADMC.

• The PMD will be denied if the underlying condition is reversible and length of need is < 3 months.

• The KX modifi er must be added to the code if all the coverage criteria noted above have been met.

• When there is an expectation of a medical necessity denial, the GA modifi er must be added to the code 
if a valid ABN has been obtained or a GZ modifi er if a valid ABN has not been obtained. 

• The GY modifi er must be added to the code if the requirements related to the face-to-face examination 
have not been met or if the PMD is needed for outside use only. 

• Upgrades that are to perform leisure or recreational activities are noncovered.

• The only products that may be billed using HCPCs K0800-K0808, K0812 are those for which a written 
coding verifi cation determination has been made by the PDAC contractor. 

• Group 2 POVs (K0806-K0808) have added capabilities that are not needed for use in the home 
and will be denied as not medically necessary.
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	Documentation the beneficiary andor their caregiver has received instruction from the supplier of the: Off
	F2F reevaluation to determine the etiology of the failure to respond to PAP therapy and: Off
	Repeat sleep test in a facilitybased setting Type 1 study: Off
	Medical records document_2: Off
	Beneficiary meets all the criteria listed above for a positive airway pressure device E0601 and: Off
	An E0601 PAP device has been tried and proven ineffective based on a therapeutic trial conducted in: Off
	Documented failure to meet therapeutic goals using an E0601 during the titration portion of a: Off
	Button26: 
	Button28: 
	Button51: 
	Button3: 
	Text8: • Treating physician must have in-person exam with beneficiary within six months prior to WOPD

• Exam documents that the beneficiary was evaluated/treated for a condition that supports need for item 

• Date of F2F must be on or before date of written order and no more than six months prior to written order

• Date of F2F must be on or before date of delivery

• Date stamp indicating supplier’s date of receipt of F2F on or before date of delivery
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box23: Off
	Button19: 
	Text7: • Beneficiary's name

• Description of the item ordered (may by general such as PMD, POV, PWC – or may be more specific) 

• Date of the face-to-face examination

• Diagnoses/conditions

• Length of need

• Physician's signature

• Date of physician signature
	Button6: 
	Text3: • Beneficiary name

• Delivery address

• Detailed description of item(s) delivered

• Quantity delivered

• Date delivered

• Beneficiary/designee signature
	Button1: 
	Button2: 
	A new initial F2F if E0601 has been used for more than 3 months and the beneficiary switched to: Off
	Check Box16: Off
	Text1: • Completed once the supplier has determined the specific PMD based off of the 7EO

• Beneficiary’s name

• Physician’s name 

• Date of the order and the start date, if applicable

• Specific type of PMD

• Each option/accessory that is separately billed: Detailed description to identify the item(s) dispensed is properly coded, including quantity.

• Treating physician’s signature and signature date

	Text2: • Beneficiary name

• Delivery address

• Package ID number/Invoice number or alternative method that links delivery documents to delivery service records

• Detailed description of item(s) delivered

• Quantity delivered

• Date delivered

• Evidence of delivery
	Text19: Beneficiary's mental capabilities (e.g., cognition, judgment) and physical capabilities (e.g., vision) are sufficient for safe mobility using a POV in the home.
	Text20: Beneficiary’s home provides adequate access between rooms, maneuvering space and surfaces for the operation of the POV that is provided.
	Text21: Beneficiary's weight is less than or equal to the weight capacity of the POV that is provided and greater than or equal to 95% of the weight capacity of the next lower weight class POV.
	Text23: Use of a POV will significantly improve beneficiary's ability to participate in MRADLs and beneficiary will use it in the home.
	Text25: Beneficiary has not expressed an unwillingness to use a POV in the home.
	Button27: 
	Button29: 
	Button31: 
	Button32: 
	Button33: 
	Check Box34: Off
	Check Box35: Off
	Check Box1623: Off
	Group36: Off
	Check Box24: Off
	Button15: 
	Check Box25: Off
	Button16: 
	Check Box26: Off
	Button17: 
	Check Box27: Off
	Button18: 
	Text14: Beneficiary is able to:

• Safely transfer to and from a Power Operated Vehicle (POV); and

• Operate the tiller steering system; and

• Maintain postural stability and position while operating the POV in the home.
	Text13: Beneficiary doesn't have sufficient upper extremity function to self-propel an optimally-configured manual wheelchair in the home:

• Limitations of strength, endurance, range of motion, or coordination, presence of pain, or deformity or absence of one or both upper extremities.
	Text12: Beneficiary’s mobility limitation cannot be sufficiently and safely resolved by use of appropriately fitted cane or walker.
	Text11: Beneficiary has mobility limitation significantly impairing ability to participate in one or more mobility-related activities of daily living (MRADLs) such as toileting, feeding, dressing, grooming, and bathing in customary home locations:

• Prevents beneficiary from accomplishing an MRADL entirely; or

• Places beneficiary at a reasonably determined risk secondary to attempts to perform an MRADL; or 

• Prevents beneficiary from completing an MRADL within a reasonable amount of time.
	Text15: The beneficiary's medical records must reflect the need for the item provided and can include physician's office records, hospital records, nursing home records, home health agency records, records from other healthcare professionals and test reports. These records are not routinely submitted but must be available upon request. Therefore, while it is not a requirement, it is a recommendation that suppliers obtain and review the appropriate medical records and maintain a copy in the beneficiary's file.
	Button7: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Text24: • History of present condition and relevant past medical history:

• Symptoms that limit ambulation

• Diagnoses that are responsible for symptoms

• Medications or other treatment for symptoms

• Progression of ambulation difficulty over time

• Other diagnoses that may relate to ambulatory problems

• Distance beneficiary can walk without stopping

• Pace of ambulation

• History of falls, including frequency, circumstances leading to falls

• What ambulatory assistance (cane, walker, wheelchair) is currently used, and why isn’t it sufficient

• What has changed to now require a PMD

• Reason why a power operated vehicle (POV) would not be sufficient

• Description of home setting and ability to perform activities of daily living (ADL) in the home

• Physical examination relevant to mobility needs:

• Height and weight

• Cardiopulmonary examination

• Arm and leg strength and range of motion

• Neurological examination:

• Gait

• Balance and coordination
	Text5: • Beneficiary Name                

• Physician name

• Date of the order and the start date (if applicable)

• Detailed description of item(s)        

• Prescribing practitioner’s NPI    

• Physician signature             

• Signature date

• Date stamp indicating supplier’s date of receipt for WOPD on or before date of delivery
	Text9: • Verifies beneficiary can adequately maneuver the device considering:

• Physical layout

• Doorway width

• Doorway thresholds

• Surface

• Documented in a written report
	Button10: 
	Text16: A beneficiary signed CMS 1500 claim form or a supplier generated document whereby the beneficiary requests payment of authorized Medicare benefits for any services furnished by or in (name of supplier) and authorizes any holder of medical or other information to release to Medicare and its agents any information needed to determine these benefits or benefits for related services.
	Text10: Affirms the LCMP performing a portion of the F2F examination and/or the specialty assessment has no financial relationship with the supplier.
	Text6: • Timely documentation in the beneficiary’s medical record showing usage of item, related option/accessories and supplies or 

• Supplier records documenting the request for refill/replacement of supplies in compliance with the Refill Documentation Requirements (This is deemed to be sufficient to document continued use for the base item, as well) or

• Supplier records documenting beneficiary confirmation of continued use of a rental item  
	Button4: 
	Button5: 
	Check Box21: Off
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	Check Box19: Off
	Check Box28: Off
	Button30: 
	Text31: Criterion A
Beneficiary has mobility limitation significantly impairing ability to participate in one or more mobility-related activities of daily living (MRADLs) such as toileting, feeding, dressing, grooming, and bathing in customary home locations:

• Prevents beneficiary from accomplishing an MRADL entirely; or

• Places beneficiary at a reasonably determined risk secondary to attempts to perform an MRADL; or 

• Prevents beneficiary from completing an MRADL within a reasonable amount of time.

Criterion B
Beneficiary’s mobility limitation cannot be sufficiently and safely resolved by use of appropriately fitted cane or walker.
 
Criterion C
Beneficiary doesn't have sufficient upper extremity function to self-propel an optimally-configured manual wheelchair in the home:

• Limitations of strength, endurance, range of motion, or coordination, presence of pain, or deformity or absence of one or both upper extremities.
	Check Box211: Off
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	Button41: 
	Button510: 
	Text1012: • A properly completed CMN or DIF with an appropriate length of need specified or

• A recent order by the treating physician for refills or

• A recent change in prescription or

• Timely documentation in the beneficiary’s medical record showing usage of the item


