CMS-1385-P-9559

Submitter : Dr. Naixi Li Date: 08/28/2007
Organization :  ASA,NYSSA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Scrvices
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rec: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to increasc anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was institutcd, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing

undcrvaluation of anesthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-9560

Submitter : Mr. Dale Grooms Date: 08/28/2007
Organization:  New Trier High School
Category : Other Health Care Professional
Issue Areas/Comments
Therapy Standards and
Requirements

Therapy Standards and Requirements

Dcar Sir or Madam:

My namc is Dalc F. Grooms, | am the Head of our High Schoo] Atheltic Training program, for New Trier High School.

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am more concerned
that these proposcd rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxperience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of

staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring patients reccive the best, most cost-cffective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Dale F. Grooms, ATC
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CMS-1385-P-9561

Submitter : Mr. Matt Gibbons Date: 08/28/2007
Organization:  Mr. Matt Gibbons
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:
I am a statc licensed and nationally certified athletic trainer that works in the healthcare ficld in North Carolina since 1994.

1 am writing today to voice my opposition to the therapy standards and requirements in rcgards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P. While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual
vetting, | am more concerned that these proposed rules will create additional lack of access to quality health care for my patients. As an athletic trainer, I am
qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, clinical experience, and
national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed me qualified to perform
thesc services and these proposed regulations attempt to circumvent those standards. The lack of access and workforce shortage to fill therapy positions is widely
known throughout the industry. It is irresponsible for CMS, which is supposed to be concerned with the health of Americans, especially those in rural areas, to
further restrict their ability to reccive those services. The flexible current standards of staffing in hospitals and other rehabilitation facilities are pertinent in
cnsuring patients receive the best, most cost-effective treatment available. Since CMS seems to have come to thesc proposed changes without clinical or financial
justification, I would strongly encourage the CMS to consider the reccommendations of those professionals that are tasked with overseeing the day-to-day health
carc nceds of their paticnts. [ respectfully request that you withdraw the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital
or rchabilitation facility.

Sincercly,
Matt Gibbons, LAT, ATC, CSCS
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CMS-1385-P-9562

Submitter : Joanna Schneider Date: 08/28/2007
Organization : Steadman-Hawkins Clinic
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

My namc is Joanna Schneider and I am Certified Athletic Trainer.] am writing today to voice my opposition to the therapy

standards and rcquircments in regards to the staffing provisions for

rchabilitation in hospitals and facilities proposcd in 1385-P.

Whilc I am concerned that thesc proposed changes to the hospital Conditions

of Participation have not received the proper and usual vefting, 1 am more concerned that these proposed rules will create additional lack of access to quality health
carc for my patients. As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical
therapy. My education, clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical
profcssionals have deemed me qualified to perform these services and these proposed regulations attempt to circumvent those standards. The lack of access and
workforce shortage to fill therapy positions is widely known throughout the industry. It is iresponsible for CMS, which

is supposed to be concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible
current standards of staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective trcatment
available. Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider
the rccommendations of those professionals that are tasked with overseeing the

day to day hcalth care nceds of their patients. I respectfully request that you withdraw the proposed changes related to hospitals, rural clinics, and any Medicare
Part A or B hospital or rchabilitation facility.

Sincercely,

Joanna Schneider, MS,ATC
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CMS-1385-P-9563

Submitter : Dr, Lucas Terranova Date: 08/28/2007
Organization:  ASA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Scrvices

Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P

Anesthcsia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
othcr physician scrvices. Today, morc than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount docs not cover the cost of caring for our nation?s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

[n an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undcrvaluation?a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correeting the long-standing
undervaluation of ancsthesia services. Iam pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC?s reccommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter
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CMS-1385-P-9564

Submitter : Dr. J. Stephen Pinson Date: 08/28/2007
Organization :  Dr. J. Stephen Pinson
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esg.

Acting Administrator

Centers for Medicarc and Mcdicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P

Ancsthesia Coding

Dcar Ms. Norwalk:

Plcase support the proposal to increase anesthesia payments under the proposed 2008 Physician Fee Schedule.

Medicare payment under the RBRVS system undervalues anesthesia services to the point that it does not cover the cost of caring for our nation s seniors. This is
Icading to failure to care for Mcdicare patients.

I support full implementation of the Federal Register's recommended anesthesia conversion factor increase for Medicare anesthesia services and I hope you do too.
Thank you.

J. Stcphen Pinson, M.D.
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CMS-1385-P-9565

Submitter : Dr. Kashif Abdul-Rahman Date: 08/28/2007
Organization : Madison Anesthesia; American Soc Anesthesiologists

Category : Physician

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

[ am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia serviees stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. Iam pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.

Page 359 of 2934 August 302007 08:35 AM




CMS-1385-P-9566

Submitter : Date: 08/28/2007
Organization :

Category : Physician

Issue Areas/Comments

GENERAL
GENERAL

Acting Administrator

Centcrs for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

Leslic V. Norwalk, Esq.
[ am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
othcr physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, thc RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. [ am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiatcly implementing the ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
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CMS-1385-P-9567

Submitter : Dr. Peter DeBalli Date: 08/28/2007
Organization : Parrish Medical Center, Titusville, Florida
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Angcsthesia Coding (Part of 5-Ycar Review)
Dcar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to incrcasc anesthesia payments under the 2008 Physician Fec Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia scrvices, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS incrcase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia scrvices. 1am pleased that the Agency accepted this recommendation in its proposcd rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiatcly implcmenting the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this scrious matter.
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CMS-1385-P-9568

Submitter : Dr. Isidra Veve Date: 08/28/2007
Organization:  Southlake Anesthesia
Category ; Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centcrs for Mcdicarc and Medicaid Secrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthcsia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

[ am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Iam grateful that CMS has
rccognized the gross undervaluation of anesthesia scrvices, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for ancsthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decadc since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthesia services. 1am pleased that the Agency aceepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensure that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implecmenting the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
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CMS-1385-P-9569

Submitter : Dr. Terri W Blackburn Date: 08/28/2007
Organization :  Dr. Terri W Blackburn
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase ancsthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it creatcd a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s sentors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. [ am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
Terri W. Blackbum, MD

Page 363 of 2934 August 302007 08:35 AM




_—

CMS-1385-P-9570

Submitter : Dan Schultz Date: 08/28/2007
Organization:  Advanced Health
Category : Other Health Care Professional

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Dcar Sir or Madam:

I 'am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While I am concermned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, ] am more concerncd
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxperience, and national certification exam cnsure that my patients reccive quality health care. State law and hospital medical professionals have decmed
mc qualificd to perform these scrvices and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, cspecially those in rural areas, to further restrict their ability to reccive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effcctive treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, [ would strongly encourage the CMS to consider the
recommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. [ respectfully request that you withdraw
the proposcd changes rclated to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility.

Sinccerely,

Dan Schultz MBA,ATC,CSCS,PES
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CMS-1385-P-9571

Submitter : Dr. John Vu Date: 08/28/2007
Organization:  American Society of Anesthesiologists
Category : Physician

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1am grateful that CMS has
rceognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and [ support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-9572

Submitter : Date: 08/28/2007
Organization :

Category : Physical Therapist
Issue Areas/Comments

GENERAL

GENERAL

Physician Sclf Referral Issucs

Mr Kcerry Weems,
I have been a praticing Physcial Therapist since 1985 in the Denver- Metro area primarily in the out patient orthopedic settting.

I wish to make a comment rcgarding the the July 12 proposed 2008 physician fee schedule rule, specifically the issue surrounding physicain sclf-referral and the
"in- officc ancillary scrvices” exception.

[ am requesting that you strongly consider the removal of the

physician-owned physical therapy services under the in-office ancillary exception.

The Stark law was to prevent such possibly abusive situations
duc overusc and referral for profit.

1 have hcard from paticnt's that they were directed to a specific MD
ownced PT's without any other choices which may have been closer to home or of a different quality of practice.

It also affects the busincss of private practice Physical Therapist's
by directing a captive audicnce to follow the MD's directions with out considering other options and continue to improve profits for the MD's

Several MD's have told me that reimbursement is getting worse and that they are exploring all avenues in order to increase their profits. This refer for profit
situaion has scverely hurt my ablity to sce pt's and provide care them care in a lever plyaing field environment.
This situation is not good for patients,medicare,physcial therapists and healthcare overall.

Thank you for you considcration.

1 am fearful of singing my name for possiblc repercussions and blackballing of my practice by other MDs
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CMS-1385-P-9573

Submitter : Mr, Ben Batchelder Date: 08/28/2007
Organization:  Sacred Heart University
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My name is Ben Batchelder, and I m an athletic trainer at Sacred Heart University in Fairfield, CT. I have a master s degree from Ohio University, and am
licensed by the state of Connecticut to practice as an athletic trainer. I am writing today to voice my opposition to the therapy standards and requirements in
regards 1o the staffing provisions for rehabilitation in hospitals and facilitics proposed in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, | am more concerned
that thesc proposed rules will create additional lack of access to quality health care for my patients.

As an athlctic trainer, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxperience, and national certification exam ensurc that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these scrvices and thesc proposed regulations attcmpt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. Itis irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially thosc in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in cnsuring patients reccive the best, most cost-cffective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
reccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Benson C. Batchelder, MS, ATC, LAT
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CMS-1385-P-9574

Submitter : Dr. John Brumfield Date: 08/28/2007
Organization :  American Society of Anesthesiologists

Category : Physician

Issue Areas/Comments

Coding-- Additional Codes From
S-Year Review

Coding-- Additional Codes From 5-Year Review

Leslic V. Nerwalk, Esq.

Acting Administrator

Centers for Mcdicare and Mcdicaid Services
Attention; CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Decar Ms. Norwalk:

T am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1am grateful that CMS has
rccognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s senjors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthcsia services. [am pleased that the Agency aceepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this scrious matter.
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CMS-1385-P-9575

Submitter : Dr. Enoch Brown Date: 08/28/2007
Organization :  American Society of Anesthesiologists

Category : Physician

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Medicaid Services
Attention; CMS-1385-p

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

1 am writing to cxpress my strongest support for the proposal to increase ancsthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking stcps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a2 move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthesia services. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiately implementing the ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter,
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CMS-1385-P-9576

Submitter : Mr. Jason Jenkins Date: 08/28/2007
Organization:  Vernon College
Category : Other Health Care Professional

Issue Areas/Comments

Therapy Standards and
Requirements

Therapy Standards and Requirements
August 28, 2007

Dcar Sir or Madam:

My namc is Jason M. Jenkins. I am a certified and licensed athletic trainer in the state of Texas. I currently am employed at Vernon College in Vernon, TX. [ have
served as an athletic trainer for the past 13 years and have worked in a variety of settings, one of which is that as a clinical/hospital athlctic trainer.

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P. ’ .

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposcd rules will create additional lack of access to quality health care for my patients.

As an athlctic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpcricnce, and national certification exam cnsure that my patients receive quality health care, State law and hospital medical professionals have dcemed
mc qualificd to perform these serviees and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fiil therapy positions is widely known throughout the industry. [t is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS secms to have come to these proposed changes without clinical or financial justification, | would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility.

Sincercly,

Jason M. Jenkins, M.S.E., ATC, LAT

CMS-1385-P-9576-Attach-1.DOC

Page 370 0f 2934 August 30 2007 08:35 AM

——msssssssssnmsenae



#ISH,

September 10, 2007

Dear Sir or Madam:

My name is Jason M. Jenkins. I am a certified and licensed athletic trainer in the state of
Texas. I currently am employed at Vernon College in Vernon, TX. I have served as an
athletic trainer for the past 13 years and have worked in a variety of settings, one of
which is that as a clinical/hospital athletic trainer.

I am writing today to voice my opposition to the therapy standards and requirements in
regards to the staffing provisions for rehabilitation in hospitals and facilities proposed in
1385-P.

While I am concemed that these proposed changes to the hospital Conditions of
Participation have not received the proper and usual vetting, I am more concerned that
these proposed rules will create additional lack of access to quality health care for my
patients.

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation
services, which you know is not the same as physical therapy. My education, clinical
experience, and national certification exam ensure that my patients receive quality health
care. State law and hospital medical professionals have deemed me qualified to perform
these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known
throughout the industry. It is irresponsible for CMS, which is supposed to be concerned
with the health of Americans, especially those in rural areas, to further restrict their
ability to receive those services. The flexible current standards of staffing in hospitals
and other rehabilitation facilities are pertinent in ensuring patients receive the best, most
cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial
justification, I would strongly encourage the CMS to consider the recommendations of
those professionals that are tasked with overseeing the day-to-day health care needs of
their patients. I respectfully request that you withdraw the proposed changes related to
hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Jason M. Jenkins, M.S.E., ATC, LAT




CMS-1385-P-9577

Submitter : Dr. Todor Alexandrov Date: 08/28/2007
Organization :  American Society of Anesthesiologists

Category : Physician

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

| am writing to cxpress my strongest support for the proposal to incrcasc anesthesia payments under the 2008 Physician Fee Sehedule. 1 am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undcrvaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which ancsthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia scrvices. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
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CMS-1385-P-9578

Submitter : Mr. Brandon Sawyer Date: 08/28/2007
Organization :  Point Loma Nazarene University

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL
GENERAL

Dear Sir or Madam:

My name is Brandon Sawyer. 1 am a certified athletic trainer. I am currently employed by Point Loma Nazarene University in San Diego, CA. I am the director of
the sports medicine clinic here and an assistant professor. I have been a proud member of the National Athletic Trainers Association sincc 2001 and I have been
practicing as a certified athletic trainer since 2003.

[ am writing today to voice my opposition 1o the therapy standards and requirements in rcgards to the staffing provisions for rchabilitation in hospitals and
facilitics proposcd in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Partieipation have not received the proper and usual vetting, [ am more concerned
that these proposcd rules will create additional lack of access to quality health care for my patients.

As an athlctic traincr, | am qualified to perform physical medicine and rehabilitation scrvices, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my paticnts receive quality health care. State law and hospital medical professionals have deemed
mc qualified to perform these services and these proposcd regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients reccive the best, most cost-effective treatment available.

Sinec CMS scems to have come to these proposed changes without clinical or financial justification, [ would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with oversecing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rchabilitation facility.

Sincercly,

Brandon Sawyer, M.Ed., ATC
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CMS-1385-P-9579

Submitter : Dr. Sundeep Malik Date: 08/28/2007
Organization : Swedish Medical Center
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esg.

Acting Administrator

Centets for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.0.Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)
Decar Ms. Norwalk:

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainabie system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. [ am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation

To ensurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral Register
by fully and immediately implementing the anesthesia conversion factor increase as rccommended by the RUC.

Thank you for your consideration of this serious matter.

Sundeep Malik, MD
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CMS-1385-P-9580

Submitter : Mr. Tom Rostami Date: 08/28/2007
Organization :  San Diego Firefighters Regional Wellness Program

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL
GENERAL
Decar Sir or Madam:

My name is Tom Rostami and 1 am a Certified Athletic Trainer. 1 work at the San Diego Firefighters Regional Wellness Program providing medical care to our
local Fircfighters in San Diego County. We provide everything from exercise perscription, hcalth information and cducation, and injury rehabilitation.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc I am concerned that these proposed changes to the hospital Conditions of Patticipation have not received the proper and usual vetting, 1 am more concerned
that these proposed rules will create additional lack of aecess to quality health care for my patients.

As an athlctic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification cxam ensure that my patients receive quality health care. State law and hospital medical professionals have dcemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerncd with the health of Americans, cspecially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. I respeetfully request that you withdraw
the proposcd changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Tom Rostami, MA, ATC, CSCS
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CMS-1385-P-9581

Submitter : Mr. Anthony Gambill Date: 08/28/2007
Organization:  Fort Wayne Orthopaedics
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

I'am a Certificd Athletic Trainer in Fort Wayne, Indiana and work at the University of St. Francis.

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc ] am concermed that these proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposcd rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, [ am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My cducation,
clinical experience, and national certification exam ensure that my patients reccive quality health care. State law and hospital medical profcssionals have deemed
mc qualificd to perform these scrvices and these proposed regulations attermpt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available,

Sincec CMS scems to have come to these propesed changes without clinical or financial justiftcation, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rchabilitation facility.

Sincerely.

Anthony W. Gambill, ATC, CSCS
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CMS-1385-P-9582

Submitter : Jeremy Ford Date: 08/28/2007
Organization :  Summa Health System
Category : Other Health Care Professional
Issue Areas/Comments
Therapy Standards and
Requirements

Therapy Standards and Requirements

Dcar Sir or Madam:

My name is Jeremy Ford and [ am a certified and licensed athletic trainer in the state of Ohio. Currently, 1 am employed by Summa Health Systems/St. Thomas
Hospital and work in rehabilitation, Physician's offices and with a local high school.

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athlctic traincr, [ am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnee, and national certification cxam ensure that my paticats receive quality health care. State Jaw and hospital medical professionals have decmed
me qualificd to perform thesc scrviees and thesc proposed regulations attempt to circumvent those standards.

The lack of access and workforee shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially thosc in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility.

Sincerely,

Jeremy Ford, AT, LAT

Physician Extender Summa Center for Corporate Health
Athlctic Trainer Summa Center for Sports Health
fordj@summa-hcalth.org

{330) 379-9488
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CMS-1385-P-9583

Submitter : Mr. Eric Bortmas Date: 08/28/2007
Organization :  SportsMedicine GRANT & Orthopaedic Associates
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

My name is Eric Bortmas and [ am a certified athletic trainer for Licking Heights High School in Pataskala, Ohio, a Far East suburb of Columbus. I am
responsible for the healthcare services of approximately 300 athletes in grades 7-12 and with our exponential growth that number will only increase in the next
few ycars. As a graduate of Mount Union College (1998) with a master's degree from Ohio University (2000), 1 feel that my education allows me the capability to
providc quality rchabilitation services to my athletes. 1 am currently beginning my tenth year as a national-certified and state-licenscd athletic trainer, a range of
cxpericnee that allows me to know and understand what works for my athletes with regard to rehabilitation.

1 am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that thcse proposcd rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expcrience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. [ respectfully request that you withdraw
the proposcd changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Eric D. Bortmas MS, ATC, LAT, CSCS
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CMS-1385-P-9584

Submitter : Dr. Mark Symns Date: 08/28/2007
Organization :  Kansas University Medical Center
Category : Physician
Issue Areas/‘Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation-a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing

undcrvaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and [ 'support full implementation of the
RUC s recommendation.

To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor inerease as recommended by the RUC.

Thank you for your consideration of this serious matter.

Dr. Mark Symns
Kansas Univcrsity Medical Center
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CMS-1385-P-9585

Submitter ; Mr. Brian Davis Date: 08/28/2007
Organization :  Albany Orthopedic Center
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL

GENERAL

Dear Sir or Madam:

My name is Brian Davis. [ am a certified athletic trainer that works in an orthopedic clinic that covers local high schools. I received my education from Valdosta
State University with a BS in Athletic Training and also a teaching certificate in Health and Physical Education. I am also licensed to practice athletic training in
the state of Georgia.

1 am writing today to voice my opposition to the therapy standards and requircments in regards to the staffing provisions for rchabilitation in hospitals and
facilitics proposed in 1385-P.

While I am concerned that thesc proposed changes to the hospital Conditions of Participation have not reccived the proper and usual vetting, I am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification exam ensure that my patients receive quality health care, State law and hospital medical professionals bave deemed
me qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. Itis irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients reccive the best, most cost-¢ffective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,
Brian D Davis, ATC, LAT
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CMS-1385-P-9586

Submitter : Mr. Dustin Luepker Date: 08/28/2007
Organization:  Professional Baseball
Category : Other Health Care Professional

Issue Areas/fComments

GENERAL
GENERAL

Dear Sir or Madam:
My name is Dustin Luepker, and I am an athletic trainer in a professional baseball organization. | have a Bachelor s of Science, Master's Degree in Exercise

Science, and I am certified by the National Athletic Trainers Association. Ionly work with professional athletes, but I feel this proposed rule change will impact
my profession.

[ am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in [385-P.

While I am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposcd rules will create additional Jack of access to quality health care for my patients.

As an athictic traincr, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-cffective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those profcssionals that are tasked with overseeing the day-to-day health carc needs of their patients. 1 respectfully request that you withdraw
the proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Dustin Lucpker M.ED, ATC
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CMS-1385-P-9587

Submitter : Date: 08/28/2007
Organization :
Category : Physical Therapist

Issue Areas/Comments
GENERAL
GENERAL

Physician owned practices are more and more prevelent and make it impossible for privately owned practitioners to compete. 1 have had physicians look me in the
facc and say, "Why would | refer patients to you when 1 have my own therapy and will make money from referring there? No matter how hard I work to provide
excellent service, I still can't get the referral which is required by 90% of the insurance companies in my state. Where is the incentive to become a better
pratitioner, when this is not what motivates the physician to refer? All [ ask is that | can compcte with my colleagues on a level playing field. lsn't this what frec
enterprisc and the American way is all about? Whether physicians own all or less than half of a PT practice, there is still financial incentive for them to refer to an
cntity that they will profit from.

1 know physicians who arc starting up MRI busincsses simply to recapture revenue that they know they will lose from their orthopedic practices over the next 10
ycars. It makes sensc that they will use physical therapy ownership for the same purpose and likely already are.

I had a therapist that once worked for me in an outpatient private practice setting, who left to work for a physician owned practice simply because he did not want
to have to work so hard to get referrals. In talking with him now, he has accomplished his goal as he does not do any marketing to get patients as that group of
physicians refers everything to their own therapy clinic. [ have even had patients that live in the town | work in, who are told to drive 20-30 miles to go in to

their clinic, 2-3 times per week. How is this good for the patient?

It scems obvious to me that allowing physical therapy services to take place in a physician's office where they own the practice and pratitioners is unethical or at
Icast opens the door for those who arce unethical. 1 was taught in PT sehool that the laws were written to protect those who are least capable of protecting
themsclves and to protect the public from those who have opportunity to do the most harm. This certainly seems like an opportunity to protect the public from
inadcquate healthcare, from fraud and overuse of medical services and to protect private practice owners from unfair competition.

Plcase act on our behalf to protect the public by changing the Stark legislation to eliminate the loopholes that allow physieian owned physical therapy practices.

Thank you.
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CMS-1385-P-9588

Submitter : Dr. Bret Shipley Date: 08/28/2007
Organization :  Dr. Bret Shipley
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re¢: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia serviees stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. | am plcased that the Agency accepted this recommendation in its proposed rule, and | support full implementation of the

RUC s recommendation.

To cnsure that our paticnts have access to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter
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CMS-1385-P-9589

Submitter : Ronald Shepherd Date: 08/28/2007
Organization : Ronald Shepherd

Category ; Physician

Issue Areas/Comments

Technical Corrections

Technical Corrections

Centers for Medicare and Medicaid Services
Department of Health and Human Scrvices
Attention: CMS-1385-P

PO Box 8018

Baltimorc, Maryland 21244-8018

Re: TECHNICAL CORRECTIONS

The proposcd rulc dated July 12th containcd an item under the technical corrections section calling for the current regulation that permits a beneficiary to be
rcimburscd by Mcdicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 1am
writing in strong opposition to this proposal.

Whilc subluxation does not need to be detected by an X-ray, in some cases the patient clinically will requirc an X-ray to identify a subluxation or to rule out any
"red flags," or to also determine diagnosis and treatment options. X-rays may also be required to help determine the need for further diagnostic testing, i.c. MRI
or for a referral to the appropriate specialist.

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to
another provider (orthopedist or rhcumatologist, ctc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resourccs
scniors may choosc to forge X-rays and thus needed treatment. If treatment is delayed illnesses that could be life threatening may not be discovered. Simply put,
it is the paticnt that will suffer as result of this proposal.

I'strongly urge you to tablc this proposal. These X-rays, if needed, arc integral to the overall treatment plan of Medicare patients and, again, it is ultimately the
paticnt that will suffcr should this proposal become standing reguiation.

Sincercly,

Dr. Ronald G Shepherd
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CMS-1385-P-9590

Submitter : Dr. Matthew Kutz Date: 08/28/2007
Organization :  Texas State University
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:
I 'am Dr. Matthew Kutz and am also a Certified Athletic Trainer and have been for 15 years.

| am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rchabilitation in hospitals and
facilities proposcd in 1385-P.

While I am conccrned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will create additional fack of access to quality health care for my patients.

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expericnee, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerncd with the health of Americans, especially those in rural arcas, to further restriet their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients reeeive the best, most cost-effective treatment available.

Sincc CMS sccms to have come to these proposed changes without clinieal or financial justification, I would strongly encourage the CMS to consider the
recommendations of thosc professionals that arc tasked with overseeing the day-to-day health care needs of their patients, 1 respectfully request that you withdraw
the proposcd changes rclated to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rehabilitation facility.

Sincerely,

Matthew R, Kutz, Ph.D., ATC, LAT, CSCS
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CMS-1385-P-9591

Submitter : Mr. Leander Walker Date: 08/28/2007
Organization :  Yukon Public Schools
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL
Dear Sir or Madam:

My name is Leander Walker. 1am a high school teacher and Head Athletic Traincr in my home state of Oklahoma. I am a recent graduate of Southwestern
Oklahoma Statc University.

lam writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rchabilitation in hospitals and
facilitics proposcd in 1385-P,

Whilc 1am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am morc concerned
that these proposed rules will create additional lack of access to quality health carc for my patients.

As an athletic trainer, [ am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericncce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to pcrform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, | would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. | respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

W. Leander Walker, ATC
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CMS-1385-P-9592

Submitter : Dr. jimmy wu Date: 08/28/2007
Organization : Dr. jimmy wu

Category : Physician

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 physician fee schedule. Current medicare payment
simply docs not cover our cost to do anesthesia. Thank you for the consideration.
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CMS-1385-P-9593

Submitter : Dr. Joe Lin Date: 08/28/2007
Organjzation:  Joe C Lin MD PA
Category : Physician
Issue Areas/‘Comments
GENERAL
GENERAL

Lcslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

1 am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

‘When the RBRV'S was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the ancsthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4 00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. [ am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensure that our paticnts have access to cxpert anesthesiology medieal care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-9594

Submitter : Mr. Xristos Gaglias Date: 08/28/2007
Organization :  Stony Brook University
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:
My name is Xristos Gaglias. I have worked both clinically and taught in the Athletic Training profession for the last eighteen years.

1 am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While | am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medicai professionals have deemed
me qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural arcas, to further restriet their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Xristos K. Gaglias, MA, ATC

Curriculum Dircctor/Assistant Professor
Athlctic Training Education Program

School of Health Technology & Management
Stony Brook University

Stony Brook, NY 11794-3500

(631) 632-7255 - Office

(631) 632-7210- Fax

'One mark of genuine learning is the ability to live comfortably, and intelligently, with the fact that we can't possibly know all there is in the world. Learning is
not without risk, there is always more to be lcamed. But it is a glorious risk. The only time the risk becomes fierce and unacceptable is when one seeks to avert
it.'" -Noman Cousins
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CMS-1385-P-9595

Submitter : Dr, Jeffrey Uppington : Date: 08/28/2007
Organization :  UC Davis Medical Center
Category : Critical Access Hospital

Issue Areas/Comments
GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Mcdicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

I 'am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Mcdicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would resuit in an increase of nearly $4.00 per anesthesia unit and serve as 2 major step forward in correcting the long-standing
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
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CMS-1385-P-9596

Submitter : Dr. Cecilia Nashatizadeh Date: 08/28/2007
Organization:  University of Kansas
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Revicw)
Decar Ms. Norwalk:

J am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
recognized the gross undervatuation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC rccommended that CMS increase the ancsthesia conversion factor to offset a calculated 32 percent work
undervaluation-a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsure that our patients havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Dr. Cecilia R. Nashatizadch, MD
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CMS-1385-P-9597

Submitter : Dr. Daniel Janik Date: 08/28/2007
Organization :  University of Colorado at Denver and Health Scienc
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltirmore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)
Dcar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. [ am grateful that CMS has
recognizcd the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia carc, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS ook effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of carning for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS inerease the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation 2 move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. Iam pleased that the Agency accepted this recommendation in its proposed rule, and [ support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

[ also feel it important to note the need for reform of the Anesthesiology Teaching Rule which penalizes anesthesiologists in academic institutions thereby
jcapordizing the future of anesthesia care in this country. It is hard to believe that CMS has selected a single specialty for treatment in this manner and exempted
all others.

Thank you for your considcration of thesc serious matters.
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CMS-1385-P-9598

Submitter : Dr. Dale Fluegel Date: 08/28/2007
Organization : Dr. Dale Fluegel
Category : Chirepractor
Issue Areas/Comments
GENERAL
-GENERAL

To rejeet reembursement for chiropractic x-ray orders via secondary physician signiture is a disservice to the senior population. It leaves them at a disadvantage for
chiropractic care financially as well as for personal health risk. Patients of chiropractic should have and need to have equal coverage for x-rays ordered by all health
care providers. [ scc no restrictions on PA's or nurse practitioners, or medical physicians orders for x-ray. Chiropractic doctors also need this information

cspecially for the fact that they do manipulation of the osseous structures unlike the other primary providers. Chiropractors need to be able to order and have
coverage for our scnior pepulation to rule out and cvaluate the same conditions that ail primary providers are concerned with and not just for evaluation of
subluxation. Its timc that cveryone wakes up to the fact that chiropractic is a primary portal for health care in this country and needs the same privilages for their
paticnts to assurc optimal safc carc that every patient should have the right to have, every provider should be allowed to give and have coverage for. Don't
disadvantage our scniors.
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CMS-1385-P-9599

Submitter : Dr. Christopher Mart Date: 08/28/2007
Organization :  University of Utah

Category : Physician

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review

Dear CMS:

lam writing regarding the proposed change to eliminate CPT 93325 (Dopplcr Color Flow Mapping) and bundle this code into other echocardiography CPT
codes. As a cardiac specialist caring for patients with congenital heart discasc, this is of particular concern to me for a number of reasons.

1 do not believe the appropriate process has been followed with respect to this proposed change. After significant intcraction and rescarch between the Relative
Value Scale Update Commitiee (RUC) and the appropriate specialty soeicties (ACC and ASE), the CPT editorial pane! has recommended that a new code be
established that would bundlc the 93325 with the 93307 to be implemented on January 1, 2009. The RUC is scheduled to evaluate the recommended relevant
work and practice expense for the new code at its upcoming meeting. The CPT cditorial panel did not recommend that other echo codes be bundled as well with
the 93325. Because the actions of CMS are contrary to the normal process for such changes and the resultant compressed timeframe, the specialty societics have
not been able to effectively work with their membership to evaluate the proposed change in & reasoned, methodical manner (something that is in the interests of all
parties).

Importantly, there is no proposed change to the RVUs of the codes with which 93325 will be bundled. The proposal would simply eliminate reimbursement for
CPT 93325, yet the amount of work performed and time spent by the physician for this scrvice will remain the same.

Color Doppler is typically performed in conjunction with 2D echo to define structural and dynamic abnormalities as a clue to flow aberrations and to provide
intcrnal anatomic landmarks neccssary for positioning the Doppler cursor to record cardiovascular blood flow velocitics. The performance of echo in patients with
congcnital anomalies is unique in that it is frequently neccssary to use color Doppler (93325) for diagnostic purposes and it forms the basis for subsequent clinical
managcment decisions. CPT Assistant in 1997 references the uniqueness of the 93325 code for the pediatric population stating that color Doppler is "& even more
critical in the nconatal period when rapid changes in pressure in the pulmonary circuit can cause significant blood flow changes, reversals of fetal shunts and
delayed adaptation to neonatal fife.” There are many other complex anatomic and physiologic issues that we as cardiac specialists face on a daily basis when
performing cchos on paticnts with complex heart disease. Color Doppler imaging is a critically important part of many of these studies, requiring additional time
and expertisc from both the sonographer and the cardiologist interpreting the study. Bundling 93325 with other echo codes does not take into account this
additional time, cffort, and cxpertise. I am concemned that this change would adversely impact access to care for cardiology paticnts with congenital cardiac
malformations. Programs caring for this select patient population do so not only for those with the resources to afford private insurance, but also, to a large extent,
to paticnts covered by Medicaid or with no coverage at all. Because a key impact of this change will be to reduce reimbursement for congenital cardiac services
across all payor groups, the resources available today that allow us to support programs that provide this much-needed care to our patients will not be sufficient to
continu¢ to do so should the proposed bundling of 93325 with other echo codes be implemented.

1 strongly urge CMS to withdraw the proposed change with respect to bundling 93325 with other cardiology echo codes until such time as an appropriate review
of all related issucs can be performed, working within the prescribed process and timeframe, in order to achieve the most appropriate solution.

Sincerely,

Christopher R. Mart, M.D.
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CMS-1385-P-9600

Submitter : Dr. Anthony Edelman Date: 08/28/2007
Organization:  Dr. Anthony Edelman
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
- Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)

Decar Ms. Norwalk:

[ am writing to express my stirongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with dispropottionatcly high Mcdicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS incrcasc the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia serviccs. Iam plcased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsure that our patients have access to expert ancsthesiology medical carc, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia eonversion factor increasc as recommended by the RUC.

Thank you for your consideration of this serious matter.
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Submitter : Dr. Jeffrey Hamilton, M.D.
Organization:  Anesthesiology Services Network, Ltd.
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

Leslic Norwalk, Esq.

Acting Administrator

Center for Mcdicare and Medicaid Services
Attention: CMS-1385-p

P.O. Box 8018

Baltimore, Maryland 21244-8018

CMS-1385-P-9601

Date: 08/28/2007

I am writing to express my support for e increase in the anesthesia payment schedule. For years, anesthesia services have been undervalued by CMS. Your
proposed increase is certainly a step in the right direction to rectify this ongoing oversight. This measure will work to provide proper incentive for practitioners to
be involved in providing services to CMS beneficiaries. As the population continues to age and require more services it is very important that CMS reviews and
modifics payment schedules further guaranteeing access to care for America's CMS beneficiaries.

Thank You,

Jeffrcy L. Hamilton, M.D.
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CMS-1385-P-9602

Submitter : chris ryen Date: 08/28/2007
Organization :  american society of anethesiologists

Category : Government

Issue Areas/Comments

GENERAL
GENERAL

This is a very important increase that needs to be made for anesthesiologists. Medicare has struggled in the past and now is the time for it to pull through and
support thosc physicians that are such a vital part of the healthcare system.
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CMS-1385-P-9603

Submitter : Mr. Roland Schmidt Date: 08/28/2007
Organization :  Bellin Health Sports Medicine
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My name is Roland Schmidt. Tam a Certified and Licensed Athletic Trainer in the state of Wisconsin. I am certificd nationally through the NATA Board of
Certification and liccnsed as a medical profcssional in this state. I am very active in our health carc organization. I serve as an outreach athletic trainer to two rural
cornmunitics in Northeast Wisconsin as wcll as work sidc by side with our physicians as a physician extender in our clinics. 1am a highly qualified medical
profcssional who is capable of performing injury assessments, providing injury prevention, as well as performing physical medicine and rehabilitation services to
those that are injurcd. 1 have been trained and educated, and must maintain continuing education, in each of these arcas.

T am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

Whilc I am concemed that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athictic traincr, [ am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients reccive quality health carc. State law and hospital medical professionals have deemed
me qualificd to perform these services and these proposed regulations attemnpt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concemcd with the health of Americans, especially those i rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective trcatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, [ would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health carc needs of their patients. I respectfully request that you withdraw

the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,
Roland J. Schmidt LAT, ATC
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CMS-1385-P-9604

Submitter : Miss. Katie Topmiller Date: 08/28/2007
Organization:  NevaCare Rehabilitation

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL

GENERAL

Dear Sir or Madam:

I am a certificd athlctic trainer that is employed at a physical therapy company and am also contracted out to a high school for the health care of their student
athlctes. [ obtained a Bachelor's of Scicnce in Education from the University of Cincinnati, passed the required NATA-BOC cerification examination, and state
liscensure in order to practicc athletic traming. Ialso renew my certification and liscensure cvery year by atiending continuing education.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that thesc proposcd rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, ] am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expericnce, and national certification exam ensure that my paticnts receive quality health care. State law and hospital medical professnonals have deemed
mec qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is mesponsnble for CMS, which is supposed to be
concerncd with the health of Americans, especially thosc in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients reccive the best, most cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Katie Topmillcr, ATC/L
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CMS-1385-P-9605

Submitter : Milo Sini Date: 08/28/2007
Organization : Select Physical Therapy/HW High School
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL

GENERAL
Dcar Sir or Madam:

1 am currcntly cmployced by a Physcial Therapy Clinic and a secondary High School. With a team of experts and MDs [ help in providing optimal healthcare and
supcrvision of rchbilitative services to medicare, worker's compensation, general population and student-athletes. For those of you not familiar with our practices
and profcssion, duc to lack of subjective knowledge on your part, the benefits that we provide in to the global healtcare system is plus. It would scem to me that
providing top quality care to the injured and recovering would be the government's goal and not impeding quality care!

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rchabilitation in hospitals and
facilities proposcd in 1385-P.

While I am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposed rules will crcate additional lack of access to quality health care for my patients.

As an athictic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnee, and national certification cxam ensurc that my paticnts receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The Jack of access and workforce shortage to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, cspecially thosc in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS secms to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,
Milo Sint ATC; PTA; CSCS
Impact

Impact
Dcar Sir or Madam:

I am an Athlctic Traincr that works both in a Physical Therapy Clinic that provides Medicare care and the High School setting where ] am part of a sports
mcdicine tcam providing care to student-athletes.

1 am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

While T am concemned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am more concerned
that thesce proposcd rules will create additional lack of access to quality health care for my paticnts.

As an athletic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have decmed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concemed with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible currcnt standards of
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,
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CMS-1385-P-9605

Milo Sini, ATC; PTA; CSCS
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CMS-1385-P-9606

Submitter : Mr. Brett Smith Date: 08/28/2007
Organization :  York Physical Therapy
Category : Physical Therapist
Issue Areas/Comments
Therapy Standards and
Requirements

Therapy Standards and Requirements

My name is Brett Smith and 1 practice Physical Therapy and Athletic Training in York, NE. I am a licensed Physical Therapist and Athletic Trainer in NE. T have
taught at three differcnt colleges in the area of athletic training and also serve as a clinical instructor for Physical Therapy students. | am writing to support the
therapy standards and requircments in regards to the staffing provisions for rehabilitation in hospitals and facilittes proposed in 1385-P. There is a significant
differencc in the extent of didactic and clinical requirements between a licensed Physical Therapist and a licensed Athletic Trainer. Being licensed in both areas and
having worked with many students from both professions, I believe I can accurately speak regarding the educational requirements, clinical training, skills and the
overall ability to safcly and effectively assess and treat the public at large. Although, 1 believe, athletic training has an important role in the area of sports medicine
with working in the training room of schools and athletic field environments they do not possess the educational backround and training to work in other
situations, It is misleading and a disservice to the public when they are receiving "rehabiltation services" from an unqualified individual. The public at large has no
idea of the educational or clinical backround required for these professions. One of the reasons that the athletic training profession is trying to argue these therapy
standards and requirements be withdrawn is that "this would create additional lack of access to quality health care.” The fact remains that the athletic training
profcssion doesn't possess the educational standards and requirements to provide these services. Even if there were a shortage which in my opinion there isn't, you
don't allow somcone unqualificd to provide a service. If a hospital needed a surgeon because they couldn't fill a position does that mean I should be able to do
surgery because I have a general idea of what should be done? I practice in a rural setting where one might think that there could be a "potential lack of access" for
the public which is NOT true and the availabilty for services is even more abundant in the urban setting. 1 would think that it's the responsibility of thc CMS is

to ensurg the safcy of individuals, protect the public and make sure duly qualified individuals are providing appropriate services. The lack of access and workforce
shortage is NOT a problem but having unqualified individuals provide scrvices certginly would be a problem. I ask you to proceed with the proposed changes
rclated to hospitals, rural clinics and any Medicare Part A or B hospital of rehabilitation facility in 1385-P. Sincerely, Brett I Smith, M.S., P.T., A T.C.
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Submitter : Mr. William Keller
Organization:  Ochsner
Category : Other Health Care Professional
Issue Areas/Comments

GENERAL

GENERAL

Sce Attachment
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Dear Sir or Madam:

My name is William J. Keller and I am an ATC (Athletic Trainer ~ Certifted). I
work for the Sports Medicine Department at Ochsner Medical Center in New Orleans,
Louisiana. The Sports Medicine Department currently employ’s 25 ATC’s that over see’s
35 high schools and middle schools that have athletics, 6 colleges that have athletics and
4 professional teams. Although I do not know the exact number of athletes that we cover,
I would be comfortable stating that we provide professional health care services to tens of
thousands of athletes in the New Orleans metro area. With the athletes that I over see at
the college and high school level I make sure that they get the proper health care that they
need for the injury that they have. I also make sure that my athletes understand the
importance of eating healthy and taking care of their bodies. As an ATC, I am a graduate
of a college institution that has been credited by the Commission on Accreditation of
Allied Health Education Programs (CAAHEP) which allows me to take the National
Athletic Trainers’ Association Board of Certification Examination (BOC). CAAHEP and
BOC insure that as an ATC, I have the knowledge and skills to perform the duties of an
athletic trainer. I am also a Licensed Athletic Trainer in the state of Louisiana.

I am writing today to voice my opposition to the therapy standards and
requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of
Participation have not received the proper and usual vetting, I am more concemed that
these proposed rules will create additional lack of access to quality health care for my
patients.

As an athletic trainer, I am qualified to perform physical medicine and
rehabilitation services, which you know is not the same as physical therapy. My
education, clinical experience, and national certification exam ensure that my patients
receive quality health care. State law and hospital medical professionals have deemed me
qualified to perform these services and these proposed regulations attempt to circumvent
those standards.

The lack of access and workforce shortage to fill therapy positions is widely
known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict
their ability to receive those services. The flexible current standards of staffing in
hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the
best, most cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or
financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day
health care needs of their patients. I respectfully request that you withdraw the proposed
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changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or
rehabilitation facility.

Sincerely,

William J. Keller ATC, LAT




CMS-1385-P-9608

Submitter : Ms. Mary Donahue Date: 08/28/2007
Organization :  Henry ford Hospital and Health Care Network
Category : Physical Therapist
Issue Areas/Comments
GENERAL
GENERAL

August 28, 2007

Dear Sir or Madam:

! am a certified Athletic Trainer and licensed Physical Therapist in the state of Michigan. | have been working in a large hospital based out-paticnt physical
therapy clinic for the past 17 years. | am also the supervisor of the clinic. I am writing today to voice my opposition to the therapy standards and requirements in
regards to the staffing provisions for rehabilitation in hospitals and facilities proposed in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concemed
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnee, and national certification cxam cnsure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these scrvices and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concemed with the health of Americans, especially those in rural areas, to further testrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day to day health care needs of their patients. | respectfully request that you withdraw
the proposcd changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Mary L Donahue, MEd, ATC, PT

Henry Ford Hospital and Health Carc Network
Center for Athletic Medicine Rehabilitation Services
6525 Scecond Ave

Detroit, M! 48202

Mdonahul @hths.org
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CMS-1385-P-9609

Submitter : Date: 08/28/2007
Organization :

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

As a physical therapist, I have scen from physicians who now own their own therapy clinics how their referral process has changed. 1 used to see PT 3x/week for 4
weeks on their referrals. Now I have had patients come to my clinic who were referred to the physician owned clinic having scripts Sx/week for the same diagnosis
and the paticnt has cven had a script to see on OT for the same problem.

Physicians havc also stopped patients from coming to my clinic, even though the patients were improving, and basically forced them to attend their clinic. 1 have
also had physicians refuse to sign a prescription for patients to come to my clinic if the MD had his own clinic. On one occasion, the insurance company
authorized me to go through the primary care MD to get the referral signed even though the primary MD was no the referring MD. I have also had patients
attempt to come to my clinic after being seen in an MD PT clinic that ran out the patients benefits, even though the patient did not make any significant change in
status after months of therapy.

Therefore, I feel that in office physical therapy should be removed from an in house ancillary service in the MD officcs.
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CMS-1385-P-9611

Submitter : Mr. Paul Newman Date: 08/28/2007
Organization : Athletes in Action
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

[ am a certificd athlctic trainer with 23 ycars of experience in my ficld. [ have 21 years of experience werking full-time in the collcge athletic setting providing
hcalth carc to NCAA Division One student-athletes. [ was blessed to represent my country as part of the United States sports medicine team at the 1994
Lilliechammer Winter Olympics and volunteered at the 1996 Atlanta Summer Olympics as a host Athletic Trainer. 1 graduated from the University of Florida and |
have a Masters Degree in Exercisc Science from Louisiana State University.

Currently, 1 am working to assist other countries in the design and cducation of their sports medicine programs for their physically active population. [have
traveled through sports to over 17 countries during my career and have been blessed to have exchanged ideas and knowledge with colleagucs in many of these
countrics and lcetured in some on the subject of sports medicinc and healthcare for a physically active population. 1n every instance 1 have sought to promote the
cooperative cffort of diffcrent health carc professionals as being the key to a proper system of medicine for the physically active population. It is imperative that
the paticnt have access to a variety of opinions and skilled professionals in order to make informed health care deeisions. We have a health carc system that is not
perfect but is well respected throughout the world. Yet, today [ am troubled becausc I belicve that these proposed changes will have a detrimental effect on
healthcarc to the active population in the United States.

1 am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

While T am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will create additional lack of acecss to quality health care for my patients.

As an athletic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposcd regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural arcas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly cncourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their paticnts. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicarc Part A or B hospital or rchabilitation facility.

Sincerely,

Pauil Newman, MS, ATC
Mobile, AL
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CMS-1385-P-9617

Submitter : Mr. James Scates Date: 08/28/2007
Organization:  Campbell Clinic Physical Therapy
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My namc is James Scates. 1am the Sports Medicine Outreach Coordinator with Campbell Clinic Sports Medicine within the Physical Therapy department. We
currcntly provide certified athletic trainers to area high schools and also perform rchabilitation services within the clinic. Our education level ranges from BS to
MS dcgrecs and maintain a national certification with NATA.

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While | am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, | am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athictic trainer, I am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education,
clinical expcrience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemcd
mc qualificd to perform thesc services and these proposcd regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerncd with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes relatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

James C. Scatcs, ATC/LAT
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CMS-1385-P-9618

Submitter : Miss. Victoria Manis Date: 08/28/2007
Organization:  Waesley College
Category : Other Health Care Professional

Issue Areas/Comments

GENERAL

GENERAL

Decar Sir or Madam:

Hello, my name is Victoria Manis and I am an Athletic Training Graduate Assistant at Wesley College in Dover, DE. I received my Bachelors in Athletic
Training in 2006 from Marshall University, am working on a Masters in Business Administration at Wesley College, and am a Certified Athletic Trainer.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

While I am concerncd that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposcd rules will create additional lack of access to quality health care for my paticnts.

As an athlctic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnee, and nationa) certification cxam ensure that my patients receive quality health care. State law and hospital medical professionals have deemcd
mc qualificd to perform thesc services and these proposed regulations attempt te circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive thosc services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their paticnts. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Victoria Manis, ATC

Page 413 of 2934 August 30 2007 08:35 AM



CMS-1385-P-9619

Submitter : William Blackshear Date: 08/28/2007
Organization : William Blackshear
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. [ am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthesia services. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensure that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion faetor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-9620

Submitter : Ms. Kristi Weidner-Rawlings Date: 08/28/2007

Organization:  Crawford Memorial Hospital
Category : Other Health Care Professional
Issue Areas/Comments

Therapy Standards and

Requirements

Therapy Standards and Requirements
Dear Sir or Madam:

My name is Kristi Weidner-Rawlings MS, ATC. 1 have worked as a Certified Athletic Trainer for the past six years. | currently work for a rural hospital
providing medical covcrage for three high school and lead geriatric exercise programs.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc | am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposcd rulcs will create additional lack of access to quality health care for my patients.

As an athlctic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinicai expcricnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care nceds of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Kristi Weidner-Rawlings, MS,ATC

Page 415 0f 2934 August 302007 08:35 AM



CMS-1385-P-9621

Submitter : Dr. Scott Brinkmeyer Date: 08/28/2007
Organization:  Western Pennsylvania Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sec Attachment
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O.Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia
payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking
steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care,
mostly due to significant undervaluation of anesthesia work compared to other physician
services. Today, more than a decade since the RBRVS took effect, Medicare payment
for anesthesia services stands at just $16.19 per unit. This amount does not cover the cost
of caring for our nation’s seniors, and is creating an unsustainable system in which
anesthesiologists are being forced away from areas with disproportionately high
Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase
the anesthesia conversion factor to offset a calculated 32 percent work undervaluation—a
move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a
major step forward in correcting the long-standing undervaluation of anesthesia services.
I am pleased that the Agency accepted this recommendation in its proposed rule, and I
support full implementation of the RUC’s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is
imperative that CMS follow through with the proposal in the Federal Register by fully
and immediately implementing the anesthesia conversion factor increase as
recommended by the RUC.

Thank you for your consideration of this serious matter.

Scott D. Brinkmeyer, D.O.
Pittsburgh, PA



CMS-1385-P-9622

Submitter : Dr. John Dooley Date: 08/28/2007
Organization:  Anesthesia & Pain Consultants, P.C.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

August 28, 2007

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthcsia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

['am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. 1am plcased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fuily and immediatcly implcmenting the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Sinccrely,

John B. Dooley, M.D.
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CMS-1385-P-9623

Submitter : Mr. Christopher Fedor Date: 08/28/2007

Organization : Mr. Christopher Fedor
Category : Other Health Care Professional
ls'sue Areas/Comments

GENERAL

GENERAL

Dcar Sir or Madam:

1 am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposcd rules will create additional lack of access to quality health care for my patients.

As an athlctic trainer, | am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expcrience, and national certification exam cnsure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other tehabilitation facilities are pertinent in ensuring patients receive the best, most cost-cffective treatment available.

Sincc CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Christopher Fedor, M.Ed., ATC, LAT
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CMS-1385-P-9624

Submitter : Dr. Jacinto Marquez Date: 08/28/2007
Organization :  ASA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthcsia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

1 am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthcsia services. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-9625

Submitter : Mr. Naoto Horiguchi Date: 08/28/2007
Organization:  Mendocino College

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL
GENERAL

Dear Sir or Madam:

My Name is Naoto Horiguchi. I am a full time athlete tic trainer and part time instructor at Mendocino College in California.
| am writing today to voice my opposition to the therapy standards and requirements in rcgards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc [ am concerned that these proposed changcs to the hospital Conditions of Participation have not received the proper and usual vetting, | am more concerncd
that thcse proposcd rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxperience, and national certification cxam ensurc that my patients receive quality health care. State law and hospital medical professionals have dcemed
mgc qualificd to pcrform these services and these proposcd regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexiblc current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. [ respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercely,

Naoto Horiguchi, ATC
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CMS-1385-P-9626

Submitter : Dr. Paul Goehner Date: 08/28/2007
Organization:  Dr. Paul Goehner

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention; CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthcsia Coding (Part of 5-Ycar Revicw)
Dcar Ms. Norwalk:

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. 1am pleased that thc Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Paul Goehner, M.D.
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CMS-1385-P-9627

Submitter : Mrs. Catherine Jacobsen Date: 08/28/2007
Organization:  Mrs. Catherine Jacobsen
Category : Other Practitioner
Issue Areas/Comments
GENERAL
GENERAL

Decar Sir or Madam:

1 am a certified athletic trainer currently working at a California High School. I have a master s degree in sports healthcare, have been certified since 1995 and
teach CPR and First Aid. 1 have on a number of occasions worked in hospital outpatient therapy clinics and find it very appalling that the CMS has deemed that 1
am no longer qualified especially when you consider the lack of clinical or financial justification.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

While I am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposcd rules will create additional lack of access to quality health care for my patients.

As an athlctic tramer, I am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education,
clinical cxperience, and national certification cxam ensure that my patients reccive quality health carc. State law and hospital medical professionals have dcemed
me qualificd to perform thesc services and these proposed reguliations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsibie for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilitics are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccrely,

Cathcrine Jacobsen, MS, ATC
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CMS-1385-P-9628

Submitter : Mr. Tommy Spinks Date: 08/28/2007
Organization:  Toccoa Clinic
Category : Other Health Care Professional
Issue Areas/Comments
Therapy Standards and
Requirements

Therapy Standards and Requirements
Dcar Sir/Madam:
I am a certified athletic traincr that has been performing rehabilitation to people of all ages for 18 years.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

Whilc 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am more concerned
that these proposed niles will create additional lack of access to quality health care for my patients.

As an athlctic traincr, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposcd changes without clinical or financial justification, | would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. [ respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,
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CMS-1385-P-9629

Submitter : Mr. Michael Seger Date: 08/28/2007
Organization :  Grandville High School
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

My name is Michael Seger and T am currently a full-time athletic trainer for Grandville Public High School. Ihold a BS degree from Alma College, Licensed as
an EMT-B,and an ACI for GVSU.

1 am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc T am concerned that these proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that thesc proposcd rulcs will creatc additional lack of access to quality hcalth care for my patients.

As an athlctic traincr, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericncc, and national ccrtification exam ensurc that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
recommcendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposcd changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Michacl A Scger,BS,EMT-B,ATC ACI
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CMS-1385-P-9630

Submitter : Dr. Andrew Schafer Date: 08/28/2007
Organization:  American Society of Hematology
Category : Health Care Provider/Association

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review

In this proposed rule, CMS announces that the Five-Year Review Work Adjuster will increase from -10.1% to -11.8%. ASH recommends that CMS eliminate
the work adjuster. While cognizant of the legal requirement to adjust for budget neutrality when changes in relative values cause projected expenditures to change
by morc than $20 million, the Society believes that adjustments for budget neutrality should be applied to the conversion factor rather than to all work relative
valucs. »

Factors in favor of eliminating the work adjuster include:

1. It would minimize confusion on the part of other payers whose payments are based on the Medicare Relative Value Scale.

2. Tt would make the fee schedule more transparent and understandable to physicians and members of the public.

3. It would mitigate adverse impact on the values for evaluation and management services. The increases in the work values for E/M services achieved through the
3rd five ycar review were substantially diluted by the reduction in work values for 2007 and by the further reduction proposed for 2008.

4. It would bc more consistent with thc manner in which budget neutrality has been maintained throughout most of the history of the physician fee schedule.

For all of these reasons, and considering that the budgetary impact is identical, ASH strongly recommends that CMS eliminate the separate work adjustment and
providc for budgct neutrality by adjusting the conversion factor.

Coding-- Payment For IVIG
Add-On Code

Coding-- Payment For IVIG Add-On Code

ASH applauds CMS' decision to continue the additional payment for the administration of Intravenous Immune Globulin (IVIG). This decision applies to 2008
only. Bascd on informal rcports from our members, we understand that users of IVIG are still experiencing difficulties in obtaining the appropriate product at the
allowcd payment ratcs. Even though the addition of the add-on payment does not make the reimbursement for IVIG whole, ASH requests that CMS continue this
paymcnt in ycars after 2008 until therc is hard evidencc that the marketplace is more stable than is currently the case.

Drug Compendia

Drug Compendia

ASH continucs to support the use of designated compendia in determining the acceptability of off-label uses of drugs in anti-cancer chemotherapy. However the
Socicty belicves that jocal carricrs should retain the flexibility to approvc such off-label uses of drugs whether or not they are listed in an approved compendium.
As is noted in the rule, hematologists and medical oncologists do not rely solely on published compendia in determining drug treatment but may also use
published guidelines, clinical trial protocols and, on occasion, consuitation with peers. This should be donc only when medically necessary, i.e. when a
malignancy is resistant to standard treatment or when a particular drug protocol is not appropriate for a particular patient and there is reason to believe that the off-
label drug is morc likcly to be efficacious or better tolerated.

TRHCA--Section 101(d): PAQ1

TRHCA--Section 101(d): PAQI

ASH is understandably concerncd about the potential 9.9 percent reduction in the conversion factor for 2008 that resuits from the impact of the Sustainablc Growth
Ratc (SGR) systcm. Whilc the Congress may intervene to enact a positive update for 2008, the law authorizes CMS to use the $1.35 billion from the Physician
Assistancc and Quality Initiative (PAQI) Fund to lessen the reduction in the conversion factor if the Congress does not intervenc. Thus far CMS plans to use

thosc funds for incentive payments under the Physician Quality Reporting Initiative (PQRI) for 2008 services.

ASH remains an active supporter of the PQRI program. Quality indicators developed by ASH were among the initial menu of PQRI indicators published by
CMS in January 2007 and will also be included in the 2008 program. However, in the cvent that legislative relief on the conversion factor reduction is not
forthcoming, ASH urges CMS to redirect the PAQ! funds toward lessening the draconian impact of SGR on payment for ail physicians instead of using them for
bonus payments to a minority of physicians. '

TRHCA-Section 110: Anemia
Quality Indicators

TRHCA-Section 110: Anemia Quality Indicators

ASH will continuc to work with CMS on developing evidence-based standards for the use of erythropoiesis stimulating agents (ESAs) for management of anemia
rclated to cancer treatment. The Socicty has recommended needed improvements to the recent National Coverage Decision (NCD) that we trust will be given due
considcration. Among thc concerns expressed to CMS is the potential impact of the NCD on the need for red blood cell transfusion in chemotherapy patients.
ASH hopes to collaborate with CMS in collecting claims-based data in order to analyze this and other related issues. ASH understands the NCD requires the
reporting of anemia quality indicators in 2008 when claiming payment for ESAs although the precise form of the reporting is left to the discretion of CMS. We
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urge CMS to closely consult ASH and other interested parties eoneerned with the treatment of cancer patients to assure that the reporting requirement for
physicians does not become burdensome. ASH further hopes that CMS will agree to eliminate the requirement for routine reporting of hemoglobin levels over
time and consider exploring alternatives for assuring compliance with the NCD. These might include sample reporting or reporting only by physicians whose
utilization of ESAs identifies them as potential outliers compared to their peers. Another option could be the promulgation of quality indicators for the use of
ESAs in cancer treatment that could be used to improve compliance with the NCD through the PQRI process.

CMS-1385-P-9630-Attach-1.PDF
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; THE AMERICAN SOCIETY OF HEMATOLOGY

1900 M Street. NW, Suite 200, Washington, DC 20036 ph 202.778.0544 tax 202 776.0545 e-mait ASH®@hematology.org

August 28, 2007

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-1850

RE: Medicare Program; Revisions to Payment Policies Under the Physician Fee
schedule for CY 2008, and Other Part B Payment Policies for CY 2008; CMS-
1385-P

Dear Sir or Madam:

The American Society of Hematology (ASH) appreciates the opportunity to comment
on the proposed physician fee schedule changes for 2008. ASH represents
approximately 11,000 hematologists in the United States who are committed to the care
and treatment of patients with blood-related disorders. Society members include
hematologists and hematologist/oncologists who frequently render services to Medicare
beneficiaries under the physician fee schedule. ASH would like to offer some general
comments and some comments on issues that specifically impact hematologists:

Coding—Additional Codes from 5-Year Review--Work Adjustor

In this proposed rule, CMS announces that the Five-Year Review Work Adjuster will
increase from -10.1% to -11.8%. ASH recommends that CMS eliminate the work
adjuster. While cognizant of the legal requirement to adjust for budget neutrality when
changes in relative values cause projected expenditures to change by more than $20
million, the Society believes that adjustments for budget neutrality should be applied to
the conversion factor rather than to all work relative values.

Factors in favor of eliminating the work adjuster include:
1. It would minimize confusion on the part of other payers whose payments are
based on the Medicare Relative Value Scale.
2. [t would make the fee schedule more transparent and understandable to
physicians and members of the public.
It would mitigate adverse impact on the values for evaluation and management
services. The increases in the work values for E/M services achieved through
the 3" five year review were substantially diluted by the reduction in work
values for 2007 and by the further reduction proposed for 2008.
4. It would be more consistent with the manner in which budget neutrality has
been maintained throughout most of the history of the physician fee schedule.

I

For all of these reasons, and considering that the budgetary impact is identical, ASH
strongly recommends that CMS eliminate the separate work adjustment and provide for
budget neutrality by adjusting the conversion factor.
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are listed in an approved compendium. As is noted in the rule, hematologists and medical
oncologists do not rely solely on published compendia in determining drug treatment but may
also use published guidelines, clinical trial protocols and, on occasion, consultation with peers.
This should be done only when medically necessary, i.e. when a malignancy is resistant to
standard treatment or when a particular drug protocol is not appropriate for a particular patient
and there is reason to believe that the off-label drug is more likely to be efficacious or better
tolerated.

Thank you for the opportunity to offer these comments. If ASH can provide any further
information, please contact Carol Schwartz, ASH Senior Manager, Policy & Practice, at
cschwartz@hematology.org or 202-292-0258.

Sincerely,

wa

Andrew 1. Schafer, MD
President




CMS-1385-P-9631

Submitter : Mr. Ryan Yolitz Date: 08/28/2007
Organization : Advanced PT of Fayette
Category : Physical Therapist

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

I am writing urging CMS to close the Stark Referral for Profit Loopole. I am a physical therapist in private practice who has experienced first hand the loss of
physican referrals due to physicans self referring patients to their own clinics. 1 have had numerous former patients seek my services for treatment of a separate
injury who were told to go to the doctor's PT clinic but not told they had an option to attend therpy at a provider of their own choosing. In some cases, patient's
have told me that they were told they had to attend the doctor's clinic. In my experience, very few Medicare patients realize they have a choice.

The OIG study of the medical necessity of "PT" provided in doctor's offices should be enough evidence that this loopole needs to be closed. The taxpayers and
Mcdicare patients descrve better.

Page 427 0f 2934 August 302007 08:35 AM



CMS-1385-P-9632

Submitter : Mr. James May Date: 08/28/2007
Organization :  Lynchburg College
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL

Decar Sir or Madam:

1 am the Dircctor of Athletic Training Services and Lynchburg College in Lynchburg, VA. 1 am a certified member of the the NATA-BOC and licenced to practice
athletic training in the state of VA.

T am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc [ am concerned that these proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concemed
that thesc proposcd rulcs will creatc additional lack of access to quality health care for my patients.

As an athictic traincr, [ am qualified to perform physical medicine and rehabilitation serviees, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification exam ensure that my paticnts receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without elinical or financial justification, [ would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with oversceing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,
James M. May: MS, ATC
Director of Athlctic Training Scrvices

Lynchburg College
may.j@lynchburg.cdu
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CMS-1385-P-9633

Submitter : Patrick Hunter Date: 08/28/2007
Organization:  Morrow County Hospital/PT Services, Mt. Gilead, OH
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My namc is Patrick Huntcr and 1 am a certified athletic trainer working in rural Morrow County, in north central Ohio. I have been certified by the National
Athletic Trainers' Association sincc 2001 and have been licensed to practice athletic training in Ohio and North Carolina. | currently work in an outpatient
physical thcrapy department, which is the only outpatient therapy provider in the county.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc 1 am concemcd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concemed
that these proposed rules will creatc additional lack of access to quality health care for my patients.

As an athictic trainer, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification exam ensure that my patients reccive quality health care. State law and hospital medical professionals have deemed
mc qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concemcd with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment availablc.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, | would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccerely,

Patrick Huntcr, MS ATC
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CMS-1385-P-9634

Submitter : Mr. Michael McElroy Date: 08/28/2007
Organization :  Orthopaedic Associates of Wisconsin
Category : Other Technician

Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

[ am a licensed athletic trainer working in the clinical outreach setting in Waukesha, Wisconsin. I am a certified and licensed athletic trainer, certified strength and
conditioning specialist, and also hold a masters' degree in kinesiology.

[ am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P,

While I am conccred that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athlctic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expcricnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionais have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concemed with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-cffective treatment available.

Sincc CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rchabilitation facility.

Sinccerely,

Michacl S. McElroy, MS, LAT, ATC, CSCS

S65 W13173 Longfellow Lane
Muskcgo, W1 53150
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CMS-1385-P-9635

Submitter : Dr. Michael Antonelli Date: 08/28/2007
Organization :  American Society of Anesthesiologists
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Scrvices
Attention; CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)
Dear Ms. Norwalk:

1 am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedulc. 1am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of ancsthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicarc populations.

In an cffort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthcsia scrvices. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsure that our patients have access to expert ancsthesiology medical care, it is imperative that CMS fotlow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increasc as recommended by the RUC.

Thank you for your consideration of this serious matter.
Sinccrely,
Michacl J. Antonclli D.O.

Resident Anesthcsiologist
University of Michigan Health Systems
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CMS-1385-P-9636

Submitter : Dr. Milen Petkov Date: 08/28/2007
Organization:  UPMC McKeesport
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

1 am writing to ¢xpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fec Schedule. |am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Mcdicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia scrvices. T am pleased that the Agency accepted this recommendation in its proposed rulc, and 1 support full implementation of the
RUC s recommendation.

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Milen Petkov, MD
Ancsthesiologist, UPMC McKeesport, PA

CMS-1385-P-9636-Attach-1.DOC

CMS-1385-P-9636-Attach-2.DOC
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Milen Petkov, MD
1500 Fifth Ave

Dept of Anesthesiology
UPMC McKeesport
McKeesport, PA 15132

Tel: 412-664-2679
Cell: 267-902-3682
Pager: 412-644-1300

August 28, 2007

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments
under the 2008 Physician Fee Schedule. I am grateful that CMS has recognized the gross
undervaluation of anesthesia services, and that the Agency is taking steps to address this
complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly
due to significant undervaluation of anesthesia work compared to other physician services.
Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia
services stands at just $16.19 per unit. This amount does not cover the cost of caring for our
nation’s seniors, and is creating an unsustainable system in which anesthesiologists are being
forced away from areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the
anesthesia conversion factor to offset a calculated 32 percent work undervaluation—a move that
would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward
in correcting the long-standing undervaluation of anesthesia services. Iam pleased that the
Agency accepted this recommendation in its proposed rule, and I support full implementation of
the RUC’s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that
CMS follow through with the proposal in the Federal Register by fully and immediately
implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Milen Petkov, MD
Anesthesiologist, UPMC McKeesport, PA
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Submitter : Kimberly Hoover Date: 08/28/2007
Organization : AANA
Category : Other Health Care Professional

Issue Areas/Comments
Background

Background

August 20, 2007

Ms. Leslic Norwalk, JD

Acting Administrator

Centers for Mcdicare & Mcdicaid Scrvices

Dcpartment of Health and Human Services

P.O. Box 8018  RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Ms. Norwalk:

As a member of the American Association of Nurse Ancsthetists (AANA), I writc to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Mcdicarc Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This increasc in Medicarc payment is important for scveral rcasons.

? First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcarc services for Medicare bencficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Mcdicare Part B reimburses for most scrvices at approximatcly 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
market ratcs.

? Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffective January 2007. However, the valuc of ancsthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. 1 support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increasc the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,
Kimberly A. Hoover, CRNA, MSN

902 Lost Valley Ct.
Villa Hills, KY 41017
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Submitter : Ms. Jacqueline Bachler Date: 08/28/2007
Organization:  HealthCare Partners Medical Group
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

I am a Certificd Athcltic Traincr working for HealthCare Partners Medical Group. I have Master's in Interdisciplinary Studies and aBachelor's in Athletic Trainig.
1 work in a Spots Medicine Specialty unit with an Orthopaedic Doctor. | assist the physician in many areas, but the majoirity of my work is spent designing home
cxcreiscs uniqucly to cach of the many patients wc get from various regions around us within this company. This in-house therapy provided by an ATC is a new
position in this company, but onc that we feel is very beneficial and much in need, Therefor, I belicve the following issue is pertinant to my position and similar
positions of hcalth carc practitioners.

1 am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facititics proposcd in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will create additional lack of access to quality health carc for my patients.

As an athlctic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medica)l professionals have deemed
mc qualificd to perform thesc services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Jacqucline Bachler, MS, ATC, LAT
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