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MassHealth Primary Care Sub-Capitation Program Summary for 
WellSense ACOs 

Definitions 
Included codes: Codes that are eligible for zero payment as defined by MassHealth. A 
list of included codes can be found in the “References” section of this document. 
 
PC sub-cap: Program defined and administered by MassHealth. 
 
PID/SL: Provider ID / Site Location of a PCP group as determined by WellSense and 
our ACO partners and communicated to MassHealth. 
 
Primary Care Entity: MassHealth defines a PCE as a Tax ID Number (TIN) that has 
one or more sub-cap eligible PID/SLs associated with it in MassHealth’s system. 
 
Sub-cap eligible PID/SL: A PID/SL submitted by WellSense ACOs on revised 
Attachment C that appears on the monthly ACO-4 report and is assigned a monthly 
rate by MassHealth. 

Program Summary 
Calculation of monthly payment 
WellSense will calculate monthly payments for each primary care entity (PCE) based on 
MassHealth guidance. Each PCE will correspond to a single TIN. WellSense will calculate 
the number of members in each rating category attributed to the TIN as of the first of 
the month. This calculation will be done at the level of each PID/SL that is associated 
with the TIN. WellSense will then multiply the number of member-months in each rating 
category by the MassHealth-assigned PC sub-cap rate for each rating category. The 
sum-total of this calculation will be the payment remitted to the TIN. 
 
Fractional member-months 
If a member is only eligible for part of a month, WellSense will pay using fractional 
member-months for the portion of the month in which the member was eligible. 
 
If a member is attributed to one PCE during the beginning of the month but switches 
partway through, WellSense will use the PCE the member belonged to on the 1st of the 
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month for the entire month. In other words, WellSense will not “split” a member-month 
across more than one PCE. 
 
PID/SL discrepancies 
In some cases, due to provider movement, a particular PCP at a given primary address 
may not match to the list of PID/SLs from the MassHealth ACO-4 report that were 
assigned PC sub-cap rates. In these cases, WellSense will use internal logic to attribute 
the PCP to an appropriate PID/SL affiliated with the same TIN. If the PCP is set up 
under a TIN that does not have a sub-cap eligible PID/SL affiliated with it, WellSense 
will not be able to pay that PCP the monthly cap. WellSense will reach out to the 
provider group in question to attempt to resolve the issue. 
 
Payment of monthly payment 
WellSense will process the payment on the second Monday of each month. The 
payments will be remitted to the provider groups using the same payment method 
utilized when processing other weekly payments (via check or ACH). TINs receiving 
funds via check are encouraged to switch to ACH payments in order to improve the 
efficiency and security of payments. Providers may change their payment method by 
contacting WellSense’s Provider Relations Department at 
provider.Info2@wellsense.org. 
 
Payments will be sent with a remittance code that will indicate that the payment is the 
monthly sub-cap payment. 
 
Administration of Claims 
WellSense will implement claims processing logic to suppress claims that aligns with the 
guidance laid out by MassHealth. 
 

1. WellSense will check the member’s eligibility to determine if the member was 
eligible on the date of service. If the member was not eligible, the claim will be 
denied. Otherwise, the logic will proceed to Step 2. 

2. WellSense will compare the TIN of the member’s PCP group to the TIN of the 
Servicing/Rendering provider submitted on the claim. If the TINs do not match, 
the claim will pay fee-for-service according to usual claims payment rules. 
Otherwise, the logic will proceed to Step 3. 

3. WellSense will determine the provider type of the servicing provider on the claim 
in question. If the provider type is physician, GPO, FQHC, hospital-licensed 
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health center (HLHC) or general acute care hospital, the logic will proceed to 
Step 4. Otherwise, the claim will pay fee-for-service according to usual claims 
payment rules. 

4. Step 4 will depend on the type of claim and provider. 
a. If the claim is from a non-hospital licensed FQHC, the logic will proceed 

immediately to Step 5. 
b. If the claim is a HCFA claim from an HLHC or non-FQHC, WellSense will 

look at the servicing provider’s specialties in their Facets record to 
determine if the claim is considered “primary care.” If the provider has at 
least one included specialty and no excluded specialties from the 
MassHealth Specialty List (found in the references section of this 
document), the logic will proceed to Step 5. Otherwise, the claim will pay 
fee-for-service according to usual claims payment rules. 

c. If the claim is a UB claim from a HLHC or non-FQHC, WellSense will look 
at the attending provider’s specialties in their Facets record to determine 
if the claim is considered “primary care.” If the provider has at least one 
included specialty and no excluded specialties from the Specialty List 
(found in the references section of this document), the logic will proceed 
to Step 5. Otherwise, the claim will pay fee-for-service according to usual 
claims payment rules. 

i. If the attending provider is not found in WellSense’s system, 
WellSense will pay the claim fee-for-service according to usual 
claims payment rules. 

5. WellSense will then look at the list of codes on the claim to determine if any are 
on the MassHealth Included Code list (found in the references section of this 
document). Any code on the list of included codes will be paid $0. Codes not on 
the included list will be paid fee-for-service according to usual claims payment 
rules. 

 
Retroactivity 
WellSense will process retroactive changes within a three-month lookback period. If a 
member’s rating category, eligibility or PCP assignment (outside of the same TIN) 
changes within the lookback period, WellSense will re-process the monthly payments to 
either increase or decrease the payment.  
 



 
     4 

 

WellSense will not “split” months between PCPs, so retroactivity will only apply for 
PCPs if the member is retroactively attributed to a new PCP as of the 1st of the month. 
 
Escalations 
If a provider group has questions about their per member per month payments, they 
should direct those questions to their assigned Provider Relations Consultant, who will 
then route the question to the appropriate internal team. 
 
If a provider group has questions about a zero paid claim, they should contact Provider 
Services or their Provider Relations Consultant. They will then route the question to the 
appropriate team for investigation. 
 
Monthly Roster Reviews 
On a monthly basis, WellSense will share with all PCP groups participating in the sub-
cap program a roster of their current PCPs, including primary address. The PCP groups 
are responsible for updating this information in a timely fashion so that information in 
WellSense’s systems remains accurate. 
 
If a provider has not completed their monthly roster review, WellSense will not make 
retroactive adjustments for discrepancies that are due to out-of-date address or other 
data.  

References 
MassHealth Included Code List: 

CPT 
Code Definition  

90460 
Immunization administration through 18 years of age via any route of administration, with 
counseling by physician or other qualified health care professional; first or only component 
of each vaccine or toxoid administered 

90461 

Immunization administration through 18 years of age via any route of administration, with 
counseling by physician or other qualified health care professional; each additional vaccine 
or toxoid component administered (List separately in addition to code for primary 
procedure) 

90471 
Immunization administration (includes percutaneous, intradermal, subcutaneous, or 
intramuscular injections); 1 vaccine (single or combination vaccine/toxoid) 

90472 
Immunization administration (includes percutaneous, intradermal, subcutaneous, or 
intramuscular injections); each additional vaccine (single or combination vaccine/toxoid) 
(List separately in addition to code for primary procedure) 

90473 
Immunization administration by intranasal or oral route; 1 vaccine (single or combination 
vaccine/toxoid) 
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CPT 
Code Definition  

90474 
Immunization administration by intranasal or oral route; each additional vaccine (single or 
combination vaccine/toxoid) (List separately in addition to code for primary procedure) 

90882 
Environmental intervention for medical management purposes on a psychiatric patient's 
behalf with agencies, employers, or institutions 

90887 
Interpretation or explanation of results of psychiatric, other medical examinations and 
procedures, or other accumulated data to family or other responsible persons, or advising 
them how to assist patient 

96160 
Administration of patient-focused health risk assessment instrument (e.g., health hazard 
appraisal) with scoring and documentation, per standardized instrument 

96161 
Administration of caregiver-focused health risk assessment instrument (e.g., depression 
inventory) for the benefit of the patient, with scoring and documentation, per 
standardized instrument 

98966 

Telephone assessment and management service provided by a qualified nonphysician 
health care professional to an established patient, parent, or guardian not originating from 
a related assessment and management service provided within the previous 7 days nor 
leading to an assessment and management service or procedure within the next 24 hours 
or soonest available appointment; 5-10 minutes of medical discussion 

98967 

Telephone assessment and management service provided by a qualified nonphysician 
health care professional to an established patient, parent, or guardian not originating from 
a related assessment and management service provided within the previous 7 days nor 
leading to an assessment and management service or procedure within the next 24 hours 
or soonest available appointment; 11-20 minutes of medical discussion 

98968 

Telephone assessment and management service provided by a qualified nonphysician 
health care professional to an established patient, parent, or guardian not originating from 
a related assessment and management service provided within the previous 7 days nor 
leading to an assessment and management service or procedure within the next 24 hours 
or soonest available appointment; 21-30 minutes of medical discussion 

99050 
Services provided in the office at times other than regularly scheduled office hours, or 
days when the office is normally closed (e.g., holidays, Saturday or Sunday), in addition to 
basic service 

99051 
Service(s) provided in the office during regularly scheduled evening, weekend, or holiday 
office hours, in addition to basic service 

99173 SCREENING TEST VISUAL ACUITY QUANTITATIVE BILAT 

99202 

Office or other outpatient visit for the evaluation and management of a new patient, 
which requires a medically appropriate history and/or examination and straightforward 
medical decision making, when using time for code selection, 15-29 minutes of total time is 
spent on the date or the encounter. 

99203 
Office or other outpatient visit for the evaluation and management of a new patient, 
which requires a medically appropriate history and/or examination and straightforward 
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CPT 
Code Definition  

medical decision making, when using time for code selection, 30-44 minutes of total time 
spent on the date of the encounter. 

99204 

Office or other outpatient visit for the evaluation and management of a new patient, 
which requires a medically appropriate history and/or examination and straightforward 
medical decision making, when using time for code selection, 45-59 minutes of total time 
spent on the date of the encounter 

99205 

Office or other outpatient visit for the evaluation and management of a new patient, 
which requires a medically appropriate history and/or examination and straightforward 
medical decision making, when using time for code selection, 60-74 minutes of total time 
spent on the date of the encounter. 

99211 
Office or other outpatient visit for the evaluation and management of an established 
patient, that may not require the presence of a physician or other qualified health care 
professional. Usually, the presenting problem(s) are minimal.  

99212 

Office or other outpatient visit for the evaluation and management of an established 
patient, which requires a medically appropriate history and/or examination and 
straightforward medical decision making, when using time for code selection, 10-19 
minutes of total time spent on the date of the encounter 

99213 

Office or other outpatient visit for the evaluation and management of an established 
patient, which requires a medically appropriate history and/or examination and 
straightforward medical decision making, when using time for code selection, 20-29 
minutes of total time spent on the date of the encounter. 

99214 

Office or other outpatient visit for the evaluation and management of an established 
patient, which requires a medically appropriate history and/or examination and 
straightforward medical decision making, when using time for code selection, 30-39 
minutes of total time spent on the date of the encounter. 

99215 

Office or other outpatient visit for the evaluation and management of an established 
patient, which requires a medically appropriate history and/or examination and 
straightforward medical decision making, when using time for code selection, 40-54 
minutes of total time spent on the date of the encounter. 

99241 

Office consultation for a new or established patient, which requires these 3 key 
components: A problem focused history; A problem focused examination; and 
Straightforward medical decision making. Counseling and/or coordination of care with 
other physicians, other qualified health care professionals, or agencies are provided 
consistent with the nature of the problem(s) and the patient's and/or family's needs. 
Usually, the presenting problem(s) are self-limited or minor. Typically, 15 minutes are 
spent face-to-face with the patient and/or family. 

99242 

Office consultation for a new or established patient, which requires these 3 key 
components: An expanded problem focused history; An expanded problem focused 
examination; and Straightforward medical decision making. Counseling and/or 
coordination of care with other physicians, other qualified health care professionals, or 
agencies are provided consistent with the nature of the problem(s) and the patient's 
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CPT 
Code Definition  

and/or family's needs. Usually, the presenting problem(s) are of low severity. Typically, 30 
minutes are spent face-to-face with the patient and/or family. 

99243 

Office consultation for a new or established patient, which requires these 3 key 
components: A detailed history; A detailed examination; and Medical decision making of 
low complexity. Counseling and/or coordination of care with other physicians, other 
qualified health care professionals, or agencies are provided consistent with the nature of 
the problem(s) and the patient's and/or family's needs. Usually, the presenting problem(s) 
are of moderate severity. Typically, 40 minutes are spent face-to-face with the patient 
and/or family. 

99244 

Office consultation for a new or established patient, which requires these 3 key 
components: A comprehensive history; A comprehensive examination; and Medical 
decision making of moderate complexity. Counseling and/or coordination of care with 
other physicians, other qualified health care professionals, or agencies are provided 
consistent with the nature of the problem(s) and the patient's and/or family's needs. 
Usually, the presenting problem(s) are of moderate to high severity. Typically, 60 minutes 
are spent face-to-face with the patient and/or family 

99245 

Office consultation for a new or established patient, which requires these 3 key 
components: A comprehensive history; A comprehensive examination; and Medical 
decision making of high complexity. Counseling and/or coordination of care with other 
physicians, other qualified health care professionals, or agencies are provided consistent 
with the nature of the problem(s) and the patient's and/or family's needs. Usually, the 
presenting problem(s) are of moderate to high severity. Typically, 80 minutes are spent 
face-to-face with the patient and/or family 

99354 

Prolonged evaluation and management or psychotherapy service(s) (beyond the typical 
service time of the primary procedure) in the office or other outpatient setting requiring 
direct patient contact beyond the usual service; first hour (List separately in addition to 
code for office or other outpatient Evaluation and Management or psychotherapy 
service) 

99355 

Prolonged evaluation and management or psychotherapy service(s) (beyond the typical 
service time of the primary procedure) in the office or other outpatient setting requiring 
direct patient contact beyond the usual service; each additional 30 minutes (List 
separately in addition to code for prolonged service) 

99358 
Prolonged evaluation and management service before and/or after direct patient care; 
first hour 

99359 
Prolonged evaluation and management service before and/or after direct patient care; 
each additional 30 minutes (List separately in addition to code for prolonged service) 

99366 
Medical team conference with interdisciplinary team of health care professionals, face-to-
face with patient and/or family, 30 minutes or more, participation by nonphysician 
qualified health care professional 

99367 
Medical team conference with interdisciplinary team of health care professionals, patient 
and/or family not present, 30 minutes or more; participation by physician 
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CPT 
Code Definition  

99368 
Medical team conference with interdisciplinary team of health care professionals, patient 
and/or family not present, 30 minutes or more; participation by nonphysician qualified 
health care professional 

99381 

Initial comprehensive preventive medicine evaluation and management of an individual 
including an age and gender appropriate history, examination, counseling/anticipatory 
guidance/risk factor reduction interventions, and the ordering of laboratory/diagnostic 
procedures, new patient; infant (age younger than 1 year) 

99382 

Initial comprehensive preventive medicine evaluation and management of an individual 
including an age and gender appropriate history, examination, counseling/anticipatory 
guidance/risk factor reduction interventions, and the ordering of laboratory/diagnostic 
procedures, new patient; early childhood (age 1 through 4 years) 

99383 

Initial comprehensive preventive medicine evaluation and management of an individual 
including an age and gender appropriate history, examination, counseling/anticipatory 
guidance/risk factor reduction interventions, and the ordering of laboratory/diagnostic 
procedures, new patient; late childhood (age 5 through 11 years) 

99384 

Initial comprehensive preventive medicine evaluation and management of an individual 
including an age and gender appropriate history, examination, counseling/anticipatory 
guidance/risk factor reduction interventions, and the ordering of laboratory/diagnostic 
procedures, new patient; adolescent (age 12 through 17 years) 

99385 

Initial comprehensive preventive medicine evaluation and management of an individual 
including an age and gender appropriate history, examination, counseling/anticipatory 
guidance/risk factor reduction interventions, and the ordering of laboratory/diagnostic 
procedures, new patient; 18-39 years 

99386 

Initial comprehensive preventive medicine evaluation and management of an individual 
including an age and gender appropriate history, examination, counseling/anticipatory 
guidance/risk factor reduction interventions, and the ordering of laboratory/diagnostic 
procedures, new patient; 40-64 years 

99387 

Initial comprehensive preventive medicine evaluation and management of an individual 
including an age and gender appropriate history, examination, counseling/anticipatory 
guidance/risk factor reduction interventions, and the ordering of laboratory/diagnostic 
procedures, new patient; 65 years and older 

99391 

Periodic comprehensive preventive medicine reevaluation and management of an 
individual including an age and gender appropriate history, examination, 
counseling/anticipatory guidance/risk factor reduction interventions, and the ordering of 
laboratory/diagnostic procedures, established patient; infant (age younger than 1 year) 

99392 

Periodic comprehensive preventive medicine reevaluation and management of an 
individual including an age and gender appropriate history, examination, 
counseling/anticipatory guidance/risk factor reduction interventions, and the ordering of 
laboratory/diagnostic procedures, established patient; early childhood (age 1 through 4 
years) 

99393 
Periodic comprehensive preventive medicine reevaluation and management of an 
individual including an age and gender appropriate history, examination, 
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CPT 
Code Definition  

counseling/anticipatory guidance/risk factor reduction interventions, and the ordering of 
laboratory/diagnostic procedures, established patient; late childhood (age 5 through 11 
years) 

99394 

Periodic comprehensive preventive medicine reevaluation and management of an 
individual including an age and gender appropriate history, examination, 
counseling/anticipatory guidance/risk factor reduction interventions, and the ordering of 
laboratory/diagnostic procedures, established patient; adolescent (age 12 through 17 
years) 

99395 

Periodic comprehensive preventive medicine reevaluation and management of an 
individual including an age and gender appropriate history, examination, 
counseling/anticipatory guidance/risk factor reduction interventions, and the ordering of 
laboratory/diagnostic procedures, established patient; 18-39 years 

99396 

Periodic comprehensive preventive medicine reevaluation and management of an 
individual including an age and gender appropriate history, examination, 
counseling/anticipatory guidance/risk factor reduction interventions, and the ordering of 
laboratory/diagnostic procedures, established patient; 40-64 years 

99397 

Periodic comprehensive preventive medicine reevaluation and management of an 
individual including an age and gender appropriate history, examination, 
counseling/anticipatory guidance/risk factor reduction interventions, and the ordering of 
laboratory/diagnostic procedures, established patient; 65 years and older 

99401 
Preventive medicine counseling and/or risk factor reduction intervention(s) provided to 
an individual (separate procedure); approximately 15 minutes 

99402 
Preventive medicine counseling and/or risk factor reduction intervention(s) provided to 
an individual (separate procedure); approximately 30 minutes 

99403 
Preventive medicine counseling and/or risk factor reduction intervention(s) provided to 
an individual (separate procedure); approximately 45 minutes 

99404 
Preventive medicine counseling and/or risk factor reduction intervention(s) provided to 
an individual (separate procedure); approximately 60 minutes 

99406 
Smoking and tobacco use cessation counseling visit; intermediate, greater than 3 minutes 
up to 10 minutes 

99407 Smoking and tobacco use cessation counseling visit; intensive, greater than 10 minutes 

99408 
Alcohol and/or substance (other than tobacco) abuse structured screening (e.g., AUDIT, 
DAST), and brief intervention (SBI) services; 15 to 30 minutes 

99409 
Alcohol and/or substance (other than tobacco) abuse structured screening (e.g., AUDIT, 
DAST), and brief intervention (SBI) services; greater than 30 minutes 

99411 
Preventive medicine counseling and/or risk factor reduction intervention(s) provided to 
individuals in a group setting (separate procedure); approximately 30 minutes 

99412 
Preventive medicine counseling and/or risk factor reduction intervention(s) provided to 
individuals in a group setting (separate procedure); approximately 60 minutes 

99417 
Prolonged office or other outpatient evaluation and management service(s) beyond the 
minimum required time of the primary procedure which has been selected using total time, 
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CPT 
Code Definition  

requiring total time with or without direct patient contact beyond the usual service, on the 
date of the primary service, each 15 minutes of total time (List separately in addition to 
codes 99205, 99215 for office or other outpatient Evaluation and Management services) 

99421 
Online digital evaluation and management service, for an established patient, for up to 7 
days, cumulative time during the 7 days; 5-10 minutes 

99423 
Online digital evaluation and management service, for an established patient, for up to 7 
days, cumulative time during the 7 days; 21 or more minutes 

99441 

Telephone evaluation and management service by a physician or other qualified health 
care professional who may report evaluation and management services provided to an 
established patient, parent, or guardian not originating from a related E/M service 
provided within the previous 7 days nor leading to an E/M service or procedure within the 
next 24 hours or soonest available appointment; 5-10 minutes of medical discussion 

99442 

Telephone evaluation and management service by a physician or other qualified health 
care professional who may report evaluation and management services provided to an 
established patient, parent, or guardian not originating from a related E/M service 
provided within the previous 7 days nor leading to an E/M service or procedure within the 
next 24 hours or soonest available appointment; 11-20 minutes of medical discussion 

99443 

Telephone evaluation and management service by a physician or other qualified health 
care professional who may report evaluation and management services provided to an 
established patient, parent, or guardian not originating from a related E/M service 
provided within the previous 7 days nor leading to an E/M service or procedure within the 
next 24 hours or soonest available appointment; 21-30 minutes of medical discussion 

99484 

Care management services for behavioral health conditions, at least 20 minutes of clinical 
staff time, directed by a physician or other qualified health care professional, per calendar 
month, with the following required elements: initial assessment or follow-up monitoring, 
including the use of applicable validated rating scales; behavioral health care planning in 
relation to behavioral/psychiatric health problems, including revision for patients who are 
not progressing or whose status changes; facilitating and coordinating treatment such as 
psychotherapy, pharmacotherapy, counseling and/or psychiatric consultation; and 
continuity of care with a designated member of the care team. 

99492 

Initial psychiatric collaborative care management, first 70 minutes in the first calendar 
month of behavioral health care manager activities, in consultation with a psychiatric 
consultant, and directed by the treating physician or other qualified health care 
professional, with the following required elements: outreach to and engagement in 
treatment of a patient directed by the treating physician or other qualified health care 
professional; initial assessment of the patient, including administration of validated rating 
scales, with the development of an individualized treatment plan; review by the psychiatric 
consultant with modifications of the plan if recommended; entering patient in a registry 
and tracking patient follow-up and progress using the registry, with appropriate 
documentation, and participation in weekly caseload consultation with the psychiatric 
consultant; and provision of brief interventions using evidence-based techniques such as 
behavioral activation, motivational interviewing, and other focused treatment strategies. 
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CPT 
Code Definition  

99493 

Subsequent psychiatric collaborative care management, first 60 minutes in a subsequent 
month of behavioral health care manager activities, in consultation with a psychiatric 
consultant, and directed by the treating physician or other qualified health care 
professional, with the following required elements: tracking patient follow-up and progress 
using the registry, with appropriate documentation; participation in weekly caseload 
consultation with the psychiatric consultant; ongoing collaboration with and coordination 
of the patient's mental health care with the treating physician or other qualified health 
care professional and any other treating mental health providers; additional review of 
progress and recommendations for changes in treatment, as indicated, including 
medications, based on recommendations provided by the psychiatric consultant; provision 
of brief interventions using evidence-based techniques such as behavioral activation, 
motivational interviewing, and other focused treatment strategies; monitoring of patient 
outcomes using validated rating scales; and relapse prevention planning with patients as 
they achieve remission of symptoms and/or other treatment goals and are prepared for 
discharge from active treatment 

99494 

Initial or subsequent psychiatric collaborative care management, each additional 30 
minutes in a calendar month of behavioral health care manager activities, in consultation 
with a psychiatric consultant, and directed by the treating physician or other qualified 
health care professional (List separately in addition to code for primary procedure) 

99495 

Transitional Care Management Services with the following required elements: 
Communication (direct contact, telephone, electronic) with the patient and/or caregiver 
within 2 business days of discharge Medical decision making of at least moderate 
complexity during the service period Face-to-face visit, within 14 calendar days of 
discharge 

99496 

Transitional Care Management Services with the following required elements: 
Communication (direct contact, telephone, electronic) with the patient and/or caregiver 
within 2 business days of discharge Medical decision making of high complexity during the 
service period Face-to-face visit, within 7 calendar days of discharge 

G0009 ADMINISTRATION OF PNEUMOCCOCCAL VACCINE 
G0396 ALCOHOL &/SUBSTANCE ABUSE ASSESSMENT 15-30 MIN 
G0397 ALCOHOL &/SUBSTANCE ABUSE ASSESSMENT >30 MIN 
G0442 ANNUAL ALCOHOL MISUSE SCREENING 15 MINUTES 
G0443 BRIEF FACE-FACE BEHAV CNSL ALCOHL MISUSE 15 MIN 
G0444 Annual depression screening 
G0463 Hospital outpatient clinic visit for assessment and management of a patient  

G0511 

Rural health clinic or federally qualified health center (RHC or FQHC) only, general care 
management, 20 minutes or more of clinical staff time for chronic care management 
services or behavioral health integration services directed by an RHC or FQHC 
practitioner (physician, NP, PA, or CNM), per calendar month (Behavioral health 
integration; applies to all MassHealth community health centers) 
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CPT 
Code Definition  

G0512 

Rural health clinic or federally qualified health center (RHC or FQHC) only, psychiatric 
collaborative care model (psychiatric COCM), 60 minutes or more of clinical staff time for 
psychiatric COCM services directed by an 
RHC or FQHC practitioner (physician, NP, PA, or CNM) and including services furnished 
by a behavioral health care manager and consultation with a psychiatric consultant, per 
calendar month (applies to all MassHealth community health centers) 

T1015 Clinic visit/encounter, all-inclusive 
 
MassHealth Specialty List: 
Included Specialties: 

Acute Care Nurse Practitioner Internal Medicine 

Adolescent Medicine Neonatal Nurse Practitioner 

Adult Nurse Practitioner Nurse Practitioner 

Certified Nurse Midwife Osteopathic Manipulative Medicine 

Family Medicine Pediatric Nurse Practitioner 

Family Nurse Practitioner Pediatrics 

Family Practice with OMT Physician Assistant 

General Practice Preventive Medicine 

Geriatric Medicine Public Health & General Preventive Medicine 

Gerontological Nurse Practitioner Women's Health Care Nurse Practitioner 

 
Excluded Specialties: 

Anesthesiology Pain Medicine 

Brain Injury Medicine Pediatric Anesthesiology Sleep Medicine 

Child and Adolescent Neurology Pediatric Dermatology 

Child and Adolescent Psychiatry Pediatric Neurology 

Colon and Rectal Surgery Pediatric Radiology 
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Complex General Surgical Oncology Pediatric Surgery 

Congenital Cardiac Surgery Physical Medicine and Rehabilitation 

Dermatology Plastic and Reconstructive Surgery 

Diagnostic Radiology Plastic Surgery 

Female Pelvic Med Recon Surg Plastic Surgery Within the Head and Neck 

Forensic Psychiatry Podiatric Surgery 

Geriatric Psychiatry Psychiatry 

Neurodevelopmental Disabilities Radiation Oncology 

Neurological Surgery Radiologic Physics 

Neurology Sleep Medicine 

Neuromuscular Medicine Spinal Cord Injury Medicine 

Neurophysiology Surgery 

Neuroradiology Surgery of the Hand 

Nuclear Medicine Surgery, Obstetrics-Gynecology 

Nuclear Radiology Thoracic Surgery 

Nurse Anesthetist Vascular and Interventional Radiology 

Oral and Maxillo-Facial Surgery Vascular Surgery 

Orthopaedic Surgery  
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