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Coding for Phone Calls, Internet Consultations and Telehealth 

There are four options for telehealth and other communications-based technology services. This 
information is based on guidelines from the Centers for Medicare & Medicaid Services. 
 
Notes:  

• Carriers update their policies frequently. Visit aao.org for updated information.  

• Visit Ask the Coding Experts often at aao.org/practice-management/coding-news for 
telemedicine Q&As. 

Important Update as of April 22, 2020 
 
Physician Visits in Skilled Nursing Facilities/Nursing Facilities. 
CMS is waiving the requirement in 42 CFR 483.30 for physicians and non-physician practitioners to 
perform in- person visits for nursing home residents and allow visits to be conducted, as appropriate, 
via telehealth options.   

• Previously telehealth was only available for established patient visits. 

Physician Locations 
CMS is temporarily waiving requirements that out-of-state practitioners be licensed in the state 
where they are providing services when they are licensed in another state. CMS will waive the 
physician or non-physician practitioner licensing requirements when the following four conditions are 
met:  

1.  Must be enrolled as such in the Medicare program;  

2. Must possess a valid license to practice in the state, which relates to his or her Medicare 

enrollment;  

3. Is furnishing services – whether in person or via telehealth – in a state in which the 

emergency is occurring in order to contribute to relief efforts in his or her professional 

capacity; and,  

4. Is not affirmatively excluded from practice in the state or any other state that is part of the 

1135 emergency area.  

Note:  In addition to the statutory limitations that apply to 1135-based licensure waivers, an 1135 
waiver, when granted by CMS, does not have the effect of waiving state or local licensure 
requirements or any requirement specified by the state or a local government as a condition for 
waiving its licensure requirements. Those requirements would continue to apply unless waived 
by the state. Therefore, in order for the physician or non-physician practitioner to avail him- or 
herself of the 1135 waiver under the conditions described above, the state also would have to 
waive its licensure requirements, either individually or categorically, for the type of practice for 
which the physician or non-physician practitioner is licensed in his or her home state. 

 

 

https://www.aao.org/
https://www.aao.org/practice-management/coding-news


Physician Enrollment 

• Postpone all revalidation actions.  

• Allow licensed providers to render services outside of their state of enrollment.  

• Expedite any pending or new applications from providers.  

• Allow physicians and other practitioners to render telehealth services from their home without 

reporting their home address on their Medicare enrollment while continuing to bill from their 

currently enrolled location.  

• Allow opted-out physicians and non-physician practitioners to terminate their opt-out status 

early and enroll in Medicare to provide care to more patients. 

Modification of 60-Day Limit for Substitute Billing Arrangements (Locum Tenens) 
CMS is modifying the 60-day limit in section 1842(b)(6)(D)(iii) of the Social Security Act to allow a 
physician to use the same substitute for the entire time he or she is unavailable to provide services 
during the COVID-19 emergency plus an additional period of no more than 60 continuous days after 
the public health emergency expires.  On the 61st day after the public health emergency ends (or 
earlier if desired), the regular physician must use a different substitute or return to work in his or her 
practice for at least one day in order to reset the 60-day clock. Without this flexibility, the regular 
physician or physical therapist generally could not use a single substitute for a continuous period of 
longer than 60 days, and would instead be required to secure a series of substitutes to cover 
sequential 60-day periods. The modified timetable applies to both types of substitute billing 
arrangements under Medicare fee-for-service (i.e., reciprocal billing arrangements and fee-for-time 
compensation arrangements (formerly known as locum tenens)).  

Note: Medicare can pay for services under a substitute billing arrangement only when the regular 
physician is unavailable to provide the services.  Finally, as provided by law, a regular physician or 
physical therapist who has been called or ordered to active duty as a member of a reserve 
component of the Armed Forces may continue to use the same substitute for an unlimited time even 
after the emergency ends.  

Medicare Appeals in Fee for Service (FFS), Medicare Advantage (MA)  
CMS is allowing Medicare Administrative Contractors (MACs) and Qualified Independent 
Contractors (QICs) in the FFS program pursuant to 42 CFR §405.942 and 42 CFR §405.962 
(including for MA and Part D plans), as well as the MA and Part D Independent Review Entities 
(IREs) under 42 CFR §422.562, 42 CFR §423.562, 42 CFR §422.582 and 42 CFR §423.582, to 
allow extensions to file an appeal. CMS is allowing MACs and QICs in the FFS program under 42 
CFR §405.950 and 42 CFR §405.966 and the MA and Part D IREs to waive requests for timeliness 
requirements for additional information to adjudicate appeals. 

Important Update as of April 21, 2020 
 
CMS Relief Grant:  Balance Billing Stipulation 
The details below apply to Provider Relief Fund Payment which — prior to April 21 — had the unique 
definition that all patients are considered potential COVID-19 cases. As of April 21, HHS has 
changed their Terms and Conditions. HHS is now stating that the balanced billing requirement is 

only applicable for patients that are being treated for positive or presumed cases of COVID-19. 

Definition: 
Balance billing is defined as an unanticipated or surprise out-of-pocket balance due from the patient 
related to services provided as out-of-network cost share.   One of the stipulations of the CMS Relief 
Grant is that physicians must agree to not collect out-of-pocket costs greater than the out-of-pocket 
expense from an in-network physician.  

 



Bottom line: (Per the April 21 update, this applies only to treatment of COVID-19 itself, not to non-
ophthalmic care of patients with COVID-19.) 

• Practices treat all insurances as if they are participating vs. non-participating or in-network 
vs. out-of network. 

• Every physician is participating or considered in-network. 

• Physicians should not collect a deposit from the patient. 

• Important:  Don’t bill more than the in-patient network balance. 

o Physicians can't rely on amounts listed in remittance advice to be accurate, so how 

can they find out what participating/in-network allowables look like?   

▪ Perhaps listed on the patient's insurance card, or 

▪ Payer website, or 

▪ Provider relations person by phone 

▪ The write-off should reflect Public Health Emergency.   

• Not your typical write-off code. 

• Balance billing is not defined as collecting an in-network copay or deductible or the Medicare 

20 percent coinsurance or deductible. These balances are appropriate to collect. 

Note: To maintain the ability to collect on out-of-network benefits, you would need to return the 
stimulus funds to HHS. 

#1 – Medicare Primary, Medigap Secondary. 
A claim is submitted to Medicare Part B for $150. $100 is allowed. Medicare pays 80 percent or $80 
and the coinsurance balance is $20.00. The physician writes off $50 as a participating physician. 
The balance of $20 is then submitted to secondary insurance (Medigap) and they pay $15.00. The 
balance of $5.00 should be collected from the patient whether the practice is participating or non-
participating. 

#2 – Commercial Plan – Out-of-Network 
During the Public Health Emergency (PHE) a patient is seen in the office for urgent care. The 
ophthalmologist is an out-of-network or non-participating physician for the commercial plan. The 
claim is submitted to the commercial payer for $300 and is processed as out-of-network. The 
insurance pays the physician $120 or 60% of the allowable of $200. The remittance advice (RA) 
indicates the patient responsibility is $180.00. An in-network physician would be paid 80% of the 
allowable, with a contractual adjustment and a patient responsibility of $40. The out-of-network 
balance should be adjusted to $40 during this PHE.  

#3 – Medicare Advantage, In-Network 
An established patient is seen for urgent care. The physician participates with the patient’s Medicare 
Advantage plan. The copay for in-network providers is $20 which should be collected from the 
patient.  

#4 – Commercial plan, In-Network 
An established patient is seen. Allowables for the exam and test is applied towards the patient’s 
large deductible. The patient should be billed their deductible. 

Important Updates as of April 13, 2020 

• Both HCPCS codes G2010 and G2012 may be billed by the same physician for the same 
patient on the same day as long as the requirements for both codes have been met.   

• Residents can furnish telehealth services for the duration of the public health emergency 
under direct supervision of the teaching physician when provided by interactive telecommunications 
technology.



Important Update as of April 10, 2020 

Medicare FFS Claims: 2% Payment Adjustment Suspended (Sequestration) 
Section 3709 of the Coronavirus Aid, Relief, and Economic Security (CARES) Act temporarily 
suspends the 2% payment adjustment currently applied to all Medicare Fee-For-Service (FFS) 
claims due to sequestration. The suspension is effective for claims with dates of service from May 1 
through December 31, 2020. 

Important Updates as of April 7, 2020 

Virtual Exams:  Face-to-Face with the Patient 
CMS has confirmed that code level selection for E/M codes 99201-99215 may be based on 
either medical decision making (MDM) alone or time alone, but only when performed via 
telemedicine during this Public Health Emergency. The current MDM criteria are 
unchanged. 
 
When using time alone to determine code level, the following minimums must be met: 

• 99201: 10 minutes 
• 99202: 20 minutes 
• 99203: 30 minutes 
• 99204: 45 minutes 
• 99205: 60 minutes 

 
• 99212: 10 minutes 
• 99213: 15 minutes 
• 99214: 25 minutes 
• 99215: 40 minutes 

The times above are published in CPT 2020. Time is all of the physician time associated with 
the E/M service on the day of the encounter.  Time with staff should not be included. 
  
Place of service is 11. Append modifier -95 to the appropriate level of exam. 
 
The above may apply to Medicare patients only. 
 
Important New Updates as of April 3, 2020 

• On April 3, 2020, CMS clarified that place of service (POS) should be 11 for phone calls, 
e-visits, G-codes, and 99201-99215 via virtual telemedicine for Medicare Part B. 
patients. 

• Modifier -95 should be appended to 99201-99215, but not to phone calls, e-visits or G-
codes. 

Important New Updates as of April 2, 2020 
 
CMS announced coverage for physician/patient phone calls this week.  

• 99441 $14.44 for 5-10 minutes of medical discussion 

• 99442 $28.15 for 11-20 minutes of medical discussion 

• 99443 $41.14 for 21-30 minutes of medical discussion 



• Place of service 11 for office 

PAs and NPs will also be paid for their code family 98966-98968 at the same physician 
allowable. 

CMS also clarified that G2010, G2012, 99441-99443 and 99421-99423 may be reported on new 
patients in addition to established patients. 
 
The Academy has developed these additional resources to help you code for telemedicine. Visit 
https://www.aao.org/practice-management/resources/videos  

• Short Video: Coding for Telemedicine 
• Short Video: What Constitutes E/M 99202 and 99212 Performed via Telehealth?  
• Short Video: What Constitutes E/M 99213 Performed via Telehealth 

Important New Updates as of March 30, 2020

CMS released temporary regulatory waivers and new rules for physicians and other providers to 
address the COVID-19 pandemic. Note the section on "new patients covered for virtual check-
ins, e-visits, and video/image evaluations" and rule that "providers can render telehealth from 
home without reporting home address on Medicare PECOS enrollment." 

The Academy's documentation requirements/checklists for Telemedicine Exams: Outpatient 
Evaluation and Management Visits have been added: 99202 new patient (PDF), 99212 
established patient (PDF), and 99213 established patient (PDF). 

 
Download the Academy's printable instructions on how patients can test their vision at home. 
Here are the charts they can use: Adults (PDF), Amsler Grid (PDF), Children (PDF). 

Important Update as of March 23, 2020

On March 22, 2020, CMS released Frequently Asked Questions on Medicare Provider 
Enrollment Relief related to COVID-19 including the toll-free hotlines available to provide 
expedited enrollment and answer questions related to COVID-19 enrollment requirements. 
 
Examples of non-public facing remote communication products would include platforms such as 
Apple FaceTime, Facebook Messenger video chat, Google Hangouts video, Whatsapp video 
chat, or Skype. Such products also would include commonly used texting applications such as 
Signal, Jabber, Facebook Messenger, Google Hangouts, Whatsapp, or iMessage. 

Important Updates as of March 18, 2020 

Beginning on March 6, 2020, Medicare-administered by the Centers for Medicare & Medicaid 
Services (CMS)-will temporarily pay clinicians to provide telehealth services for beneficiaries 
residing across the entire country.  

Medicare restrictions on which patients are eligible for telehealth will be removed during the 
emergency. In particular, all patients, now including those outside of rural areas, and patients in 
their homes will be eligible for telehealth services, effective for services starting March 6, 2020.   

In light of the COVID-19 nationwide public health emergency, the HHS Office for Civil Rights 
(OCR) is exercising its enforcement discretion and, effective immediately, will not impose 
penalties on physicians using telehealth in the event of noncompliance with the regulatory 

https://www.aao.org/practice-management/resources/videos
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https://www.aao.org/Assets/0b6907e4-9165-439a-9d6a-c7cd47b488d2/637205709368330000/single-e-test-card-for-childrens-home-eye-exams-pdf?inline=1
https://www.cms.gov/files/document/provider-enrollment-relief-faqs-covid-19.pdf


requirements under the Health Insurance Portability and Accountability Act (HIPAA) as long as 
the platform used is not public-facing. Allowed platforms that are not HIPAA compliant include 
Apple FaceTime, Facebook Messenger video chat, Google Hangouts video, WhatsApp video 
chat, or Skype. Texting applications such as Signal, Jabber, Facebook Messenger, Google 
Hangouts, WhatsApp, or iMessageEHR Portal are still allowed. 
 
Telehealth services are paid under the Physician Fee Schedule at the same amount as in-
person services.  Documentation guidelines still apply. Eye visit codes 92002, 92012, 92004 
and 92014 cannot be used to report telehealth visits. 

Although Medicare coinsurance and deductibles still apply for these services, the HHS Office of 
Inspector General (OIG) is providing flexibility for healthcare providers to reduce or waive cost-
sharing for telehealth visits paid by federal healthcare programs. Waiving cost-sharing is 
optional and will not be considered an illegal inducement by the OIG.  

Health and Human Services (HHS) will not conduct audits to ensure that a prior relationship 
(new vs. established patient) existed for claims submitted during the public emergency.  

All of these new flexibilities are subject to review and renewal in 90-days.  
 

 
 

Four Options for Telehealth and Other Communications-Based 
Technology Services 

1. Telephone Calls 

Virtual Check-in (G2012) 

Brief communication technology-based service, e.g. virtual check-in, by a physician or other 
qualified health care professional who can report evaluation and management services, 
provided to a new or established patient, not originating from a related E/M service provided 
within the previous seven days nor leading to an E/M service or procedure within the next 24 
hours or soonest available appointment. 

Code Value Description 

HCPCS code G2012 $14.81  

Medicare Part B  

Coverage varies per 
commercial plan 

$14.81  

Medicare Part B  

Coverage varies per 
commercial plan 

Note:  Both HCPCS codes G2010 and G2012 may be billed by the same physician for the same 
patient on the same day as long as the requirements for both codes have been met.   

 

HCPCS code G2012 Documentation Requirements  



• Confirm patient identity (e.g., name, date of birth or other identifying information as 
needed, in particular if documenting independently from the patient’s electronic or paper 
record). 

• Detail what occurred during the communication (e.g., patient problem(s), details of the 
encounter as warranted) to establish medical necessity. 

• Document the total amount of time spent in communicating with the patient and only 
submit code G2012 if a minimum of five minutes of direct communication with the patient 
was achieved. 

• Document that the nature of the call was not tied to a face-to-face office visit or 
procedure that occurred within the past seven days. 

• Document that a subsequent office visit for the patient’s problems were not indicated 
within 24 hours or the next available appointment. 

• Include that the patient provided consent for the service. 
 

Phone calls with MDs, DOs, ODs code 

Telephone evaluation and management service by a physician provided to a new or established 
patient, parent, or guardian not originating from a related E/M service provided within the 
previous seven days nor leading to an E/M service or procedure within the next 24 hours or 
soonest available appointment. 

Value: Covered by Medicare. Coverage varies per commercial plan 

Documentation: Patient’s verbal consent for services; total time of medical discussion 

Code Value Description 

99441 $14.44 5-10 minutes of medical discussion 

99442 $28.15 11-20 minutes of medical discussion 

99443 $41.14 21-30 minutes of medical discussion 

Clinical Vignettes for CPT codes 99441-99443 

99441 – A new or established patient known to the physician calls with a new complaint. The 
physician obtains a brief history and the patient's present medication use and makes treatment 
recommendations, all of which are recorded in the patient's medical record. The patient is 
instructed and advised to call if the symptoms fail to improve with the recommended treatment. 
The call lasts 8 minutes. No office visit is required. 

99442 – A new or established patient calls the office of a physician to discuss new acute illness 
symptoms. The physician obtains a brief history and makes treatment recommendations, all of 
which are recorded in the patient's medical record. The patient is instructed and advised to call 
if symptoms are increasing. The call lasts 15 minutes. No office visit is required. 

99443 – A new or established patient with special needs calls to discuss onset of new and 
disturbing symptoms. During a 25-minute phone call, the physician reviews the history and 
review of systems, the description of symptoms, and current medications. She makes a 
recommendation to change the present medication regimen, provides reassurance, both of 
which are recorded in the patient's medical record, and requests follow-up in the office in one 
week or sooner if needed. 



Phone Calls with Physician Assistants or Nurse Practitioners 

Telephone assessment and management service provided by a qualified nonphysician, heath 
care professional to an established patient, parent, or 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. 
 

Value: Covered by Medicare. Coverage varies per commercial plan. 

Code Value Description 

98966 $14.44 5-10 minutes of medical discussion 

98967 $25.15 11-20 minutes of medical discussion 

98968 $41.14 21-30 minutes of medical discussion 

• Initiated by new or established patients 

• If the telephone service ends with a decision to see the patient within 24 hours or the 
next available urgent visit appointment, the code is not reported. The encounter is 
considered part of the preservice work of the subsequent assessment and management 
service, procedure and visit. 

• If the call refers to a service performed and reported within the previous seven days or 
within the post-operative period of the previous completed procedure, then the service is 
considered part of the previous service or procedure. 

 

2. Online Digital Services ("E-Visits") 

• Initiated by new or established patients 

• Covers seven days 

• Not to be used for: 
o Scheduling appointments 
o Conveying test results 

• Consider HIPAA compliant secure platforms such as:  
o Electronic health record portals 
o Secure email, etc. 

• Non-HIPAA compliant platforms are allowed during the public emergency as long as 
they are not public facing (see HIPAA reference below) 

Online Digital Services ("E-Visits") with Physicians 

Online digital E/M service, for a new or established patient, for up to seven days, cumulative 
time during the seven days 

New codes in 2020 

Note: Medicare is providing coverage for these services during the emergency. 

Code Value Description 

99421 $15.52 5-10 min 



99422 $31.04 11-20 minutes 

99423 $50.16 21 or more minutes 

Digital Services with Non-Physicians, Such as Physician Assistants and Nurse Practitioners 

Online digital service, for an established patient, for up to seven days, cumulative time during 
the seven days 

Codes Value Description 

98970 $0 5-10 min 

98971 $0 11-20 minutes 

98972 $0 21 or more minutes 

 

3. Telemedicine Exams 

• Telemedicine is defined by a real-time interaction between a physician or other 
qualified health care professional and a patient who is located at a distant site from 
the physician. 

• The examination and communication of information exchange between the physician 
and the patient must be the same as when rendered face-to-face. 

• Code level selection is based on same criteria for the base codes. 

• Non-HIPAA compliant communications platforms are allowed during the 
emergency as long as they are not public facing (see HIPAA reference below) 

• Telemedicine codes are identified by an asterisk (*) in your CPT book 

• Appending modifier -95 (Synchronous telemedicine service rendered via a real-

time interactive audio and video telecommunications systems) is optional 

during the public emergency. 

• List place of service as 11 

Outpatient Evaluation and Management Visits 

• 99201 – 99205 E/M new patient 

• 99212 – 99215 E/M established patient 

• Does not apply to tech code 99211 or Eye visit codes 

• Documentation requirements (Download PDFs at https://www.aao.org/practice-
management/news-detail/coding-phone-calls-internet-telehealth-consult.) 

o New patient 99202 (PDF) 
o Established patient 99212 (PDF) 
o Established patient 99213 (PDF) 

Outpatient consultations: 99241-99245 

• For insurance that still recognize this family of codes: 99241 – 99245 

Subsequent Hospital Care: 99231-99233 

Inpatient Consultation: 99251-99255 

Subsequent Nursing Facility Care: 99307-99310 

https://www.aao.org/practice-management/news-detail/coding-phone-calls-internet-telehealth-consult
https://www.aao.org/practice-management/news-detail/coding-phone-calls-internet-telehealth-consult
https://www.aao.org/Assets/09872a46-297e-4c26-8e3d-04e0d7680d75/637215361451470000/99202-documentation-requirements-for-telemedicine-04-03-20-pdf?inline=1
https://www.aao.org/Assets/0ef78981-ed79-425d-90dd-0474d45998ce/637215361500630000/99212-documentation-requirements-for-telemedicine-04-03-20-pdf?inline=1
https://www.aao.org/Assets/0e32a24f-ba0c-4d66-90ff-c5c063307b91/637215361563130000/99213-documentation-requirements-for-telemedicine-04-03-20-pdf?inline=1


4. Evaluation of Video or Images 

G2010 -Remote evaluation of recorded video and/or images submitted by a new or established 
patient (e.g., store and forward), including interpretation with follow-up with the patient within 24 
business hours, 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  
 

Code Value Description 

HCPCS code G2010 

$11.91 Medicare Part B 

Coverage varies per commercial plan 
Review of video or images, with 
interpretation and report 

Note:  Both HCPCS codes G2010 and G2012 may be billed by the same physician for the same 
patient on the same day as long as the requirements for both codes have been met. 

 

Telehealth Information at a Glance 

Place of service 11, Telehealth 

Type of Service What is the Service? HCPCS or CPT 
Code 

Patient 
Relationship 
with MD, DO, 
OD 

Telemedicine 
Visits 

A visit with a MD, DO, OD, PA or NP 
that uses telecommunication systems 
with a patient. Requires real-time 
audio and video. 

99201-99215 

+ -95 modifier 
(optional) 

For new or 
established 
patients. 

Virtual Check-In A brief (5-10 minutes) check in with 
physician via telephone or other 
telecommunications device to decide 
whether an office visit or other 
service is needed. 

G2012 

 

For new or 
established 
patients. 

E-Visits A communication between a patient 
and their physician through an online 
patient portal or secure email 
 
 
(PA and NP e-visits have $0 
allowable with Medicare) 

Physician: 
99421 
99422 
99423 
 
 
PA and NP: 
98970 
98971 
98972 

 

 

For new or 
established 
patients. 



Phone Calls Telephone service, for an established 
patient, more than 7 days after a visit 
and more than 24 hours prior to a 
visit 
 

 
Note: currently not covered by 
Medicare under the emergency 
exceptions 

Physician: 
99441 
99442 
99443 
 
 

 
PA and NP:  
98966 
98967 
98968 

 

Video or Image 
Evaluation 

Review of previously recorded video 
or image taken by patient 

G2010 For new or 
established 
patients. 

 

Coding for Skilled Nursing Home Visits 

• To be reported when the MD, DO, OD visits the patient in the Skilled Nursing Facility.   

• Place of Service is 13. 

• Initial Visit whether patient is new or established 99304, 99305, 99306 

• Subsequent Skilled Nursing Facility visits performed in person or via telehealth: 99307, 
99308, 99309, 99310 
 

Coding for Nursing Home Visits 

• To be reported when the MD, DO, OD visits the patient in a Nursing Home.   

• Place of service is 13 

• New Patient:  99324, 99325, 99326, 99327, 99328 

• Established Patient: 99334, 99335, 99336, 99337  
 

Modifier -25 Note: When billing an intravitreal injection (or any minor surgery) the same 
day as an encounter, consider the definition of modifier -25 and although medically 
necessary, if the established patient exam is performed solely to confirm the need for the 
injection, the exam is not separately billable  

Coding for Home Visits 

• To be reported when the MD, DO, OD visits the patient at their home.   

• Place of service is 12 

• New Patient: 99341, 99342, 99343, 99344, 99345 

• Established Patient: 99347, 99348, 99349, 99350 
 

Modifier -25 Note: When billing an intravitreal injection (or any minor surgery) the same 
day as an encounter, consider the definition of modifier -25 and although medically 
necessary, if the established patient exam is performed solely to confirm the need for the 
injection, the exam is not separately billable  



Further Resources 
Physicians and Other Clinicians: CMS Flexibilities to Fight COVID-19, Centers for Medicare & 
Medicaid Services 

Coverage and Payment Related to COVID-19, Medicare. Centers for Medicare & Medicaid 
Services 

CMS Telemedicine Fact Sheet 

CMS FAQs 

HIPAA Flexibility 

https://www.aao.org/Assets/9a8d0642-d861-4f68-8dd9-3a8c2af3aa98/637211939335830000/covid19-physiciansandpractitioners-508cfinal-pdf
https://www.cms.gov/files/document/03052020-medicare-covid-19-fact-sheet.pdf
https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet
https://edit.cms.gov/files/document/medicare-telehealth-frequently-asked-questions-faqs-31720.pdf
https://www.hhs.gov/hipaa/for-professionals/special-topics/emergency-preparedness/notification-enforcement-discretion-telehealth/index.html

