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Executive Summary 
The California Pharmacist Diabetes Self-Management Education and Support (DSMES) and 
National Diabetes Prevention Program (DPP) Services Implementation Guide is designed to 
support the development, integration, and sustainability of pharmacist-led diabetes services 
across community pharmacies and ambulatory care settings in California. As pharmacists 
continue to be recognized as essential healthcare providers under California law, this guide 
provides a practical, regulatory-aligned roadmap for leveraging pharmacist scope of practice, 
reimbursement, and team-based care models to improve cardiovascular outcomes, expand 
access to care, and strengthen collaboration across the healthcare continuum. 

Purpose and Vision 
The purpose of this guide is to equip pharmacy leaders in ambulatory care settings with the 
clinical, operational, and regulatory frameworks needed to implement high-quality, scalable 
pharmacist-led programs for patients with diabetes. This guide serves as a comprehensive 
roadmap for building pharmacist-led, medical-billing–ready Diabetes Self-Management 
Education and Support (DSMES) and National Diabetes Prevention Program (DPP) services, and 
explores additional avenues as pharmacist providers to care for these patients. It positions 
these programs not as isolated educational offerings, but as core components of an integrated 
clinical services strategy that strengthens patient outcomes, supports population health, and 
establishes pharmacies as recognized healthcare providers within multidisciplinary care teams. 

The vision is to enable scalable, accredited, and financially sustainable pharmacy-based care 
models that align with pharmacist provider status, payment parity principles, and value-based 
care expectations. Emphasis is placed on infrastructure that supports long-term growth, 
including accreditation, care-team integration, referral networks, telehealth, outcomes 
measurement, and revenue cycle management. 

What the Guide Includes 
Clinical Program Foundations 

The document defines DSMES as a structured, reimbursable education service for people with 
diabetes, typically delivered through an initial individual visit followed by group education, 
totaling ten hours in the first year and two hours annually thereafter. It also details the National 
DPP as a yearlong, Centers for Disease Control and Prevention (CDC)-recognized lifestyle 
change program for individuals at high risk of type 2 diabetes, delivered by trained Lifestyle 
Coaches with strict standards for curriculum, eligibility, attendance, and outcomes tracking. 

Scope of Practice and Regulatory Authority   

The guide anchors both DSMES and DPP within California pharmacist scope of practice, 
referencing statutory recognition of pharmacists as healthcare providers and their authority to 
deliver disease prevention, education, and care coordination services. This section supports 
internal governance and provider collaboration 
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Accreditation, Program Build and Telehealth 

Step-by-step pathways are included for achieving and maintaining ADCES cognition for DSMES, 
including team requirements, curriculum selection, quality coordination, continuous quality 
improvement, and a realistic timeline to first reimbursed services.  CDC Diabetes Prevention 
Recognition Program (DPRP) status for DPP, including organizational readiness, Lifestyle Coach 
training, data submission cycles, recognition levels, and performance benchmarks. Telehealth 
considerations by program and payor are also built out.   

Reimbursement and Payment Pathways 

Detailed coverage and billing guidance is provided for Medicare, Medi-Cal (fee-for-service and 
Managed Care), and commercial insurance. For DSMES, the guide explains accreditation 
requirements, referral processes, HCPCS coding, and documentation standards. For DPP, it 
distinguishes between CDC recognition and the Medicare Diabetes Prevention Program 
(MDPP), outlining eligibility rules, attendance-based and outcome-based payment structures, 
and audit-ready documentation expectations. Variability in Medicaid and commercial coverage 
is addressed, with practical strategies for benefit verification and contracting. 

Care Team Integration Models 

The guide compares implementation across independent and community pharmacies, 
ambulatory care clinics, and health system associated clinics. For each model, it outlines 
differences in referral workflows, documentation systems, billing structures, staffing, and 
collaboration with prescribers and payors. This allows organizations to tailor program design to 
their regulatory and operational context. 

Medical Billing and Revenue Cycle Management (RCM) Infrastructure   

A dedicated section addresses the operational backbone required for sustainability, including 
provider enrollment and credentialing (NPI, Medi-Cal, Medicare, commercial payors); PTAN and 
Medicare enrollments for DSMES and DPP Programs, and a checklist to aid in billing as a 
pharmacist provider. 

Expansion Beyond DSMES and DPP   

Exploration into additional avenues to service patients with diabetes leveraging collaborating 
providers and reimbursement opportunities available to pharmacists.   

Why the Guide Matters 
Diabetes remains one of the most significant and costly chronic diseases worldwide, affecting 
hundreds of millions of people and driving blindness, kidney failure, cardiovascular disease, 
amputations, and premature death.1 The economic toll is equally staggering: the total annual 
cost of diabetes in the United States reached $412.9 billion in 2022, including $306.6 billion in 
direct medical costs and $106.3 billion in indirect costs, with people with diagnosed diabetes 
now accounting for one of every four healthcare dollars spent in the country.2 Yet decades of 
evidence demonstrate that structured diabetes education and lifestyle-change programs can 
dramatically improve glycemic management, reduce complications, increase medication 
adherence, and lower overall healthcare utilization.3 
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In California, more than one in ten adults is living with diagnosed diabetes (10.5% in 2023), a 
rate  that continues to rise and now exceeds the national median, underscoring the urgent 
need for scalable, pharmacist-led DSMES and diabetes prevention programs across the state.4 

Diabetes Self-Management Education and Support (DSMES) and the National Diabetes 
Prevention Program (DPP) represent the gold standard, evidence-based approaches for 
addressing this burden. Pharmacists are uniquely positioned to lead these efforts. Community 
pharmacies are among the most accessible healthcare settings in the United States, and 
pharmacists routinely manage complex medication regimens, devices such as continuous 
glucose monitors, and chronic disease counseling. A growing body of rigorous evidence 
confirms the clinical value of pharmacist-led diabetes care: a systematic review and meta-
analysis of 42 studies encompassing more than 10,000 patients found that pharmacist 
interventions as part of healthcare teams produced a mean A1c reduction of 1.1 percentage 
points compared with usual care (95% CI 0.88–1.27, p < 0.01).5 These clinical gains also 
translate into economic value; a 2023 systematic review of health economic evaluations found 
that half of all studies identified pharmacist-led diabetes care as the dominant strategy (both 
more effective and less costly than standard care) with increased pharmacist visit costs offset 
by reductions in hospitalizations, specialist visits, and diabetes complications.6 California’s 
statutory recognition of pharmacists as healthcare providers7 and their authority to deliver 
disease management, prevention, and care-coordination services creates a powerful 
opportunity to embed DSMES and DPP within multidisciplinary teams and community-based 
care models. 

Acronym & Definition Table 

Acronym Full Term Definition / Use in This Guide 

ADA American Diabetes 
Association 

A national organization focused on diabetes research, 
education, and advocacy; also operates a DSMES 
accreditation pathway (Education Recognition Program). 

ADCES Association of Diabetes 
Care & Education 
Specialists 

The professional organization dedicated to diabetes care 
and education; operates the Diabetes Education 
Accreditation Program (DEAP) for DSMES. 

APP Advanced Pharmacist 
Practitioner 

A California designation authorizing pharmacists to perform 
expanded patient-care activities, including independent 
prescriptive authority. 

BC-ADM Board Certified–Advanced 
Diabetes Management 

An advanced national credential for healthcare professionals 
demonstrating expertise in diabetes management. 
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BMI Body Mass Index A measure of body fat based on weight and height used to 
determine eligibility for programs such as the National DPP. 

BPC Business and Professions 
Code 

California statutory code that governs pharmacist scope of 
practice and provider authority. 

CCM Chronic Care 
Management 

A Medicare-reimbursable care coordination model for 
patients with multiple chronic conditions. 

CDC Centers for Disease 
Control and Prevention 

The federal agency that oversees public health programs 
including the National DPP and DSMES initiatives. 

CDCES Certified Diabetes Care 
and Education Specialist 

A nationally recognized credential for healthcare 
professionals specializing in diabetes care and education. 

CMS Centers for Medicare & 
Medicaid Services 

The federal agency that administers Medicare, Medicaid, 
and related payment programs. 

CPA Collaborative Practice 
Agreement 

A formal agreement allowing pharmacists to provide 
specified patient care services in collaboration with 
prescribers. 

CQI Continuous Quality 
Improvement 

An ongoing process of evaluating and improving program 
outcomes and service delivery. 

DEAP Diabetes Education 
Accreditation Program 

The ADCES-administered accreditation pathway for DSMES 
programs. 

DHCS Department of Health 
Care Services 

The California state agency that administers the Medi-Cal 
program. 

DMEPOS Durable Medical 
Equipment, Prosthetics, 
Orthotics, and Supplies 

A Medicare supplier category; pharmacies billing DSMES 
must not use a DMEPOS-type enrollment. 

DPP Diabetes Prevention 
Program 

A yearlong, evidence-based lifestyle intervention designed 
to prevent or delay type 2 diabetes among individuals at 
high risk. 

DPRP Diabetes Prevention 
Recognition Program 

The CDC’s recognition and quality assurance system for 
National DPP providers. 



May, 2026 • © 2026, V1.0         7                    

DSMES Diabetes Self-
Management Education 
and Support 

A structured, evidence-based, and reimbursable clinical 
service that equips people with diabetes with the 
knowledge, skills, and support needed to manage their 
condition and prevent complications. DSMES is the 
preferred term used throughout this guide. 

DSMT Diabetes Self-
Management Training 

A Medicare statutory term historically used to describe 
DSMES. In this guide, DSMT is not used; all references are 
standardized to DSMES, including when describing Medicare 
benefits. 

EHR Electronic Health Record A digital system for managing patient medical records and 
clinical documentation. 

FFS Fee-for-Service A payment model in which services are reimbursed per 
encounter or unit of care. 

HCPCS Healthcare Common 
Procedure Coding System 

Standardized codes used for billing Medicare and other 
insurers for medical services. 

LCP Lifestyle Change Program The structured yearlong program delivered under the 
National DPP framework. 

MAC Medicare Administrative 
Contractor 

A regional entity contracted by CMS to process Medicare 
claims and manage provider enrollment. 

MDPP Medicare Diabetes 
Prevention Program 

The Medicare-specific version of the National DPP, with 
distinct eligibility, delivery, and reimbursement 
requirements. 

NPI National Provider 
Identifier 

A unique identifier required for healthcare providers billing 
under the medical benefit. 

PECOS Provider Enrollment, 
Chain, and Ownership 
System 

The CMS online system used for Medicare provider and 
supplier enrollment. 

PTAN Provider Transaction 
Access Number 

A Medicare identifier required for entities billing certain 
Medicare services. 
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QC Quality Coordinator The designated team member responsible for overseeing 
DSMES program implementation, outcomes tracking, and 
continuous quality improvement. 

RCM Revenue Cycle 
Management 

The operational processes used to manage billing, 
claims submission, payment, and compliance. 

RDN Registered Dietitian 
Nutritionist 

A credentialed nutrition professional qualified to serve 
on the DSMES team. 

RN Registered Nurse A licensed nursing professional qualified to serve on the 
DSMES team. 

RPM Remote Patient 
Monitoring 

A Medicare-reimbursable model for monitoring patient 
health data remotely using connected devices. 

SDOH Social Determinants of 
Health 

Social and environmental factors that influence health 
outcomes, such as housing, food access, and 
transportation. 

Overview of DSMES and DPP 
Diabetes Self-Management Education and Support (DSMES) 
Diabetes Self-Management Education and Support (DSMES) is a structured and evidence-
based clinical service designed to empower individuals with diabetes to effectively manage 
their condition and prevent complications. At its core, DSMES is a collaborative, patient-
centered process. It involves assessment, goal setting, education, support, and follow-up, all 
customized to meet the unique needs of each participant. Services are typically delivered by a 
team of qualified healthcare professionals, which may include registered dietitians, 
pharmacists, nurses, certified diabetes care and education specialists, and other trained 
providers. Visit structure is typically set up as an individual 1:1 class followed by group 
education courses, with 10 hours per patient over the first year and 2 hours per year thereafter. 

DSMES is recognized by the Centers for Medicare & Medicaid Services (CMS) as a reimbursable 
medical service when delivered by an accredited or recognized program. The benefits of DSMES 
are well-documented. Participation in DSMES has been shown to: 

• Improve A1C levels 
• Increase self-efficacy and patient empowerment 
• Improve adherence to medications 
• Reduce the risk of diabetes-related complications (e.g., eye, kidney, nerve, and heart 

disease) 
• Lower healthcare costs through reduced hospitalizations and emergency room visits 
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DSMES is often confused with general health coaching or informal diabetes advice, but it is 
distinct in being a formal, billable medical benefit with defined clinical standards and 
documentation requirements. 

Helpful links include:    

• Centers for Disease Control and Prevention. Diabetes Self-Management Education and 
Support (DSMES) for Health Care Professionals. 
https://www.cdc.gov/diabetes/hcp/dsmes/index.html 

• Centers for Disease Control and Prevention. About Diabetes Self-Management 
Education and Support (DSMES). https://www.cdc.gov/diabetes-toolkit/php/about-
dsmes/index.html   

Diabetes Prevention Program (DPP) 
The Diabetes Prevention Program (DPP), also known as The National DPP, is a CDC-led, 
evidence-based lifestyle intervention designed to help adults at high risk of developing type 2 
diabetes prevent or delay disease onset. The program is delivered over the course of a full year 
and focuses on sustainable lifestyle changes, nutrition, physical activity, and behavior 
strategies, supported by trained Lifestyle Coaches and an approved curriculum. National DPP is 
not a one-time counseling encounter or a general wellness class. It is a structured program that 
requires consistent delivery, participant engagement, and measurable tracking of attendance, 
weight, and physical activity minutes. 

In a pharmacy setting, the National DPP is a strong fit because pharmacies are accessible, 
trusted, and embedded in the community. Pharmacies also have unique touchpoints to identify 
eligible participants: medication profiles (e.g., antihypertensives, dyslipidemia agents), chronic 
disease counseling, screening events, immunization encounters, and relationships with local 
providers and community organizations. When implemented well, the National DPP becomes 
part of a broader clinical services strategy - supporting chronic disease prevention, improving 
fairness in health outcomes, and strengthening the pharmacy’s role as a community health hub. 
Visit structure includes 16 weekly group education sessions over 6 months followed by at least 
6 monthly sessions the second 6 months.   

However, sustainable reimbursement in community pharmacy remains challenging. Medicare 
DPP eligibility is limited to more restrictive requirements (see National DPP Services: 
Implementation in Pharmacy section for details), and a smaller proportion of adults over age 65 
meet the strict “prediabetes but not yet diabetes” criteria, constraining volume. Medicaid and 
commercial coverage are highly variable by plan, creating unreliable and fragmented payment 
pathways. In addition, the frequency and duration of required sessions, along with existing 
payment models, are designed around delivery by lifestyle coaches who are typically ancillary 
personnel (assistants and technicians). In many community pharmacies, these roles are still 
uncommon, and services remain predominantly pharmacist-led, creating workforce and 
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financial misalignment that must be addressed for National DPP to be scalable and sustainable 
in the pharmacy setting. 

Helpful links include:   

• Centers for Disease Control and Prevention. National Diabetes Prevention Program. 
https://www.cdc.gov/diabetes-
prevention/?CDC_AAref_Val=https://www.cdc.gov/diabetes/prevention/index.html   

• Centers for Medicare & Medicaid Services. Coverage Toolkit for Billing and Reimbursement Support. 
https://coveragetoolkit.org/ 

Scope – California Pharmacist Provider 
(DSMES/DPP) 
General Pharmacist Scope 
Chronic disease management, patient education, and preventive health services are core 
components of the pharmacist’s scope of practice, as pharmacists are authorized to assess 
patients, provide clinical education, and participate in ongoing care coordination. 

Pharmacists as Recognized Healthcare Providers 
Pharmacists are increasingly recognized in statute and regulation as healthcare providers with 
authority to deliver direct patient-care services. In California, Senate Bill 493 (SB 493)7 formally 
declared pharmacists to be healthcare providers and expanded the pharmacist's scope of 
practice beyond traditional dispensing functions. Assembly Bill 1503 (AB 1503, 2025)7 further 
advanced pharmacist practice by transitioning clinical services from protocol-based 
requirements to a professional standard of care model. Business and Professions Code Section 
405024 establishes that pharmacists are health care providers who have the authority to provide 
health care services and recognizes pharmacy as a profession involving dynamic, patient-
oriented health service that continually evolves to include more comprehensive patient care 
activities. 

Under SB 493 and AB 1503, all licensed pharmacists are authorized to provide healthcare 
services related to disease prevention, disease management, patient education, and care 
coordination. This designation establishes pharmacists as clinical providers who may 
independently deliver services, collaborate with other healthcare professionals, and function as 
members of multidisciplinary care teams within or outside of a licensed pharmacy. 
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General Scope of Practice for Licensed Pharmacists 
California Business and Professions Code Section 4050, 4051, and 4052, define the general 
scope of practice of license pharmacists. As amended by AB 1503, pharmacist practice in 
California operates under an “accepted standard of care” model, defined as the degree of care 
a prudent and reasonable pharmacist with similar education, training, experience, resources, 
and setting would exercise in a similar situation. Within this scope, whether practiced within or 
outside of a licensed pharmacy, pharmacists are authorized to perform clinical activities that 
support patient assessment, education, monitoring, and therapeutic decision-making. 

Authorized activities include, but are not limited to: 

• Administering drugs and biologics pursuant to prescriber order or authorized protocol 
• Providing consultation, training, and education related to drug therapy, disease 

management, and disease prevention 
• Participating in multidisciplinary review of patient progress, including access to medical 

records 
• Ordering and interpreting tests for the purpose of monitoring and managing drug 

therapy efficacy and safety, in coordination with the patient’s primary care provider or 
diagnosing prescriber 

Pharmacists must not provide services if there is a professional determination that: 

• The pharmacist lacks sufficient education, training, or expertise, or access to sufficient 
patient medical information, to perform the service or function properly or safely 

• Performing or providing the service or function would place a patient at risk. 
• Pharmacist staffing at the pharmacy is insufficient to facilitate comprehensive patient 

care. 

Helpful links include:   

• California Code, BPC 4052: 
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=4052.&l 
awCode=BPC 

DSMES: Pharmacist Delivered 
Pharmacists are recognized as qualified DSMES service providers and may deliver these services 
as part of the interdisciplinary care team. However, pharmacists do require a referral from an 
authorized provider before initiating DSMES services for a patient. An "authorized provider" is 
defined under Medicare as a physician, nurse practitioner, physician assistant, or clinical nurse 
specialist who is treating the beneficiary for diabetes.   

Once a referral has been received from an authorized provider, pharmacists bring distinct 
clinical value to DSMES delivery by integrating medication management with diabetes 
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education and self-care training. Pharmacists assess therapeutic regimens, identify medication-
related barriers, provide individualized counseling on insulin and non-insulin therapies, support 
safe and effective use of devices such as continuous glucose monitors and insulin pumps, and 
reinforce lifestyle and adherence strategies. As accessible clinicians with expertise in 
pharmacotherapy, pharmacists also coordinate with referring providers and other members of 
the care team to communicate clinical findings, recommend therapy adjustments, and support 
continuity of care across settings — thereby enhancing the quality, efficiency, and outcomes of 
DSMES services. 

DPP: Support Staff Delivered 
For National DPP services, program delivery is led by trained Lifestyle Coaches rather than 
licensed prescribers. In pharmacy-based models, the Lifestyle Coach role is often filled by a 
pharmacy technician or other trained non-licensed staff member who has completed CDC-
recognized Lifestyle Coach training and is responsible for facilitating group sessions, tracking 
attendance, weight, and physical activity, and supporting participant behavior change. 
Pharmacists provide clinical oversight, ensure program compliance, and integrate DPP 
participants into broader medication management and chronic disease services when 
appropriate. 

Advanced Certifications 
Pharmacists delivering services for patients with diabetes may also pursue specialized diabetes 
certification to demonstrate clinical expertise and strengthen program credibility. Two 
nationally recognized credentials are available to eligible pharmacists: the Certified Diabetes 
Care and Education Specialist (CDCES) and the Board Certified–Advanced Diabetes 
Management (BC-ADM). The CDCES requires a minimum of two years of professional practice 
experience and at least 1,000 hours of diabetes care and education within the five years prior 
to application, with a minimum of 200 of those hours accrued in the most recent year. The BC-
ADM sets a higher bar, requiring a master's degree or higher in pharmacy from an ACPE-
accredited school and 500 clinical practice hours in advanced diabetes management within the 
48 months preceding the exam Both credentials are administered by the Certification Board for 
Diabetes Care and Education (CBDCE) and are valid for five years. While neither credential is 
required to deliver DSMES services team, holding a CDCES or BC-ADM signals to accreditors, 
payors, and patients alike that the pharmacist has validated expertise in diabetes care and 
education — and may support quality coordinator eligibility and program differentiation in 
competitive markets.   
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DSMES Services: Implementation in Pharmacy 
Below is a practical, step-by-step guide for building and launching an accredited Diabetes Self-
Management Education and Support (DSMES) program in a pharmacy driven with pharmacist 
providers. Considerations for operational execution—from accreditation requirements and 
staffing to curriculum selection, documentation, and timelines are included in depth. The intent 
is to demystify the DSMES accreditation process and provide pharmacy teams with a clear, 
repeatable pathway from planning through first reimbursed service delivery. 

DSMES Accreditation Bodies 
ADCES standards and the full accreditation timeline: staffing and qualifications (including a 
Quality Coordinator), 15 hours of CE for providers, curriculum purchase, first patient 
completion and documentation, application preparation and submission, and interview.   

DSMES is recognized by the Centers for Medicare & Medicaid Services (CMS) as a reimbursable 
medical service when delivered by an accredited or recognized program. The two main 
accrediting bodies in the U.S. are the Association of Diabetes Care & Education Specialists 
(ADCES) and the American Diabetes Association (ADA). To maintain accreditation, programs 
must comply with national standards that emphasize a structured curriculum, qualified 
instructors, individualized patient assessments, and continuous quality improvement. 

While DSMES programs may seek accreditation through either ADCES (via its Diabetes 
Education Accreditation Program, DEAP) or ADA (via its Education Recognition Program, ERP), 
this guide focuses on the ADCES pathway for several reasons. ADCES is the only accrediting 
organization dedicated exclusively to the specialty of diabetes care and education, and its 
interdisciplinary model has included pharmacists as core team members since its founding — 
predating the formal inclusion of pharmacists in the shared National Standards by decades. 
ADCES also offers practical advantages for pharmacy programs looking to expand access across 
multiple locations, including no-cost community site registration and umbrella accreditation 
options for network sites. Additionally, DEAP accreditation includes a complimentary one-year 
ADCES membership with access to over 30 free CE/CME, reimbursement expert support, and 
pharmacy-specific technical assistance resources.  For programs that wish to explore the ADA 
ERP pathway instead, full details are available at ADA's Education Recognition Program page. 

ADCES Accreditation Standards 
To achieve ADCES accreditation8, six National Standards for DSMES must be adhered to. 
Starting DSMES services involves assembling a qualified team, understanding accreditation 
standards, and planning service delivery. 
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# Standard 

1 Support for DSMES Services 

2 Population and Service Assessment 

3 Team Structure and Staffing 

4 Curriculum 

5 Individualization of DSMES 

6 Continuous Quality Improvement 

Standard 1: Support for DSMES Services   

ADCES requires a Letter of Support8 that demonstrates organizational commitment to DSMES. 
Support for DSMES services must come from the administrative level of the organization to 
which these services report. This support is typically provided by the sponsoring organization’s 
owner, a referring physician, or a qualified healthcare professional who expresses their 
commitment to the DSMES program and to supporting individuals with diabetes. This letter 
should come from someone not directly on the DSMES team. 

The letter of support should be signed by a high-level administrator within the sponsoring 
organization, such as the CEO, President, Director, Clinical Manager, Quality Manager, Owner, 
or Supervisor, depending on the organizational structure. The person chosen to write this letter 
should have the authority to endorse the long-term sustainability of DSMES services. 

The letter must be dated within six months of the initial or renewal DSMES application. If there 
is a change in leadership or signatory, a new letter should be obtained and kept on file to 
ensure up-to-date support for the program. 

Standard 2: Population and Service Assessment 

A successful DSMES program starts with understanding the community it serves. This involves 
assessing the population’s demographics, health needs, and barriers to care. Recognizing social 
determinants of health (SDOH), such as food insecurity, transportation issues, or limited access 
to healthcare, is essential. These barriers can significantly affect diabetes management, so 
addressing them ensures the program is relevant and accessible. 

Identifying these challenges allows a pharmacy to develop strategies to overcome them. For 
instance, partnering with local organizations to provide meal delivery or transportation 
assistance can help bridge these gaps. 
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Clearly defining the population is also crucial. Understanding factors like age, socioeconomic 
status, and cultural background ensures the services offered are tailored to their needs. By 
addressing SDOH and designing a program that meets these needs, patient engagement and 
long-term success will improve. 

This standard requires a mix of regional demographics along with specific customer population, 
as outlined by ADCES Population and Service Assessment Template8 . 

Standard 3: DSMES Team 

The team forms the backbone of a DSMES program. The roles and responsibilities of each 
member should be clearly defined. The team must include a quality coordinator (QC) and at 
least one other DSMES team member qualified as a Registered Nurse (RN), Registered 
Dietitian Nutritionist (RDN), Pharmacist, or certified diabetes educator (CDCES or BCADM). The 
quality coordinator can be any qualified team member — including a pharmacist — and does 
not require a specific license, discipline, or advanced certification.  The QC is responsible for 
overseeing program implementation, tracking outcomes, and ensuring continuous quality 
improvement. The QC will sign an attestation8 to ensure the team meets these requirements 
and oversees program compliance with ADCES standards. The team's CV, credentials, and proof 
of licensure will be reviewed and submitted. 

In addition, ADCES requires that team members complete and submit 15 hours of CE related 
to diabetes management. Topics may include medication use, obesity management, 
continuous glucose monitoring, and addressing SDOH.   

Lastly, a mock job description/posting8 is required for the ADCES application to outline roles 
and responsibilities for competency and turnover planning. 

Standard 4: Delivery and Design of DSMES Services 

Operational planning for a DSMES program requires careful attention to logistical details. By 
setting clear patient outcomes, choosing an effective delivery method, establishing a structured 
schedule, and defining communication and follow-up strategies, program administrators can 
ensure that their services are both impactful and sustainable.   

Standard 4 requires the pharmacy to purchase a pre-approved curriculum from ADCES 
Diabetes Education and Care Curriculum8, which ensures consistency and quality in DSMES 
sessions. The current curriculum costs $112 for ADCES members and $140 for non-members. 
The purchase receipt and an attestation 8 (that all your DSMES members reviewed and are 
familiar with the curriculum) are also required for the application. 

Choosing the right delivery method –telehealth, in-person, or hybrid– also tailors the program 
to patient needs. Telehealth requires secure technology, while in-person sessions need well-
equipped and accessible spaces. Hybrid models offer flexibility and may enhance participation. 
Scheduling services involve aligning days and hours of operation with patient availability. 

https://www.adces.org/store/publications/detail/adces-diabetes-care-and-education-curriculum--4th-edition
https://www.adces.org/store/publications/detail/adces-diabetes-care-and-education-curriculum--4th-edition
https://www.adces.org/docs/default-source/default-document-library/standard-4-2-templateaa4def37a05f68739c53ff0000b8561d.docx?sfvrsn=71fe6a59_2
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Monitoring metrics like attendance, outcomes, and billing ensures ongoing program success, 
with regular documentation keeping data accurate and actionable. ADCES requires you to 
outline your processes within their Delivery & Design of DSMES Services Template 8 . 

Additionally, Standard 4 requires setting clear patient outcomes. Outcomes should target 
specific goals, such as A1c reduction, improved self-management skills, or higher attendance 
rates, with defined metrics and methods for measurement. Communication and follow-up 
sustain engagement. Using methods like phone, email, or SMS, along with structured follow-up 
intervals, helps maintain patient progress. A well-organized plan supports measurable results 
and long-term patient success. 

Standard 5: Person-Centered DSMES 

Standard 5 focuses on developing and demonstrating a person-centered process for delivering 
DSMES services. The ADCES application requires programs to outline their entire patient 
journey from receiving a referral to follow-up communication with the referring provider. This 
section should include detailed descriptions of how referrals are received (fax, EMR, or paper 
form), how staff conduct outreach and enrollment, and the scheduling process for both 
individual and group sessions. Programs should describe how the initial one-hour individual 
session is used to assess the participant’s learning needs, set behavioral goals, and develop a 
personalized education plan, followed by subsequent group sessions that deliver the curriculum 
through interactive, culturally sensitive instruction. A document outlining all of these planned 
processes will be submitted.   

To demonstrate person-centered care, ADCES requires submission of one de-identified patient 
chart that reflects the program’s documentation practices across all DSMES sessions. This chart 
should include the intake assessment 8, documentation for each hour of DSMES provided, 
session tracking forms 8, follow-up notes, and any educational or goal-setting materials used 
during instruction. All personal identifiers, such as names, addresses, exact dates, contact 
details, and other PHI listed under the Health Insurance Portability and Accountability Act 
(HIPAA), must be fully redacted before submission. The de-identified record serves as evidence 
that the program individualizes education based on the patient’s clinical data, readiness to 
learn, and ongoing self-management progress. 

Finally, programs must show evidence of closed-loop communication with referring providers. 
A mock follow-up letter or email to the provider should summarize the patient’s participation, 
education topics covered, and any recommendations for continued care. This correspondence 
demonstrates coordination and continuity of care.   

Standard 6: Measuring and Demonstrating Outcomes of DSMES Services 

Standard 6 centers on a clear plan to measure, evaluate, and improve DSMES through 
continuous quality improvement (CQI). Initial applicants complete pages 1-3 of the CQI 
Project Template8 to define specific goals, benchmarks, data sources, and timelines. This plan 
anchors ongoing performance review so services stay effective and responsive to participant 

https://www.adces.org/docs/default-source/default-document-library/delivery-design-of-dsmes-services-templated5d20137a05f68739c53ff0000b8561d1f4cef37a05f68739c53ff0000b8561d1f4cef37a05f68739c53ff0000b8561d.pdf?sfvrsn=8a8d6959_6
https://www.adces.org/docs/default-source/default-document-library/brief-dsmes-assessment.pdf?sfvrsn=17659158_0
https://www.adces.org/docs/default-source/default-document-library/s5-patient-progress-template-2.pdf?sfvrsn=6dd66d59_0
https://www.adces.org/docs/default-source/practice/deap/deap-qc-website/deap_2025-pdsa-template.pdf?sfvrsn=bb119859_1
https://www.adces.org/docs/default-source/practice/deap/deap-qc-website/deap_2025-pdsa-template.pdf?sfvrsn=bb119859_1
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needs. CQI activities should track process (referral completion, attendance, satisfaction) and 
outcome measures (A1C, c, weight, medication adherence, nutrition, activity, etc.).   

Annually, the QC submits: (1) a completed CQI project report showing measurable progress or 
change, (2) at least one aggregated clinical or behavioral outcome with pre/post DSMES data, 
and (3) one additional outcome tied to the CQI focus. 

Program Structure and Curriculum 
A comprehensive DSMES program typically includes about 10 hours of structured education 
that guide patients through the core skills needed for successful diabetes self-management. It 
begins with an individualized baseline meeting to assess each patient’s needs and goals, 
followed by an introductory module that lays the foundation for understanding diabetes and 
the purpose of DSMES. Subsequent modules address key areas such as reducing risks and 
preventing complications, understanding and managing medications, and learning effective 
monitoring strategies. Participants also receive practical guidance on healthy eating and 
nutrition, incorporating physical activity into daily life, and developing healthy coping skills to 
manage the emotional aspects of diabetes. Problem-solving strategies are introduced to help 
patients navigate common challenges, and a dedicated module explores the use of continuous 
glucose monitors (CGMs) to enhance self-management. The program concludes with follow-up 
sessions that reinforce learning, track progress, and support long-term success. 

A typical curriculum begins with the individualized baseline appointment followed by modules 
on the topics below that follow the most current ADCES curriculum. Each module can be 
translated into PowerPoint slides, printed handouts, or interactive worksheets designed to 
enhance understanding and encourage participation. Pharmacies may wish to customize 
examples to reflect local food availability, regional health beliefs, or commonly prescribed 
medications in their area. An example approach is demonstrated below. 

Meeting Type Materials 

Individual Meeting (baseline) Welcome Packet / Handouts 

Module 1 – Introduction PowerPoint & Handouts 

Module 2 – Reducing Risks PowerPoint & Handouts 

Module 3 – Medications PowerPoint & Handouts 

Module 4 – Monitoring PowerPoint & Handouts 

Module 5 – Healthy Eating PowerPoint & Handouts 
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Module 6 – Being Active PowerPoint & Handouts 

Module 7 – Healthy Coping PowerPoint & Handouts 

Module 8 – Problem Solving PowerPoint & Handouts 

Module 9 – CGMs PowerPoint & Handouts 

Timeline for DSMES Service Implementation 
The ADCES accreditation process involves several key steps. Here's an outline to guide the 
journey: 

1. Prepare for Accreditation:   
a. Complete preliminary training. 
b. Purchase a curriculum, recruit & cement the team, and identify the first patient. 
c. Ensure the team meets all qualification requirements and gathers supporting 

documentation. 
2. Deliver DSMES Services to One Patient:   

a. At least one patient must complete DSMES sessions with follow-up documentation 
before the pharmacy can apply. 

3. Submit Application:   
a. Complete the online application. 
b. Upload all required supporting documents. 
c. Pay the application fee ($1,100 for the first site). 

4. Application Review:   
a. ADCES reviews the application and conducts a telephone interview. 

5. Accreditation Decision:   
a. Upon approval, the program is accredited for four years. 

Estimated Overall Timeline 

Phase Key Activities Timeframe 

Preparation & 
Program Build 

Identify team & Quality Coordinator; complete 
required CE; purchase curriculum; conduct 
population & service assessment; draft policies and 
workflows 

Weeks 0–12 

Initial Service 
Delivery 

Enroll and complete DSMES services for at least one 
patient; finalize documentation and referral workflows 

Weeks 8–16 
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Application 
Preparation & 
Submission 

Compile accreditation materials; complete online 
application; submit documentation and fees ($1,100 
for first site) 

Weeks 16–24 

Application 
Review & 
Interview 

ADCES application review; clarification requests; 
accreditation interview 

Weeks 24–30 

Accreditation 
Decision 

Receive accreditation determination; finalize billing 
and scheduling for ongoing DSMES delivery 

~Week 30 

DSMES Billing 
To successfully bill for DSMES, the pharmacy or billing entity must have the operational 
capability to generate and transmit professional medical claims using the CMS-1500 format, as 
DSMES is reimbursed as a standard outpatient service under the medical benefit using HCPCS 
codes and processed through the same electronic 837P/CMS-1500 claim workflows as other 
medically reimbursed clinical services.   

In addition, the pharmacy entity must have a Medicare Part B supplier enrollment on file with 
its Medicare Administrative Contractor (MAC) using a Provider Transaction Access Number 
(PTAN) designated as a pharmacy supplier type — not a mass immunizer or DMEPOS supplier 
type, as those enrollment categories are not eligible to bill DSMES. The PTAN used for DSMES 
billing must match the NPI on the ADCES or ADA accreditation certificate, and a copy of that 
accreditation certificate must be submitted to the MAC as part of the supplier enrollment 
process to establish eligibility to bill the DSMES benefit codes.  Below are the commonly used 
codes: 

HCPCS/CPT Codes: 

Services should be billed in 30-minute units using the following codes: 

• G0108: Individual DSME (30 minutes) 
• G0109: Group DSME (30 minutes) 

ICD-10 Codes (Commonly Used for DSME Referrals):  

The following ICD-10 codes are frequently used on referral forms for patients with diabetes: 

• E08: Diabetes mellitus due to underlying condition  
• E09: Drug or chemical-induced diabetes mellitus    
• E10: Type 1 diabetes mellitus 
• E11: Type 2 diabetes mellitus 
• E11.8: Type 2 diabetes with unspecified complications 
• E11.9: Type 2 diabetes without complications 
• E11.65: Uncontrolled Type 2 diabetes without complications 
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• E13: Other specified diabetes mellitus 
• O24: Gestational diabetes mellitus 

National DPP Services: Implementation in Pharmacy 
Diabetes Prevention Recognition Program (DPRP) 
Launching a National Diabetes Prevention Program (DPP) Lifestyle Change Program (LCP) in a 
pharmacy setting starts with understanding what the National DPP is intended to accomplish 
and ensuring you are enrolling the correct participants according to CDC Diabetes Prevention 
Recognition Program (DPRP) standards and, when applicable, Medicare rules.   

The DPRP is the CDC’s quality framework for the National DPP. DPRP recognition ensures that 
an organization is delivering the Lifestyle Change Program with evidence-based standards and is 
collecting and submitting the required evaluation data. DPRP helps you define your program 
model, how you structure sessions, how you document eligibility and attendance, and how you 
report outcomes over time. It is important to treat DPRP recognition as an operational system 
rather than a one-time application. Recognition status is sustained through adherence to 
program requirements and ongoing data reporting.   

Recognition levels are commonly described in three stages: Pending, Preliminary, and Full. 
While the details of advancing recognition are addressed later in your guide, what matters now 
is that your program should be designed from day one to meet requirements, so that data you 
collect can support recognition progress rather than requiring rework later. 

Helpful links include: 

• Centers for Disease Control and Prevention. DPRP Application and Recognition Portal. 
https://dprp.cdc.gov/application   

• Centers for Disease Control and Prevention. DPRP standards and recognition 
information. https://www.cdc.gov/diabetes-prevention/php/program-provider/program-
requirements.html 

DPRP Participant Eligibility and Enrollment Criteria 
Eligibility is where programs most commonly introduce preventable risk. The DPRP requires 
that all enrolled participants meet eligibility criteria, and that eligibility is supported by 
documentation consistent with the method used to qualify the participant. Medicare 
beneficiaries have stricter rules regarding what counts as acceptable eligibility evidence. 

Eligibility Requirements (baseline criteria) 

All participants must meet the following baseline requirements: 

• Age: Participants must be 18 years or older 
• Risk: The program is intended for adults at high risk of developing type 2 diabetes 
• BMI requirement: 

o Body mass index (BMI) > 25 kg/m8, OR 
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o BMI ≥ 23 kg/m8 for individuals who are Asian or Asian American 

These baseline criteria should be verified at intake and documented in a consistent, repeatable 
manner. 

Acceptable Clinical or Screening Criteria (must meet at least one) 

In addition to baseline eligibility, participants must meet at least one qualifying clinical or 
screening criterion: 

1. Blood test within 12 months of starting the program showing one of the following: 
a. Fasting plasma glucose: 100-125 mg/dL 
b. 2-hour plasma glucose (75 g OGTT): 140-199 mg/dL 
c. A1C: 5.7-6.4% 

2. History of gestational diabetes mellitus (GDM): 
a. A prior pregnancy with clinically diagnosed GDM qualifies a participant 

3. Positive screening using the CDC Prediabetes Risk Test (non-Medicare participants only): 
a. CDC Prediabetes Risk Test9 

The key is consistency and audit readiness - your documentation should clearly show how the 
participant qualified and what evidence supports that qualification method. 

Important Medicare-Specific Eligibility Limitations 

Medicare eligibility is more restrictive regarding acceptable evidence. Your staff must be 
trained to apply these rules consistently: 

• Medicare participants cannot self-report laboratory values to qualify 
• Medicare participants cannot qualify using the online CDC Prediabetes Risk Test 

This means Medicare participants must have documented laboratory evidence from an 
acceptable source, within the required timeframe, that meets qualifying thresholds. This 
requirement is one of the most common reasons programs experience enrollment confusion 
and later documentation gaps, so it should be addressed directly in training and embedded in 
your intake workflow. 

Exclusion Criteria 

Participants are not eligible if any of the following apply: 

• Diagnosis of type 1 diabetes or type 2 diabetes 
• Current pregnancy 
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Referral Requirements 

No referral is required for enrollment into the National DPP Lifestyle Change Program.  While a 
referral is not required, referral pathways are still strategically valuable. Provider referrals, 
employer partnerships, and payor-supported pipelines can significantly improve enrollment 
volume, retention, and long-term sustainability. 

Program Structure and Curriculum 
Once participant eligibility has been established, the next critical step is delivering the National 
DPP exactly as intended. A common challenge for new programs is underestimating how 
prescriptive the National DPP Lifestyle Change Program (LCP) structure is. While programs have 
flexibility in delivery mode (in-person, virtual, hybrid), the sequence, duration, and content 
coverage are not optional. 

Section 1: National DPP Lifestyle Change Program (LCP) Framework 

The National DPP is built around a yearlong Lifestyle Change Program designed to support 
gradual, sustainable behavior change. The program spans 12 months and is divided into two 
phases: the Core Phase and the Core Maintenance Phase. Each phase has distinct goals, session 
requirements, and expectations for participant engagement. 

At its core, the LCP emphasizes: 

• Healthy eating patterns tailored to the participant’s lifestyle and cultural context 
• Gradual increases in physical activity, with a long-term goal of sustained movement 
• Behavior change strategies such as goal setting, problem-solving, stress management, 

and self-monitoring 
• Peer support through group-based sessions led by a trained Lifestyle Coach 

Unlike short-term interventions, the National DPP intentionally uses time as a tool. Behavior 
change is reinforced through repetition, accountability, and ongoing coach support. Programs 
that attempt to condense or accelerate content risks weakening outcomes. 

Section 2: Curriculum and Educational Tools 

To maintain consistency and evidence-based delivery across the country, CDC requires National 
DPP programs to use an approved curriculum. The most widely used is the CDC-developed 
option: PreventT2 2021 curriculum. This curriculum provides standardized lesson plans, 
facilitator guides, participant handouts, and tracking tools aligned with DPRP standards. 

PreventT2 is designed to be: 

• Modular with clearly defined lessons that build on one another 
• Coach-led with structured discussion prompts and activities 
• Adaptable, allowing coaches to tailor examples and discussions to participant needs 

without altering core content 
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The Personal Success Tool (PST)10 is an optional but highly encouraged CDC-developed 
resource designed to complement in-session learning. PST includes online modules, videos, 
quizzes, games, and interactive activities that align with each PreventT2 module. PST is 
particularly useful for: 

• Reinforcing key concepts between sessions 
• Supporting participants who miss sessions 
• Increasing engagement in virtual or hybrid delivery models 

Lifestyle Coaches distribute PST content via email or text message10, and participants 
complete activities independently. While PST does not replace live sessions, it strengthens 
learning continuity and participant accountability. 

• National DPP CSC curriculum and handouts reference11 

Section 3: Program Phases and Session Requirements 

The National DPP LCP is divided into two required phases, each with specific delivery standards. 
Sessions may be delivered in-person, virtually, or via approved hybrid models (as designated in 
the DPRP application). Group sessions should last approximately 60 minutes. 

Core Phase (Weeks 1-26) 

The Core Phase is the foundation of the program and focuses on introducing key lifestyle 
concepts and establishing early momentum within the first 6 months. 

Requirements: 

• All 16 Core curriculum modules must be delivered 
• Modules must be covered in at least 16 sessions 
• Sessions are typically held weekly 
• Emphasis is placed on: 

o Nutrition fundamentals 
o Physical activity initiation 
o Self-monitoring (weight, activity, behaviors) 
o Problem-solving and habit formation 

Core Maintenance Phase (Weeks 27–52) 

The Core Maintenance Phase shifts the focus from initiation to sustainability for the last 6 
months. 

Requirements: 

• At least one session per month 
• A minimum of 6 sessions during this phase 
• Sessions reinforce: 

o Long-term behavior maintenance 
o Relapse prevention 
o Coping strategies and motivation 
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Section 4: Required Outcomes and Performance Benchmarks 

The National DPP measures success using a combination of behavioral, attendance, and clinical 
outcomes. These benchmarks are used by CDC to assess program effectiveness and to 
determine recognition of advancement. Participants may demonstrate success by achieving 
one or more of the following: 

• 5-7% loss of baseline body weight, OR 
• ≥4% of baseline body weight and attended at least 17 sessions, OR 
• ≥4% of baseline body weight and at least 8 sessions associated with an average of 150 

minutes/week of physical activity, OR 
• Modest reduction in hemoglobin A1C (≥0.2%) 

Programs should view outcomes not only as recognition of metrics, but as indicators of 
program quality and participant impact. Consistent tracking of weight, attendance, and physical 
activity minutes is essential - these data points form the backbone of CDC evaluation and 
feedback reports. 

Accreditation, Staffing, and Program Operations 

After defining eligibility and program structure, the next step is building the operational 
foundation that allows your National DPP to function compliantly and sustainably. This section 
focuses on three tightly connected elements:   

a. DPRP Application and Readiness Process   
b. Program Staffing and Required Roles   
c. Delivery Modes and Telehealth Considerations   

Together, these elements determine how your program is approved, how it is delivered, and 
how it is evaluated over time. 

Many organizations underestimate this phase and view recognition as a one-time 
administrative hurdle. DPRP recognition establishes the rules by which your program operates. 
Decisions made here - such as delivery mode selection, staff role designation, and training 
pathways - have long-term implications for data reporting, recognition advancement, 
scalability, and payor conversations. 

--------------------------------------------------------------------------------------------------------------------------- 

Section 1: DPRP Application and Readiness Process 

All organizations delivering the National DPP Lifestyle Change Program must apply for 
recognition through the CDC Diabetes Prevention Recognition Program (DPRP). Recognition 
approval authorizes an organization to begin offering classes and establishes the framework for 
ongoing monitoring and evaluation. An organization can begin offering classes immediately 
upon approval of their application. The recommended order of operations for applying is as 
follows: 

1. Review the DPRP Standards and Operating Procedures12 
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a. These standards define what data must be collected, how sessions must be 
delivered, and how recognition is earned and maintained. Leadership and 
program staff should review these documents together to ensure shared 
understanding 

2. Watch the New Organization Orientation Webinar11 

a. This webinar provides practical guidance on program setup, common pitfalls, 
and expectations for new organizations entering the DPRP system 

3. Complete the Organizational Capacity Assessment 
a. The capacity assessment is required for all applicants and helps determine 

readiness to deliver a yearlong program. It prompts organizations to evaluate 
staffing, data systems, space, workflows, and leadership support 

b. This is a list of questions designed to help an organization determine its 
readiness to deliver the CDC-recognized lifestyle change program. All 
organizations are required to complete the Organizational Capacity Assessment. 

4. Choose Delivery Mode(s) 
a. Organizations must declare how the program will be delivered (e.g., in-person, 

distance learning, online). See Telehealth section below for additional details.   
5. Perform Social Vulnerability Index 

a. The CDC/ATSDR Social Vulnerability Index (SVI) is a tool used to identify 
communities that may be more vulnerable to health disparities due to 
socioeconomic, household, housing, and transportation factors. Serving 
populations in counties classified as having high social vulnerability can influence 
recognition pathways and may support immediate advancement to Preliminary 
recognition at the time of application approval.   

b. Your organization will be considered for immediate advancement to Preliminary 
recognition if you are serving a population that resides in a county classified as 
having “High” vulnerability according to the CDC/ATSDR Social Vulnerability 
Index (SVI). Social vulnerability refers to the potential negative effects on 
communities caused by external stresses on human health. Such stresses include 
natural or human-caused disasters, or disease outbreaks. Reducing social 
vulnerability can decrease both human suffering and economic loss. To 
determine the SVI of the community/communities you’re serving, go to the SVI 
Interactive Map and enter the zip code or county. Themes in SVI include 
socioeconomic status, household characteristics, racial and ethnic minority 
status, and housing type and transportation. 

6. Submit the DPRP Application 
a. Once approved, the organization may begin offering classes immediately 

Helpful links include: 

• Centers for Disease Control and Prevention. DPRP Application and Recognition Portal. 
https://dprp.cdc.gov/application 

Section 2: Program Staffing and Required Roles 
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A successful National DPP relies on clearly defined roles. The DPRP does not prescribe job titles, 
but it does expect that certain responsibilities are consistently fulfilled. 

Program Coordinator: Often Pharmacist or Leadership 

The Program Coordinator is the primary operational and administrative lead for the 
National DPP. This individual serves as the main point of contact with CDC and is 
responsible for ensuring that program requirements are met over time. 

Typical responsibilities include: 

• Overseeing program implementation and compliance 
• Managing data submission timelines and quality checks 
• Coordinating staff training and credential documentation 
• Serving as the organizational contact for audits or CDC inquiries 

When submitting the DPRP application, organizations must provide: 

• The Program Coordinator’s full name and salutation 
• Confirmation that this individual is authorized to oversee the program 

Lifestyle Coach: Often technician or Community Health Worker 

The Lifestyle Coach is responsible for delivering the curriculum and supporting 
participants throughout the program. Coaches facilitate group discussions, encourage 
behavior change, and help participants with problem-solve barriers to success. 

Key expectations for Lifestyle Coaches: 

• Deliver curriculum content as designed 
• Foster a supportive, non-judgmental group environment 
• Track attendance, weight, and physical activity as required 
• Maintain engagement between sessions, especially in virtual models 

Programs may designate multiple Lifestyle Coaches, but all must meet training 
requirements and understand documentation expectations. 

Lifestyle Coach Training Requirements 

The DPRP requires that Lifestyle Coaches complete CDC-recognized training. Training 
ensures consistency across programs and prepares coaches to deliver the curriculum 
effectively. 

Training requirements include: 

• Completion of an approved Lifestyle Coach training program 
ο ADCES Training88 

ο ADCES Members: $499 
ο Non-Members: $659 
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Ongoing education, including at least two hours of advanced coach training annually. 
While documentation of annual training is not routinely submitted, programs should 
maintain internal records. CDC may audit training compliance, and inability to produce 
documentation can create recognition risk. 

Section 3: Delivery Modes and Telehealth Considerations 

The National DPP and Medicare Diabetes Prevention Program (MDPP) can be delivered in-
person, via synchronous distance learning (live video), or — effective January 1, 2026 — 
through asynchronous online delivery. Each modality uses distinct billing codes: G9886 for in-
person group sessions, G9887 for distance learning (synchronous virtual), and G9871 for the 
new asynchronous online format. A single beneficiary cannot receive both synchronous and 
asynchronous modalities. 

For pharmacy-based programs in California, virtual delivery is particularly advantageous given 
the state's geographic diversity and the high concentration of Medi-Cal beneficiaries in 
underserved areas. Pharmacies are not required to maintain in-person delivery capability 
through December 31, 2029, meaning a virtual-only pharmacy program is fully permissible 
under current CMS rules. That said, the choice of delivery mode should be driven by the 
population being served — in-person delivery may be more appropriate for populations with 
limited technology access or low digital health literacy, while synchronous or asynchronous 
virtual delivery may better serve working adults or rural communities with transportation 
barriers. 

For additional telehealth infrastructure, platform, and consent considerations applicable to 
pharmacy-based DPP delivery, see the Telehealth section below. 

Section 4: Data Submission, Recognition Pathways, and Program Continuity 

CDC recognition is maintained through ongoing data submission and performance review. 
Organizations must submit evaluation data every six months, including participant 
demographics, attendance records, weight, and physical activity minutes. After each 
submission, CDC provides a feedback report that outlines progress toward full recognition 
benchmarks and highlights areas for improvement. CDC will send your organization a reminder 
4 weeks before data are due. 

Recognition advancement may occur through several pathways, including serving high-SVI 
populations, meeting attendance thresholds, and achieving performance benchmarks related 
to weight loss and physical activity. Programs should review CDC feedback reports carefully and 
use them as a quality improvement tool rather than a compliance exercise. 

Policies related to participant completion, re-enrollment, and repeat participation should be 
clearly defined and applied consistently. Participants who repeat the program must be issued a 
new participant ID, and insurance coverage for repeat participation may vary. Maintaining clear 
internal policies supports accurate reporting and program continuity. 

Helpful links include: 
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• Centers for Disease Control and Prevention. National DPP Combined Data Template. 
https://nccdphp.my.salesforce.com/sfc/p/#t0000000TZNF/a/SJ000003I8ez/TV8vsEy_W 
Cn0Octa7N2GQrR7mzFSqzN7RFxmkyZ0Im4 

• Centers for Disease Control and Prevention. National DPP Data Dictionary — Evaluation 
Data Elements. https://nationaldppcsc.cdc.gov/s/article/Data-Dictionary-Evaluation-
Data-Elements 

Attendance, Documentation, and Data Reporting 
Accurate attendance tracking and documentation are the backbone of a compliant and 
sustainable National DPP. Even when sessions are delivered well and participants are engaged, 
incomplete or inconsistent documentation can undermine data submissions, delay recognition 
advancement, and create audit risk. There are 3 key components: 

1. Attendance Tracking and Make-Up Sessions 

2. Weight and Physical Activity Documentation 

3. CDC Data Submission and Evaluation 

Section 1. Attendance Tracking and Make-Up Sessions 
Attendance is a core data element in the National DPP and is directly tied to recognition 
benchmarks, participant completion definitions, and outcome evaluation. Attendance must be 
recorded at every session using standardized rules defined by the DPRP. 

For each session where a participant is present, attendance should be documented clearly and 
accurately. If a participant does not attend a scheduled session, no attendance record should 
be entered for that participant for that session. Attendance records should always reflect actual 
participation, not scheduled enrollment or anticipated attendance. 

Make-Up Sessions 
Make-up sessions are encouraged but not required. Their purpose is to support participant 
retention and ensure exposure to curriculum content when a session is missed. When offered, 
make-up sessions must be comparable to regularly scheduled sessions in both content and 
duration, generally lasting about one hour and covering a CDC-approved curriculum module. 

Make-up sessions must be coded correctly in the data system to distinguish them from regular 
sessions. CDC uses session type codes to interpret attendance and exposure to content across 
program phases. 

Approved make-up session codes include: 

• MU-C: Make-up session during the Core Phase 
• MU-CM: Make-up session during the Core Maintenance Phase 
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• MU-OM: Make-up session during the Ongoing Maintenance Phase 

Only one make-up session per participant per week is permitted. Additionally, only one make-
up session may occur on the same date as a regularly scheduled session. If a participant knows 
in advance that a session will be missed, a make-up session may occur before the missed 
session, as long as weekly limits are respected. 

Correct attendance and session coding are critical. Improperly recorded make-up sessions can 
inflate attendance counts or misrepresent curriculum exposure, which may affect recognition 
determinations during CDC evaluation. 

Section 2: Weight and Physical Activity Documentation 

In addition to attendance, weight and physical activity (PA) minutes are required data elements 
for National DPP evaluation. These measures support outcome benchmarks and are used by 
CDC to assess program effectiveness. 

Weight Documentation 

Weight should be recorded on the date the session or make-up session is attended. If a make-
up session takes place on the same date as a regularly scheduled session, the weight recorded 
for both sessions should be identical, as the measurement reflects the participant’s weight on 
that day. 

Programs should ensure that weight measurement procedures are applied consistently across 
sessions and delivery modes. Clear protocols help reduce variability and support reliable 
outcome tracking. 

Physical Activity (PA) Documentation 

Physical activity minutes must reflect the amount of activity performed since the participant’s 
last attended session. This rule applies to both regular sessions and make-up sessions. 

Key principles for PA documentation include: 

• If a participant reports no physical activity or has not tracked minutes, PA should be 
recorded as 0. 

• PA minutes should not be estimated or averaged by staff; they must be participant-
reported. 

• For the first session attended, participants may report activity performed in the 
week prior to that session. 

Same-Day Regular and Make-Up Sessions 

When a participant attends both a regular session and a make-up session on the same date, 
physical activity minutes should be reported for only one of the two sessions. Programs may 
choose one of the following approaches: 

• Record all PA minutes since the last attended session for the regular session and 
enter 0 for the make-up session, or 

• Record 0 for the regular session and enter all PA minutes for the make-up session 
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Section 3: CDC Data Submission and Evaluation 

Maintaining DPRP recognition requires routine submission of evaluation data to CDC. Data 
submissions occur every six months and must include all required data elements collected 
during that reporting period. 

Timeline for DPP Service Implementation 
Implementation of National DPP: 

When a pharmacy applies to the CDC Diabetes Prevention Recognition Program (DPRP), it 
initially enters the program at Pending Recognition. This stage occurs at the time of application 
approval and allows the organization to begin delivering classes. Reaching this stage typically 
aligns with the first 2–3 months of the implementation timeline (program design, staffing, 
training, and application submission). 

Timeframe Key Activities & Recognition Stage 

Months 0–1 Program design and readiness: Select delivery model, identify Program 
Coordinator, choose curriculum (e.g., PreventT2), map workflows. 

Months 1–2 Staffing and training: Enroll Lifestyle Coaches in CDC-recognized training, 
finalize roles, complete organizational capacity assessment. 

Months 2–3 CDC DPRP application and approval: Submit application and receive 
approval. Programs can begin classes once approved → Pending 
Recognition. 

Months 3–6 Enrollment and first cohort launch: Build referral pathways, marketing, 
intake processes, data-tracking systems, begin first Core Phase sessions. 

Months 3–12 Active delivery + data reporting → potential advancement to Preliminary 
Recognition after sufficient performance data are submitted. 

Months 12–24 Sustained outcomes + reporting → Full Recognition achieved after 
demonstrating sustained performance and outcomes over time. 

Recognition Levels 

Recognition levels are commonly described in three stages: Pending, Preliminary, and Full. As 
the program begins enrolling participants and submitting required data on attendance, weight, 
and physical activity, it may advance to Preliminary Recognition. This generally occurs after 
sufficient performance data are submitted—often around the 6–12 month mark, depending on 
enrollment volume and outcomes. Programs serving high–social vulnerability populations may 
qualify for Preliminary status sooner, as described above. Full Recognition is achieved after 
demonstrating sustained performance and outcomes over time, including weight-loss and 
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participation benchmarks, which typically requires 12–24 months of continuous program 
operation and data submission.   

• 0–3 months: Program build + DPRP application → Pending Recognition (can start 
classes) 

• 3–12 months: Active delivery + data reporting → Potential advancement to 
Preliminary Recognition 

• 12–24 months: Sustained outcomes + reporting → Full Recognition 

National DPP Billing 
Medicare reimburses DPP exclusively through the Medicare Diabetes Prevention Program 
(MDPP) using a defined set of HCPCS G-codes tied to attendance and weight-loss outcomes. 
Medicare will pay for up to 22 sessions (G9886 + G9887, combined) within a 12-month period. 
CMS provides a cheat sheet to assist with billing.   

Outside of Medicare, there is no standardized national billing code for DPP.  Medicaid and 
Commercial plans may reimburse DPP services through plan-specific CPT or HCPCS codes, 
vendor-based payment arrangements, or value-based contracts. 

Required Data Elements 

Programs must submit: 

• Participant demographics 
• Attendance records 
• Weight measurements 
• Physical activity minutes 

These elements are used by the CDC to calculate attendance thresholds, outcome benchmarks, 
and recognition of advancement eligibility. 

Key Codes for DPP Billing to Medicare 
Medicare reimburses DPP exclusively through the Medicare Diabetes Prevention Program 
(MDPP) using a defined set of HCPCS G-codes tied to attendance and weight-loss outcomes. 
Outside of Medicare, there is no standardized national billing code for DPP. 

HCPCS 
Code 

Service Description CY 2026 
Payment 

Key Notes 

G9886 Behavioral counseling for 
diabetes prevention, in-person, 
group, 60 minutes 

$26 Core or core maintenance session. 
Up to 22 sessions combined (G9886 
+ G9887) per 12-month period. 

G9887 Behavioral counseling for 
diabetes prevention, distance 

$26 Core or core maintenance session. 
Cannot be mixed with G9871 
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learning (synchronous), group, 
60 minutes 

asynchronous delivery for same 
beneficiary. 

G9871 Behavioral counseling for 
diabetes prevention, online 
(asynchronous) delivery, 60 min 
★ NEW 2026 

$18 NEW for 2026. Asynchronous only; 
live coach interaction still required. 
Specialty D3 enrollment required. 

G9880 Achieves ≥5% weight loss from 
baseline 

$149 One-time outcome milestone. Must 
be submitted before G9888 
maintenance claims. 

G9881 Achieves ≥9% weight loss from 
baseline 

$26 Additional one-time outcome 
milestone. Payable regardless of 
delivery modality. 

G9888 Maintenance of ≥5% weight loss 
from baseline in months 7–12 

$8 Payable up to 6 times when 
combined with attendance code. 
Must bill G9880 before G9888. 

Key Codes for DPP Billing to Medicaid and Commercial Insurance 
Outside of Medicare, National Diabetes Prevention Program (National DPP) services are 
described using CPT Category III codes established by the American Medical Association. Unlike 
Medicare’s MDPP-specific HCPCS G-codes, these CPT codes apply to non-Medicare populations 
and may be recognized by Medicaid managed care plans or commercial insurers depending on 
individual benefit design. The applicable CPT Category III codes include: 

• 0403T - Preventive behavior change, diabetes prevention program, in-person group 
delivery 

ο Billable once per day 
ο Some payors may require a modifier (e.g., GT) when sessions are delivered via 

distance learning 
• 0488T - Preventive behavior change, diabetes prevention program, online program 

delivery 
ο Billable once per 30-day period 
ο Often structured under a monthly reimbursement model when covered 

Because these are Category III codes, reimbursement is not universally required. Category III 
codes are tracking codes intended to describe emerging services and procedures; therefore, 
coverage varies significantly across Medicaid and commercial payors. Pharmacies must confirm 
code recognition and payment policy prior to service delivery. 
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In situations where Category III codes are not reimbursed, some programs explore the use of 
preventive medicine counseling codes when consistent with payor policy and documentation 
requirements. These may include: 

• 99401 - Preventive medicine counseling, 15 minutes 
• 99402 - Preventive medicine counseling, 30 minutes 
• 99403 - Preventive medicine counseling, 45 minutes 
• 99404 - Preventive medicine counseling, 60 minutes 

Use of preventive counseling codes must align with the payor’s covered benefit structure and 
may not be recognized specifically as National DPP services. Pharmacies should obtain written 
confirmation of coverage prior to billing under alternative coding pathways. 

Medicaid and Commercial plans may also reimburse DPP services through plan-specific CPT or 
HCPCS codes, vendor-based payment arrangements, or value-based contracts. 

Data Submission Process 

CDC provides a Combined Data Template that consolidates enrollment, session attendance, 
weight, and PA information into a standardized spreadsheet format. Programs are expected to 
use this template to ensure consistent formatting and accurate interpretation of submitted 
data. 

Each delivery mode (orgcode) submits data separately according to its assigned submission 
schedule. CDC sends reminders approximately four weeks before data are due, but programs 
should maintain internal calendars and quality checks to avoid last-minute errors. 

CDC Evaluation and Feedback Reports 

After each data submission, CDC provides a performance feedback report. This report 
summarizes program progress toward recognition benchmarks, highlights strengths, and 
identifies areas where performance may fall short of requirements. 

Programs should treat these reports as quality improvement tools rather than compliance 
notices. Reviewing feedback regularly allows teams to adjust recruitment strategies, session 
scheduling, retention efforts, or documentation workflows before small issues become larger 
barriers to recognition advancement. 

Telehealth for Pharmacist-Delivered Clinical 
Services 
Telehealth is being used to expand access to care including DSMES and DPP services. Virtual 
services can be delivered in a fully virtual model, where all visits occur remotely using real-time 
audio-video platforms, or a hybrid model, where patients alternate between in-person and 
virtual visits depending on clinical need, patient preference, and logistical barriers. 

Telehealth policy is rapidly changing at both the state and federal level and rules may differ 
between Medicare, Medi-Cal, and commercial payers. Telehealth guidance should be verified 
regularly, as requirements are subject to change. 



May, 2026 • © 2026, V1.0      34                                

Medicare 
As of this writing, H.R.7148 has extended Medicare telehealth flexibilities through December 
31, 2027, removing geographic and site restrictions and allowing all eligible Medicare providers 
to deliver telehealth services. The legislation also permits certain Medicare telehealth services 
to be delivered using two-way, real-time audio-only communication technology when the 
patient is unable or unwilling to use video technology. 

Medicare continues to cover DSMES for both individual (HCPCS G0108) and group (HCPCS 
G0109) sessions when furnished by an accredited DSMES entity. Under 42 C.F.R. § 410.78(b)(2) 
only practitioners specifically listed in statute may serve as distant site practitioners for 
Medicare telehealth services. Pharmacists are not explicitly included in the statutory list of 
eligible distant site practitioners under Medicare. However, DSMES is billed through the 
accredited DSMES entity (pharmacy) and thus are included. Any distant site practitioner who is 
eligible to bill Medicare for DSMES services may submit claims on behalf of individuals, 
including pharmacists, who personally furnish the training as part of the accredited DSMES 
program, provided all Medicare enrollment, supervision, and documentation requirements are 
met. Additional details are covered in the Telehealth & Remote Monitoring CMS Resource and 
CMS Telehealth FAQ. 

DSMES Telehealth Billing 

The HCPCS codes for DSMES services are the same whether services are delivered in person or 
via telehealth. The billing adjustments are made through place of service codes and modifiers 
appended to the claim. 

• G0108 — Individual DSMES session (per 30 minutes) 
• G0109 — Group DSMES session (per 30 minutes, per patient) 
• POS 02 — Telehealth provided other than in patient’s home 
• POS 10 — Telehealth provided in patient’s home 
• Modifier 95 — Synchronous telemedicine service rendered via real-time interactive 

audio and video 
• Modifier 93 — Audio-only synchronous telemedicine service (when patient is unable or 

unwilling to use video; effective January 1, 2025) 

Diabetes Prevention Program (DPP) Telehealth Billing 

The Medicare Diabetes Prevention Program (MDPP) is also covered via telehealth and uses 
separate billing codes for in-person versus virtual delivery — unlike DSMES, where the same 
code is used with a modifier change. MDPP suppliers must use the appropriate code based on 
how the session is actually delivered: 

• G9886 — MDPP in-person session 
• G9887 — MDPP distance learning (virtual/synchronous) session 
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• G9871 — MDPP online asynchronous (on-demand) delivery session ($18 per session; 
effective January 1, 2026) 

Virtual MDPP delivery via distance learning has been extended through December 31, 2029. As 
of January 1, 2024, the Virtual Modifier (VM) is no longer required on claims — G9887 alone 
designates virtual delivery. Both fee-for-service attendance payments and performance-based 
weight loss payments apply to virtual sessions in the same structure as in-person delivery. 

Effective January 1, 2026 finalized coverage for asynchronous, on-demand online delivery of 
MDPP, representing a significant expansion beyond the prior live/synchronous-only 
requirement. Synchronous and asynchronous modalities must remain mutually exclusive for 
individual beneficiaries — the same patient cannot receive both modalities. MDPP suppliers are 
not required to maintain in-person delivery capability through December 31, 2029, allowing 
virtual-only organizations to enroll as MDPP suppliers. Weight collection requirements were 
also updated and in-person weighing is no longer required. Beneficiaries may now self-report 
weight from home or any reasonable location — including fitness centers, medical facilities, or 
temporary accommodations such as travel lodging — making connected home devices such as 
smart scales a practical option. Alternatively, weight documented in a medical record within 
five days of a scheduled session is also acceptable. 

The PREVENT DIABETES Act codified in statute that all CDC Fully Recognized DPRPs — including 
virtual programs — are eligible to serve the Medicare population. MDPP virtual delivery 
requires CDC Full Recognition for the program. 

Consent 
Before the delivery of health care via telehealth, the health care provider initiating the use of 
telehealth shall inform the patient about the use of telehealth and obtain verbal or written 
consent from the patient for the use of telehealth as an acceptable mode of delivering health 
care services and public health. The consent shall be documented. 

Medi-Cal 
Under California Welfare and Institutions Code §14132.72, Medi-Cal permits covered benefits 
and services to be delivered via telehealth in the same manner as if the service or benefit was 
provided in person. The service delivered by telehealth should be reimbursable under the 
Medi-Cal program and must meet the billing and documentation requirements. Medi-Cal does 
not require documentation of a barrier to in-person care as a required condition. 
Reimbursement for telehealth services is subject to the same standards that apply when the 
service is furnished face-to-face. 

Medi-Cal Telehealth Modalities guidance further specifies billing and documentation 
requirements, including appropriate modifiers and place-of-service reporting. The originating 
site is not restricted and may include hospitals, clinics, or the member’s home. Services 
furnished via synchronous audio-video or, where permitted, audio-only modalities must align 
with Medi-Cal policy and the provider’s authorized scope of practice. 
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HIPAA-Compliant Technology Requirements 
Telehealth services must be furnished using an interactive telecommunications system as 
defined under Medicare Telehealth policy 410.78, requiring two-way real-time audio-video 
communication between the patient and distant site practitioner. Through December 31, 2027, 
Medicare permits two-way real-time audio-only technology when the patient is in their home 
and unable or unwilling to use video. 

All telehealth services provided by covered health care providers and health plans must comply 
with the HIPAA rules and will enter a Business Associate Agreement (BAA) in connection with 
their products for telehealth. 

Telehealth Platform Options 

Platform Key Features Best For Link 

Zoom for 
Healthcare 

Secure video visits, screen 
sharing, scalable setup 

Small to mid-sized 
clinics 

Zoom Healthcare 
Overview 

Doxy.me Browser-based, simple 
interface — no download 
required 

Solo practitioners and 
small clinics 

Doxy.me Security & 
Features 

Microsoft 
Teams 

Integrated with Microsoft 
365, familiar interface, 
HIPAA-eligible 

Organizations using 
Microsoft 365 

MS Teams HIPAA 
Compliance 

Epic Fully integrated scheduling, 
documentation, and billing 
within Epic EHR 

Health systems using 
Epic 

Epic Telehealth 
(Convenient Care) 

Athenahealth EHR-integrated visits, 
scheduling, and billing 

Outpatient clinics using 
Athenahealth 

Athenahealth 
Telehealth Services 

Organizations using Epic or Athenahealth may find their embedded telehealth modules most 
efficient, as they integrate directly with clinical documentation. Smaller programs may prefer 
Doxy.me or Zoom for Healthcare for their ease of implementation and flexible setup, while 
Microsoft Teams is often suitable for organizations operating within the Microsoft 365 
environment. Regardless of platform, a BAA must be executed prior to patient use, and 
compliance requirements should be verified internally. 



May, 2026 • © 2026, V1.0      37                                

Reimbursement – California Pharmacist Provider 
(DSMES/DPP) 
Depending on the payor, reimbursement for pharmacist-delivered services may occur either 
under the pharmacy entity (as is typical for certain Medicare benefits) or under the individual 
pharmacist as a recognized healthcare provider (as is more common for Medicaid and 
commercial plans). Additionally, billing may also occur under an authorized provider's NPI when 
the pharmacist is functioning as part of that provider's care team and services are furnished 
incident to the authorized provider's supervision. This reflects the differences in federal and 
state billing and credentialing frameworks. 

DSMES is billed as a standard outpatient professional service using HCPCS codes on a CMS-1500 
claim form, similar to other evaluation and education services, whereas DPP reimbursement is 
program-based and contingent on submission of required CDC and CMS data elements, 
including eligibility, attendance, weight, and physical activity metrics, rather than simple 
encounter-level billing alone.   Telehealth is an available billing option for both DSMES and DPP 
programs, see separate section for additional details. 

DSMES 
Coverage and reimbursement for Diabetes Self-Management Education and Support (DSMES) 
services delivered by pharmacist providers varies by payor but is generally more established 
and standardized than coverage for diabetes prevention services. Medicare, Medi-Cal, and 
many commercial health plans recognize DSMES as a covered benefit when services are 
delivered through an accredited program and ordered by an authorized provider. While core 
benefit structures are often modeled on Medicare, differences in enrollment requirements, 
referral workflows, documentation standards, and contracting arrangements can significantly 
affect how DSMES is operationalized and reimbursed in practice. As a result, pharmacies and 
pharmacist providers must understand not only whether DSMES is covered, but also how 
coverage is implemented across payors, including accreditation expectations, billing codes, and 
plan-specific participation requirements. 

Medicare Coverage of DSMES 
Medicare covers Diabetes Self-Management Training (DSMT)13 which corresponds to DSMES, 
as a Part B outpatient benefit when services are furnished by an accredited DSMES program 
recognized by the Centers for Medicare & Medicaid Services (CMS). Accreditation must be 
maintained through a CMS-recognized organization, including the Association of Diabetes Care 
& Education Specialists (ADCES) or the American Diabetes Association (ADA). 

Medicare coverage includes an initial DSMES benefit of up to ten (10) hours during the first 
twelve (12) months following the beneficiary’s first DSMES session. This benefit generally 
consists of one hour of individual instruction and nine hours of group education, unless special 
circumstances justify additional individual services. DSMES services are billed in 30-minute units 
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using HCPCS codes G0108 (individual) and G0109 (group). 

After the initial benefit is exhausted, Medicare beneficiaries are eligible for up to two (2) hours 
of follow-up DSMES annually, with no lifetime cap, when services are medically necessary and 
ordered by an authorized provider. 

Medi-Cal (California Medicaid) Coverage of DSMES 
In California, DSMES services are covered under Medi-Cal for eligible beneficiaries through both 
fee-for-service and Medi-Cal Managed Care plans. DSMES is commonly referenced within Medi-
Cal as Diabetes Self-Management Training (DSMT) and is reimbursed using the same HCPCS 
codes utilized by Medicare (G0108 and G0109). 

Medi-Cal Managed Care plans are contractually required to provide coverage for medically 
necessary DSMES services. Coverage requirements, referral workflows, and documentation 
standards may vary by managed care organization (MCO)- but generally align with Medicare-
based benefit structures. A referral or order from an authorized provider is typically required, 
and services must be delivered in accordance with program standards and documentation 
requirements. If a health plan covers a service that falls within a pharmacist’s scope of practice, 
the plan must reimburse pharmacists for delivering the service, if in an active network 
arrangement.   

Commercial Insurance Coverage of DSMES in California 
Some fully insured commercial health plans in California cover DSMES services when medically 
necessary and ordered by an authorized provider. Commercial payors frequently model DSMES 
coverage on Medicare benefit design, including coverage limits, referral requirements, and 
documentation standards. When DSMES is covered under a commercial plan, reimbursement 
typically requires the DSMES program or rendering entity to be credentialed and contracted 
with the insurer. 

Many commercial insurers require DSMES services to be delivered by or through an accredited 
DSMES program, most commonly recognized by ADCES or ADA, in order to be eligible for 
reimbursement. DSMES services are typically billed using HCPCS codes G0108 and G0109, 
though some payors may allow alternative billing pathways depending on plan design. 
Coverage requirements may differ for self-insured employer-sponsored plans governed by 
ERISA, which are not subject to California insurance mandates. 
  
Because of this variability, eligibility verification and plan-specific benefit confirmation are 
required prior to service delivery. Pharmacies and pharmacist providers should confirm 
whether DSMES is covered, whether pharmacist-delivered services are reimbursable, and 
whether participation requires contracting through a vendor or medical provider agreement 
before initiating services. 
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DPP 
Reimbursement for DPP services depends heavily on program structure, eligibility 
documentation, delivery model, and payor-specific rules. 

It is important to understand upfront that National DPP coverage is not uniform across payors. 
Medicare, Medicaid, and commercial plans each approach diabetes prevention differently, and 
coverage decisions are often shaped by benefit design, contracting arrangements, and 
administrative infrastructure. 

Medicare Coverage of DPP 
Medicare coverage for diabetes prevention operates under a distinct benefit known as the 
Medicare Diabetes Prevention Program (MDPP). While the MDPP is closely related to the CDC-
recognized National DPP, it has additional requirements and restrictions that pharmacies must 
understand before attempting to pursue Medicare reimbursement. 

One of the most important distinctions is that not all CDC-recognized National DPP programs 
are eligible to bill Medicare. MDPP participation requires compliance with CMS-specific rules 
related to delivery mode, eligibility verification, and organizational enrollment. These 
requirements are more prescriptive than those of the CDC alone and must be evaluated 
carefully. 

Medicare imposes strict eligibility documentation requirements. Participants must meet 
qualifying criteria supported by objective clinical evidence. Unlike non-Medicare participants, 
Medicare beneficiaries cannot qualify through self-reported laboratory values and cannot 
qualify using the CDC Prediabetes Risk Test. Eligibility must be documented using acceptable lab 
results within the required timeframe (past 12 months), and documentation must be retained 
in a manner that supports audit review. 

Medicare reimburses DPP tied to both attendance and achievement of weight-loss milestones.   

Attendance: Medicare reimburses exclusively through a defined set of HCPCS G-codes tied to 
attendance and weight-loss outcomes. Medicare will pay for up to 22 sessions (G9886 + G9887, 
combined) within a 12-month period.   

• Months 1–6: Weekly possible sessions (up to 16) 
• Months 7–12: Monthly possible sessions (up to 6) 

In addition, once the patient achieves 5% weight loss, the provider may submit G9888 in 
addition to the visit codes above. Medicare will pay G9888 up to 6 times in months 7-12. 

Achievement: In terms of achievement of weight-loss milestones, Medicare reimbursees via 
two Weight Loss Codes: 

• G9880: 5% Weight-Loss achieved from baseline weight 
• G9881: 9% Weight-Loss achieved from baseline weight 
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Medi-Cal (California Medicaid) Coverage of DPP 
DPP is a mandated Medi-Cal benefit under California Senate Bill 97 (2017), effective January 1, 
2019, and must be covered in both fee-for-service (FFS) and managed care delivery systems. 
However, pharmacy participation as a DPP provider type is not yet fully implemented under 
Medi-Cal. As a result, pharmacies and pharmacist providers must carefully navigate both the 
FFS and Managed Care Organization (MCO) environments to understand current eligibility, 
operationalization pathways, and reimbursement conditions. 

Under Medi-Cal FFS, DPP is a covered benefit, but pharmacies are not yet a recognized eligible 
provider type for billing DPP services. Until DHCS formally adds pharmacies as an eligible 
provider type, the FFS pathway primarily serves as a foundational enrollment and credentialing 
pathway rather than a direct reimbursement mechanism for pharmacy-delivered DPP. 

Eligible provider types may request to add DPP services by submitting a Medi-Cal Supplemental 
Change form (DHCS 6209) to DHCS for approval. Once approved, the provider receives a newly 
established Category of Service (COS) containing the DPP billing codes. Only enrolled and 
eligible Medi-Cal providers who hold the DPP COS may bill for DPP services. 

Currently eligible FFS provider types that may request DPP COS designation include: Home 
Health Agencies, Community Outpatient Hospitals, Physicians, Physician Groups, Federally 
Qualified Health Centers (FQHCs), Rural Health Clinics, Free Clinics, Community Clinics, 
Multispecialty Clinics, County Clinics, Otherwise Undesignated Clinics, Home and Community 
Based Services Nursing Facilities, Outpatient County Hospitals, and Indian Health Services. 
Pharmacies are not currently listed among eligible Medi-Cal FFS DPP provider types. However, 
DHCS has stated it is actively working to allow pharmacies as a DPP provider — this is an 
evolving area that pharmacy programs should monitor closely. 

A detailed resource on DPP enrollment requirements for California Medicaid is available from 
DHCS, including the application process, administrative location requirements, peer coach NPI 
requirements, and CDC recognition standards specific to California. 

Medi-Cal DPP Program Requirements 

Medi-Cal’s DPP benefit has been in effect since January 1, 2019, making California one of the 
first states to mandate DPP coverage for Medicaid beneficiaries. Key program requirements for 
providers delivering Medi-Cal DPP services include: 

• CDC Recognition: Providers must obtain and maintain CDC Full Recognition through the 
National Diabetes Prevention Recognition Program (DPRP) and use a CDC-approved 
lifestyle change curriculum and use a CDC-approved lifestyle change curriculum 

• Core Sessions: At least 22 peer-coaching sessions over 12 months, with payment 
provided regardless of weight loss outcomes 

• Maintenance Sessions: Participants who achieve and maintain a minimum 5% weight 
loss are eligible for ongoing maintenance sessions after the 12-month core period 

• Administrative Location: DPP programs must maintain at least one administrative 
location in California, defined as the physical location associated with DPP operations 
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• Peer Coach NPI: Peer coaches must obtain and maintain a valid National Provider 
Identifier (NPI) and must be dispatched from or based at the DPP’s administrative 
location 

• Curriculum: Programs must use a CDC-approved lifestyle change curriculum. 
Adaptations or translations require CDC review and approval — contact 
dprpAsk@cdc.gov for guidance 

If a Medi-Cal beneficiary is diagnosed with diabetes while participating in DPP, the beneficiary 
may continue in the program. For beneficiaries who have completed the core services period or 
had one unsuccessful attempt in the prior five years, the medical provider must maintain 
supporting documentation available to DHCS upon request. 

Medi-Cal Managed Care Organizations (MCOs) Coverage of DPP 

Under SB 97, Medi-Cal MCOs are required to cover DPP services — this is not optional. 
However, MCOs retain significant flexibility in how they operationalize that coverage. Each 
MCO may establish its own credentialing processes, contracting structures, documentation 
standards, and claims workflows. In practice, implementation varies considerably: some MCOs 
deliver DPP through delegated arrangements, value-based contracts, or partnerships with CDC-
recognized vendors, while others are still building out their DPP infrastructure. Coverage and 
payment terms can therefore differ meaningfully by plan and region, even though the 
underlying coverage obligation is consistent statewide. 

To identify applicable MCOs and their coverage of DPP services, programs can consult the 
Medi-Cal Managed Care Health Plan Directory by geographic region. Obtaining patients’ 
insurance information during routine encounters and collaborating with local provider offices 
are also practical strategies for identifying priority MCO relationships. 

Because MCO implementation of DPP can vary significantly despite the statewide mandate, 
pharmacies should not assume that coverage translates directly to reimbursement without 
verification. Certain services may be allowable within pharmacist scope of practice but still 
require explicit inclusion in a plan’s benefit design or a specific contractual arrangement. Before 
delivering DPP services to Medi-Cal MCO beneficiaries, pharmacies should verify how the plan 
operationalizes DPP — whether as a covered benefit billed through standard claims, a pilot 
initiative, or a quality-linked intervention — and confirm applicable documentation and billing 
requirements. 

Before initiating DPP services for Medi-Cal beneficiaries, programs should confirm: 
• Whether the patient’s plan (FFS or MCO) covers DPP as a benefit 
• Whether the delivering provider type is eligible for DPP COS designation under FFS 
• Whether the MCO has a specific contracting pathway, vendor requirement, or pilot 

program for DPP 
• That the program holds current CDC Full Recognition and uses an approved curriculum 
• That peer coaches have valid NPIs and documentation is in place per DHCS 

requirements 
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Refer to the DHCS DPP Enrollment Requirements and DPP Policy document for current 
guidance. 

For pharmacies serving Medi-Cal populations, collaboration with managed care plans, 
professional associations, and technical assistance partners is often essential to navigating 
these complexities. Early engagement with MCOs can help clarify coverage pathways, 
documentation requirements, and performance expectations, while reducing administrative 
burden and supporting sustainable program implementation. 

Given that DHCS is actively working to expand pharmacy eligibility as a DPP provider type under 
FFS Medi-Cal, pharmacy programs should maintain awareness of DHCS policy updates, monitor 
the DHCS Provider Enrollment Division for new announcements, and engage with state 
pharmacy associations to stay informed as this pathway evolves. 

Commercial Insurance Coverage of DPP in California 
Commercial insurance coverage for National DPP services is the most variable and least 
predictable segment of the reimbursement landscape. Coverage decisions are heavily 
influenced by employer benefit design, line of business, and whether the service is offered 
directly by a healthcare provider or through a contracted vendor. 

Many commercial plans do not reimburse National DPP services as a traditional medical 
benefit. Instead, coverage is often provided through vendor-based arrangements, where the 
plan contracts with a third-party organization to deliver diabetes prevention programs to 
eligible members. In these cases, pharmacies may participate as subcontractors or referral 
partners rather than direct billing providers. 

Even when a commercial plan lists diabetes prevention as a covered service, coverage may 
apply only to specific populations, locations, or delivery formats. A plan may cover National DPP 
for fully insured employer groups but not for self-funded groups, or it may restrict coverage to 
certain vendor networks. As a result, eligibility verification must be performed on a plan-by-
plan basis. 

Credentialing is another key barrier in the commercial space. Pharmacies must often be 
credentialed as medical providers or contracted partners to receive payment. This process can 
be time consuming and may involve negotiations that extend beyond standard pharmacy 
contracting. For this reason, many pharmacies choose to focus initial sustainability efforts on 
public payors or grant-supported delivery while selectively exploring commercial opportunities. 

Care Team Integration Models for Pharmacist 
Services 
Pharmacist-delivered chronic disease management and clinical services — including 
hypertension and high blood cholesterol management — can be integrated across a range of 
care settings, with meaningful differences in referral pathways, clinical collaboration, and billing 
structure. Pharmacists delivering these services operate across three primary practice settings, 
each with distinct infrastructure, care team dynamics, and operational considerations.   
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• Independent and community pharmacies offer strong community access and patient 
trust but require pharmacists to build and manage their own billing infrastructure, 
navigate fragmented payer relationships, and establish referral pipelines with external 
providers — often without the benefit of shared medical records or an on-site clinical 
team.   

• Ambulatory care clinics — including FQHCs, tribal health clinics, and community health 
centers — integrate pharmacists directly into multidisciplinary care teams with shared 
EHR access, embedded referral pathways, and existing billing and RCM infrastructure, 
enabling a higher degree of clinical collaboration and reduced administrative burden.   

• Health system associated clinics offer the most advanced infrastructure and the most 
centralized support, with protocol-driven workflows, enterprise EHR systems, and 
organizational-level revenue cycle management, though pharmacist billing autonomy is 
typically limited and the value of clinical services is more commonly measured at the 
program or population level than through individual claims.   

Together, these settings represent a spectrum from entrepreneurial, provider-led models to 
fully integrated, system-supported care delivery — and understanding the operational profile of 
each is essential for designing sustainable pharmacist clinical service programs. 

Independent / 
Community Pharmacy 
Provider-Led Model 

Ambulatory Care Clinic 
Collaborative Model 

Health System Clinic 
Integrated Model 

Care Team No on-site PCP; 
external prescriber 
coordination 

Embedded 
multidisciplinary team 
(MD, PA, NP, RN, MA) 

Outpatient team incl. 
MDs, PAs, NPs, RNs, 
Care Coordinators 

Referrals External, relationship-
based; fax / phone / 
outreach 

Embedded: standing 
orders, panel-based 
rostering 

Protocolized: order sets, 
risk stratification, 
automated 

Pharmacist 
Scope 

Standard scope; CPAs 
with external 
prescribers and APP 

Expanded: CPAs, clinic 
protocols, APP 
designation 

Institutional policies, 
CPAs, health system 
protocols, APP 

Billing Provider-level; 
DSMES/DPP pharmacy 
billing; delegated/pilot 

Incident-to Medicare; 
direct Medi-Cal; value-
based 

Centralized org billing; 
incident-to; value-based / 
CCM / RPM 

Infrastructure External tools; RCM 
managed internally by 
pharmacy 

Shared EHR; existing 
clinic RCM infrastructure 

Enterprise EHR; 
centralized RCM, 
compliance, reporting 
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Key Strength Community access, 
patient trust, flexibility 

Prescriber proximity, 
shared records, 
coordination 

Advanced systems, 
scalable protocols, org-
level support 

Key Challenge Fragmented payers, 
limited records, billing 
burden 

Credentialing variation, 
incident-to compliance 

Limited billing autonomy; 
value measured at 
program level 

Independent or Community Pharmacy 

Description 

Standalone pharmacies operating outside of a health system, offering personalized DSMES and 
DPP services and serving as accessible points of care within their local communities. This setting 
includes small to mid-sized retail pharmacies, single-pharmacist or family-owned businesses, 
and major pharmacy chains — all operating generally without an on-site primary care provider 
(PCP) or clinic care team. 

Providers 

Typically, there is no on-site primary care provider (PCP) or clinic care team. The pharmacist 
leads the delivery of DSMES and DPP services, often with support from pharmacy technicians 
and ancillary staff, and communicates externally with outside prescribers as needed for 
referrals and medication management adjustments. 

Provider Communication Methodology 

Providers in this setting communicate externally with outside prescribers to coordinate 
referrals and medication management adjustments relevant to DSMES and DPP participants. 
Communication is conducted as needed via fax, phone, or secure electronic messaging. The 
pharmacist is typically the primary point of contact for both patients and referring providers 
throughout the program. 

Referral Pathways 

Pharmacists are recognized as qualified DSMES service providers and may deliver these 
services. However, pharmacists do require a referral from an authorized provider before 
initiating DSMES services for a patient. An "authorized provider" is defined under Medicare as a 
physician, nurse practitioner, physician assistant, or clinical nurse specialist who is treating the 
beneficiary for diabetes 

Referrals in this setting are typically external and relationship-based. They may occur through 
informal recommendations, faxed or electronic referral forms, or direct outreach from local 
providers. Sustaining referral relationships for DSMES and DPP programs requires clear 
communication channels and reliable follow-up processes. 
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Outreach strategies may include sending DSMES and DPP service information and referral 
forms via fax or secure email, followed by phone confirmation of receipt. In-person visits, lunch-
and-learns, or brief presentations during morning huddles can help establish rapport with clinic 
teams and increase program awareness. Asking clinic teams which educational topics would be 
most valuable — such as diabetes self-management, medication adherence, or lifestyle 
modification — can further strengthen alignment and ongoing collaboration. Where possible, 
pharmacies should develop structured inbound referral pathways beyond traditional fax and 
phone processes. 

Patient Recruitment 

Patient recruitment for DSMES and DPP programs in this setting is typically pharmacy-initiated 
and relationship-driven. Common approaches include identifying eligible patients through 
dispensing data, medication synchronization programs, and patient self-referral. Patients filling 
medications for diabetes, prediabetes, hypertension, or high cholesterol are natural candidates 
for outreach. Accessibility, convenience, and established trust between patients and pharmacy 
staff are key drivers of engagement. 

Additional strategies include maintaining an updated web presence, offering digital scheduling, 
and leveraging social media outreach, in-pharmacy signage, community events, and local 
partnerships to increase DSMES and DPP program visibility and reduce barriers to participation. 

Workflow-based identification is often the most impactful recruitment approach. Pharmacy 
teams trained to recognize eligible patients during routine interactions — including prescription 
pickups, refill consultations, and medication synchronization appointments — can drive organic 
recruitment without requiring dedicated appointments or additional staff time. Embedding 
identification and promotion of DSMES and DPP services into daily operations allows clinical 
programs to grow sustainably alongside core dispensing activities. 

Payor Contracting 

Payor contracting in this setting involves individual pharmacist providers. This includes 
enrollment — including NPI registration, taxonomy designation, credentialing, and direct 
contracting with payors at the provider level. CAQH profile application, ID, and ongoing 
maintenance is also required as well as Medi-Cal provider credentialing. Finally, there is 
pharmacy entity enrollment as well with Medicare, Medi-Cal, and commercial plans. Pharmacy-
level Medicare enrollment enables reimbursement for both DPP and DSMES programs. 
Additional details available in the Steps to Set Up as a Pharmacist Provider section.    

Payor Collaborations 

Payor relationships in this setting are often fragmented and payer-specific. Pharmacies most 
frequently bill using a FFS model but also may participate in pilot programs or direct contracts 
to support clinical services. These efforts typically require upfront investment in contracting, 
secure data-sharing, benefit verification, and documentation infrastructure. 

While such arrangements can provide meaningful revenue opportunities, they are often limited 
in scope and availability within this setting. Careful evaluation of operational burden, 
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reimbursement reliability, and long-term sustainability is essential before pursuing payor 
collaborations. 

Billing 

Billing for DSMES and DPP services in this setting occurs primarily at the provider level as an 
independent pharmacist, most commonly to Medicaid insurance, with a growing presence in 
commercial plans. Direct Medicare billing capacity is also available by billing as the pharmacy 
entity. Delegated incident-to or pilot-based payment arrangements may also be available 
depending on individual payor collaboration design. 

Pharmacist Scope 

The pharmacist practices under general provider authority and functions as the primary clinical 
provider for DSMES and DPP program delivery. DSMES and DPP services are delivered pursuant 
to pharmacist scope of practice and, where applicable, collaborative practice agreements 
(CPAs) established with external prescribers. In addition, advanced practice designations can be 
utilized to further expand scope.   

Infrastructure 

Independent and community pharmacies must maintain infrastructure sufficient to deliver, 
document, and bill for DSMES and DPP services, and to communicate outcomes back to 
referring providers regarding services rendered and patient progress. Cash pay is common for 
some clinical services. Documentation and billing tools are typically external to the primary 
dispensing system, and revenue cycle management is generally handled internally by the 
pharmacist provider or pharmacy team. 

Medical Billing Software 

Pharmacies pursuing medical billing for DSMES and DPP services must implement infrastructure 
capable of capturing encounter-level data, submitting medical claims, and managing 
reimbursement through a structured revenue cycle. Unlike traditional pharmacy claims 
adjudicated in real time, DSMES and DPP medical billing requires deliberate documentation, 
formatting, submission, and follow-up. Pharmacies should select tools and processes aligned 
with their service mix, staffing model, and payor participation. 

Intermediary software translates pharmacy claims data (NCPDP D.0 format) into medical claim 
formats (837P) and is frequently used for Medicare Part B vaccine billing, but also can be used 
for DPP and DSMES billing. These tools are familiar to pharmacy staff and efficient for targeted 
use cases, but often have limited documentation functionality and may not support broader 
billing workflows or non-Medicare payors. Documentation platforms offer more robust charting 
and encounter documentation suited to DSMES program requirements, and may support direct 
claims submission, but can have limited interoperability and variable payor support. Electronic 
Health Records (EHRs), particularly ONC-certified systems, support comprehensive 
documentation and claims transmission, though they are not always designed with pharmacist 
workflows in mind and may require additional configuration or training. 
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Clearinghouses serve as intermediaries between the pharmacy and payor, validating, 
formatting, and routing DSMES and DPP claims to reduce submission errors and improve first-
pass acceptance rates. Medical billing services manage claim submission, follow-up, denials, 
and appeals on the pharmacy's behalf, reducing administrative burden particularly during early 
implementation.   

The table below compares these approaches to support medical billing and revenue cycle 
management for pharmacist-delivered clinical services. Selection should be guided by service 
mix, payor participation, staffing capacity, and desired level of internal control. 

Primary 
Function 

Strengths Limitation Best Fit 

Intermediary 
Software 

Translates 
pharmacy claims 
(D.0) to medical 
claims (837P), 
primarily for 
Medicare Part B 

Familiar to 
pharmacy staff; 
efficient for 
Medicare Part B; 
lower 
implementation 
burden 

Limited 
documentation; 
often restricted to 
Medicare Part B; 
limited RCM tools 

Independent and 
community 
pharmacies billing 
limited Medicare 
Part B services 

Documentation 
Platform 

Clinical charting 
and medical 
claims 
submission 

Structured 
documentation; 
supports medical 
billing; easier 
workflow than 
EHRs 

Limited 
interoperability; 
variable payor 
support; may not 
support quality 
reporting 

Pharmacies 
expanding clinical 
services with 
moderate billing 
complexity 

Electronic 
Health Record 
(EHR) 

Comprehensive 
clinical 
documentation 
and claims 
transmission 

Robust clinical 
records; supports 
team-based care; 
strong 
compliance and 
reporting 

Not pharmacist-
centric; higher 
cost and training 
burden; workflow 
complexity 

Clinic-based or 
health system 
pharmacy settings 

Clearinghouse Validates, 
formats, and 
routes medical 
claims to payors 

Improves first-
pass acceptance; 
reduces 
formatting errors; 
supports multiple 
payors 

Does not manage 
documentation; 
requires upstream 
data source 

Pharmacies using 
documentation 
platforms or EHRs 
needing claim 
routing support 

Medical Billing 
Service 

Manages claim 
submission, 
follow-up, 
denials, and 
appeals 

Reduces 
administrative 
burden; payor 
expertise; active 

Ongoing service 
fees; less direct 
control; dependent 
on data quality 
provided 

Pharmacies with 
limited billing 
resources or high 
payor complexity 
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denial 
management 

Revenue Cycle Management (RCM) 

Effective revenue cycle management is essential for sustaining DSMES and DPP programs 
regardless of the billing approach selected. Medical claims are not adjudicated in real time and 
require active monitoring to confirm payment, identify denials, and resolve rejections. Without 
dedicated oversight, delayed payments and unresolved denials can quickly undermine the 
financial sustainability of DSMES and DPP programs. 

Pharmacies may manage RCM responsibilities internally through a trained technician or billing 
staff member, through a third-party billing service, or through a hybrid of both. Regardless of 
model, successful programs establish clear ownership of the revenue cycle and routinely review 
performance metrics to ensure timely and accurate reimbursement. 

Workflow Models 

Successful DSMES and DPP implementation requires integrating clinical programs into existing 
dispensing operations while maintaining efficiency and sustainability. Core components include 
defined patient intake triggers for diabetes and prediabetes identification, dedicated clinical 
scheduling blocks for DSMES and DPP sessions, and standardized documentation templates 
aligned with program accreditation requirements. Workflows must be designed to complement 
rather than compete with dispensing activities. 

Support Staff 

Ancillary staff — including pharmacy technicians and interns — can provide meaningful support 
by managing scheduling logistics, preparing participant materials, and conducting between-
encounter follow-up with DSMES and DPP participants. Establishing these roles clearly from the 
outset helps clinical programs scale without placing undue burden on pharmacist providers. 
Clear role delineation and focused training are critical to ensuring that clinical programs do not 
disrupt core dispensing operations.   

Supporting team members often play a key role in patient recruitment and initial engagement 
for DSMES and DPP programs.  Sustained staff engagement is best driven by non-financial 
strategies. Team-building activities such as case-based discussions using DSMES participant 
outcomes, shared review of patient progress, and collaborative planning sessions reinforce the 
value of clinical programs and foster long-term buy-in across the pharmacy team. 

DSMES and DPP services in this setting are generally pharmacist-led, with support from 
pharmacy technicians and ancillary staff in DSMES, and often serving as the lifestyle coach for 
DPP.   

Patient Intake 

Patient intake for DSMES and DPP programs in this setting is typically pharmacy-managed and 
may draw from a combination of self-referral, dispensing data review, and external provider 
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referrals. Access to laboratory values — such as HbA1c, fasting glucose, or lipid panels — and 
comprehensive medical records is often limited or fragmented, requiring pharmacies to request 
documentation directly from providers or patients. 

Intake workflows should account for these constraints and include standardized processes for 
obtaining the clinical information necessary to determine DSMES or DPP eligibility and to 
initiate and sustain patient participation in clinical programs. 

Ambulatory Care Clinics 

Description 

Ambulatory care clinics are outpatient settings that integrate DSMES and DPP services into a 
comprehensive care model, with an emphasis on preventive care and chronic disease 
management. This category includes Federally Qualified Health Centers (FQHCs), tribal health 
clinics, community health centers, and independent group practice clinics that operate outside 
of large health systems.. These models benefit from close proximity to prescribers, shared 
electronic health records, and established referral and communication pathways that support 
real-time collaboration and coordinated care. 

Providers 

The pharmacist works in a highly collaborative environment alongside a multidisciplinary 
primary care team. Care teams in this setting typically include Physicians, Physician Assistants, 
Nurse Practitioners, Medical Assistants, and Registered Nurses. May also include social workers, 
clinical psychologists and dietitians depending on practice settings.  Pharmacists are embedded 
within the care team as active DSMES and DPP providers, functioning as consistent members of 
the clinical team rather than episodic consultants. 

Provider Communication Methodology 

Communication with providers is facilitated through shared medical records, internal messaging 
systems, and team huddles. This enables real-time collaboration, clear documentation of 
pharmacist-delivered DSMES and DPP interventions, and streamlined escalation when clinical 
concerns arise. The shared infrastructure of clinic-based settings supports a level of care 
coordination that is difficult to replicate in more dispersed or externally-facing environments. 

Referral Pathways 

Referral pathways for DSMES and DPP programs in this setting are embedded and systematic, 
supported by standing orders, defined referral protocols, and routine care team huddles. In 
many clinics, patients are rostered directly to pharmacist panels for DSMES, DPP, or chronic 
disease management programs. This panel-based model allows pharmacists to function as 
longitudinal members of the care team, managing diabetes and prediabetes patients over time 
rather than responding to episodic referrals. 
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Patient Recruitment 

Patient identification for DSMES and DPP programs in ambulatory care clinic settings is typically 
driven by population health strategies rather than direct outreach by the pharmacist. Common 
mechanisms include EHR-based registries for patients with diabetes or prediabetes, care gap 
analysis, provider recommendations, and payor-generated reports. Because patients are 
generally already established with the clinic, identification and referral pathways are embedded 
within existing workflows. As a result, direct patient self-referral is less common in this setting 
than in independent pharmacy or community-based environments. 

Payor Contracting 

DPP and DSMES services billed by a pharmacy are typically billed at the facility level — under a 
pharmacy entity or ambulatory care clinic — rather than by an individual pharmacist provider. 
Separately, pharmacists delivering advanced chronic disease state management services (such 
as using collaborative practice agreements) may bill through different pathways depending on 
the setting and payor. 

In ambulatory care clinic settings, payor contracting is generally negotiated and held at the 
organization level. Pharmacist services are billed under the organization's NPI within that 
existing contractual framework. The pharmacist does not independently contract with payors 
but must be credentialed and enrolled as an authorized rendering provider within the 
organization's structure. This typically requires CAQH completion, alignment with the 
organization's credentialing requirements, and submission of licensure, malpractice coverage, 
and education documentation. Where services fall within a defined clinical program, privileging 
considerations may also apply — requiring formal delineation of clinical privileges through the 
medical staff office before services can be rendered and billed. 

For direct pharmacist provider contracting, this includes NPI registration, taxonomy 
designation, credentialing, and direct contracting with payors at the provider level. CAQH 
profile setup and ongoing maintenance is required, as is Medi-Cal provider credentialing where 
applicable. See the Steps to Set Up as a Pharmacist Provider section for full details. 

Payor Collaborations 

Payor relationships in clinic-based settings are typically aligned with existing clinic contracts or 
value-based care arrangements supporting DSMES and DPP programs. Billing pathways may 
include a mix of independent pharmacist provider billing; pharmacy organization level billing as 
an entity, and billing under an authorized provider’s NPI for advanced services for patients with 
diabetes. Payors may also provide targeted patient lists — such as diabetes disease registries, 
high-risk member reports with elevated HbA1c, or prediabetes care gap lists — which can 
significantly expand DSMES and DPP recruitment efforts and strengthen alignment between 
pharmacy services and broader population health priorities. 
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Billing 

Services provided by pharmacist providers and pharmacy team members for DSMES and DPP 
often bill using the clinic as the rendering entity, with the pharmacist listed as the rendering 
provider and a physician or advanced practitioner as the ordering provider. Pharmacists may 
also render services as independent providers and bill directly, contracting with Medi-Cal and 
other payors in California. Independent Medicare billing by pharmacists is not currently 
available for DSMES or DPP outside of the pharmacy billing pathway.   

In clinic-based models, pharmacists may also deliver expanded services for patients with 
diabetes that support physician care plans under supervision that allow billing incident-to a 
physician or other qualified provider, most commonly for Medicare patients. In these 
arrangements, pharmacist services are delivered as part of the authorized provider-led plan of 
care, with the authorized provider retaining responsibility for oversight and compliance with 
incident-to billing rules. 

Pharmacist Scope 

Pharmacists in this setting deliver DSMES and DPP services under general scope of practice with 
expanded clinical authority, often leveraging collaborative practice agreements, clinic-based 
provider-patient protocols, and advanced practice designations to expand services available. 
This framework supports a broader range of clinical activities relevant to diabetes and 
prediabetes management than is typically available in independent and community pharmacy 
settings and enables pharmacists to function at the top of their license within a structured, 
team-based care environment. 

Infrastructure 

DSMES and DPP documentation and medication management in this setting occur within 
shared medical records systems, allowing pharmacists to access comprehensive patient 
information — including laboratory results, medication histories, and care plans — and 
contribute directly to the longitudinal care record. Pharmacists in ambulatory care clinics are 
folded into existing infrastructure rather than building independent systems, which reduces 
implementation burden and supports seamless care coordination for DSMES and DPP 
participants. 

Medical Billing Software 

Ambulatory care clinics typically operate with established EHR systems that support pharmacist 
documentation for DSMES and DPP services, care management workflows, and quality 
reporting integration aligned with program accreditation requirements. Remote patient 
monitoring (RPM) platforms relevant to diabetes management may be integrated directly with 
clinic systems. Billing and revenue cycle management for DSMES and DPP claims are generally 
handled by internal clinic or organizational departments, removing the administrative burden 
that independent and community pharmacy settings often carry. 
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Revenue Cycle Management (RCM) 

Clinics in this setting typically have established revenue cycle management infrastructure in 
place for DSMES and DPP billing. Pharmacists billing within the clinic's existing systems benefit 
from existing denial management processes, payer relationships, and billing staff familiar with 
diabetes program billing, which significantly reduces the operational overhead associated with 
launching and sustaining DSMES and DPP programs. 

Workflow Models 

Pharmacists in ambulatory care clinics function as fully integrated members of multidisciplinary 
care teams delivering DSMES and DPP services, with access to shared medical records and 
standardized, protocol-driven workflows. Pharmacists may see DSMES and DPP participants on 
the same day as provider visits, in advance of scheduled appointments, or independently 
between provider encounters. Visit cadence varies by program structure, with DSMES services 
delivered in defined session formats per accreditation requirements and DPP services following 
the structured curriculum timeline. Clear role delineation, defined handoffs, and regular 
communication are essential to maintaining efficiency and continuity across the team. 

Support Staff 

Ancillary staff play a significant role in supporting DSMES and DPP service delivery in this 
setting, including scheduling participants, managing referrals, supporting documentation, and 
conducting between-encounter follow-up. In addition, there are often ancillary staff running 
and managing DPP programs.  Because referrals, documentation, and medication management 
occur within shared clinical systems, pharmacists benefit from a level of administrative and care 
coordination support that is typically not available in independent and community pharmacy 
environments.   

Patient Intake 

Patient intake for DSMES and DPP programs in this setting is typically embedded within existing 
clinic workflows and driven by EHR-based referrals, standing orders, or population health tools 
targeting patients with diabetes or prediabetes diagnoses. Pharmacists generally have access to 
comprehensive patient records — including laboratory results such as HbA1c and fasting 
glucose, problem lists, medication histories, and care plans — which supports more efficient 
clinical assessment, reduces information-gathering burden, and enables faster initiation of 
DSMES or DPP participation. 

Health System Associated Clinics 

Description 

Health system associated clinics are outpatient, clinic-based settings operating within or 
affiliated with a large organized health system. Pharmacists in these settings deliver DSMES and 
DPP services to patients receiving ongoing ambulatory care within the system's clinic network. 
These environments support standardized protocols, advanced clinical decision support tools, 
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and strong collaboration with physicians, nurses, and care managers — all of which support 
scalable, high-quality DSMES and DPP program delivery within a structured, team-based 
outpatient setting. 

Providers 

Pharmacists in this setting work alongside multidisciplinary outpatient care teams that typically 
include Physicians, Physician Assistants, Nurse Practitioners, Registered Nurses, Medical 
Assistants, Care Coordinators, and Social Workers. Pharmacists function as active DSMES and 
DPP providers within pharmacist-run clinics or embedded care team roles, with a focus on 
chronic disease management, diabetes education, and population health initiatives. 

Provider Communication Methodology 

Provider communication in health system associated clinics occurs through integrated 
outpatient clinical systems, standardized documentation workflows, and formal care pathways. 
Pharmacists are well positioned to support DSMES and DPP delivery through established clinical 
roles, access to comprehensive ambulatory patient records, and integration within 
multidisciplinary clinic teams. Pharmacist recommendations and DSMES or DPP session 
documentation are embedded within established workflows and communicated consistently 
across the care team, supporting continuity and coordinated follow-up across clinic visits. 

Referral Pathways 

Referral pathways for DSMES and DPP programs in this setting are protocolized and often 
automated through order sets, defined care pathways, and service line referrals. Patient 
engagement is primarily driven through system-level strategies rather than individual provider 
outreach. Common approaches include population health initiatives, risk stratification 
processes, and care gap identification tools that surface patients with diabetes or prediabetes 
most likely to benefit from pharmacist-led DSMES or DPP services. Pharmacist interventions are 
typically initiated based on predefined clinical criteria — such as HbA1c thresholds or 
prediabetes diagnosis codes — embedded in the clinic's workflows rather than on a case-by-
case basis. 

Patient Recruitment 

Recruitment efforts for DSMES and DPP programs in this setting are coordinated centrally and 
embedded within broader outpatient care management programs. Patients are generally 
already established within the health system's clinic network, and identification occurs through 
EHR-based registries for diabetes and prediabetes, population health dashboards, quality 
measure reporting, and care team referrals. This systemic approach allows for consistent, 
scalable identification of eligible DSMES and DPP participants without relying on direct 
pharmacist outreach or patient self-referral. 
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Payor Contracting 

Credentialing, privileging, and payor contracting for DSMES and DPP in this setting are typically 
centralized at the health system level. Individual pharmacists are less commonly engaged 
directly in contracting processes, as enrollment and billing infrastructure are managed by 
organizational departments. Pharmacist roles in DSMES and DPP delivery are defined within the 
system's existing billing and care management structures, and credentialing follows centralized 
processes aligned with health system credentialing standards. Relevant payor relationships 
include Medicare, Medi-Cal, Medi-Cal MCOs and commercial and employer-sponsored plans. 
Arrangements are often established through value-based structures. Where individual 
pharmacist credentialing is required — such as for rendering provider enrollment or Medi-Cal 
provider registration — the process mirrors that described in the Steps to Set Up as a 
Pharmacist Provider section, though it is typically coordinated through the health system's 
provider enrollment team rather than managed independently by the pharmacist. 

Payor Collaborations 

Payor relationships in health system associated clinics are managed at the organizational level 
and are commonly aligned with value-based reimbursement models that support DSMES and 
DPP programs. Rather than relying on direct fee-for-service billing for individual DSMES or DPP 
encounters, clinical services are often supported through total cost of care reduction, 
performance on diabetes and prediabetes quality measures, and participation in shared savings 
or alternative payment arrangements. The financial impact of DSMES and DPP programs in this 
setting is frequently measured at the program or population level rather than through 
individual service claims. 

Pharmacist-delivered DSMES and DPP interventions support physician-led care plans, clinic-
level population health initiatives, and institutional quality goals related to diabetes 
management. The value of these services is recognized primarily through their contribution to 
care team efficiency, quality performance, and overall value-based reimbursement outcomes. 

Billing 

Services provided by pharmacist providers and pharmacy team members for DSMES and DPP 
often bill using the clinic as the rendering entity, with the pharmacist listed as the rendering 
provider and a physician or advanced practitioner as the ordering provider. In health system 
associate clinics, pharmacists may also deliver expanded services for patients with diabetes that 
support physician care plans under supervision that allow billing incident-to a physician or other 
qualified provider, most commonly for Medicare patients. In these arrangements, pharmacist 
services are delivered as part of the authorized provider-led plan of care, with the authorized 
provider retaining responsibility for oversight and compliance with incident-to billing rules. 

Pharmacist Scope 

Pharmacist scope of practice for DSMES and DPP delivery in this setting is often additionally 
governed beyond payor rules by institutional policies, procedures, and clinic-level protocols, 
often supplemented by collaborative practice agreements, health system provider-patient 
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protocols, and advanced practice designations. This framework allows pharmacists to operate 
with significant clinical authority within the defined boundaries of the health system's 
ambulatory care structure, supporting comprehensive diabetes education and disease 
management. 

Infrastructure 

Pharmacists in health system associated clinics have access to the system's outpatient EHR, 
including ambulatory patient records, laboratory data relevant to diabetes management, 
medication histories, and care plans. This shared infrastructure supports seamless DSMES and 
DPP documentation, care coordination, and communication across clinic sites without requiring 
pharmacists to build or maintain independent systems. 

Medical Billing Software 

Health system associated clinics operate within enterprise outpatient EHR systems that support 
pharmacist documentation for DSMES and DPP services, care management workflows, and 
quality reporting integration aligned with ADCES accreditation or ADA recognition program 
requirements. CCM and RPM platforms relevant to diabetes management are typically 
integrated with existing clinic systems. Billing and revenue cycle management for DSMES and 
DPP claims are handled by centralized organizational departments, with built-in reporting, 
compliance tracking, and audit readiness processes that reduce the administrative burden on 
individual pharmacist providers. 

Revenue Cycle Management (RCM) 

Large health systems have established revenue cycle management infrastructure that 
pharmacists delivering DSMES and DPP services benefit from directly. Existing billing staff, 
payer relationships, denial management processes, and compliance oversight — including 
those specific to DSMES accreditation billing requirements — are managed at the 
organizational level, allowing pharmacists to focus on clinical care and patient education rather 
than billing administration. DSMES and DPP services are incorporated into the clinic's existing 
RCM workflows rather than requiring separate revenue cycle operations. 

Workflow Models 

Pharmacists in health system associated clinics deliver DSMES and DPP services within 
multidisciplinary outpatient clinical teams, advanced health information systems, and 
standardized care pathways. DSMES workflows are highly structured and protocol-driven, with 
a strong emphasis on compliance with accreditation requirements, quality reporting, and 
continuous program improvement. DPP delivery follows the structured National DPP curriculum 
timeline, with shared documentation and standardized processes enabling consistent delivery 
across clinic departments and sites. 

Pharmacists may see DSMES and DPP participants on the same day as provider visits, in 
advance of scheduled appointments, or independently between provider encounters 
depending on the clinical program. Clear role delineation, defined handoffs, and regular 
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interdisciplinary communication are essential to maintaining efficiency and care continuity 
across the clinic team. 

Support Staff 

Support staff play a central role in health system associated clinics, managing the majority of 
DSMES and DPP scheduling, documentation coordination, billing support, and administrative 
infrastructure so that pharmacists can focus primarily on direct patient care and education 
delivery. Established organizational processes typically support the full infrastructure required 
for DSMES and DPP programs, including staffing models, documentation standards, and quality 
oversight. Clinical documentation and medication management activities occur within shared 
outpatient medical records, supporting coordination across clinic encounters and care team 
members. 

Patient Intake 

Patient intake for DSMES and DPP programs in this setting is centralized and protocol-driven, 
typically initiated through automated referrals, population health algorithms targeting patients 
with diabetes or prediabetes, or standing clinic workflows rather than individual scheduling 
requests. Pharmacists have access to comprehensive ambulatory patient records — including 
laboratory results such as HbA1c and fasting glucose, problem lists, medication histories, and 
care plans — which supports efficient clinical assessment and reduces the information-
gathering burden associated with initiating DSMES or DPP participation in less integrated 
settings. 

Pharmacist Provider Status in California: Steps to 
Enable 
To bill for clinical services under the medical benefit in California, pharmacists must establish 
provider status through a combination of individual and entity-level enrollment steps. This 
process typically includes obtaining a National Provider Identifier (NPI), enrolling with Medi-Cal 
and Medicare as applicable, completing commercial payor credentialing, and ensuring 
alignment with physician collaborators when services are billed under shared or incident-to 
models. Provider credentialing timelines are another critical sustainability factor. Enrollment 
with Medicaid, MCOs, or commercial plans can take several months, and delays are common. It 
can take 3-6 months to gain network status with various payors, so pharmacies should plan 
credentialing activities well in advance. 

Below are the practical steps required to establish provider status, complete payor enrollment, 
and implement the infrastructure necessary to support medical billing and revenue cycle 
management. Upon completion of the below, a pharmacist is set up to be the rendering 
provider directly billing for their clinical services. 
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National Provider Identifier (NPI) and Core Credentials 
Pharmacists providing clinical services must obtain a Type 1 (Individual) NPI through the 
National Plan and Provider Enumeration System (NPPES). The NPI serves as the unique 
identifier used across payor enrollment, credentialing, and claims submission processes. 
Pharmacists can obtain or verify their NPI using NPPES and NPI registries. 

Taxonomy Selection 
Pharmacists engaged in direct patient care and clinical service delivery are commonly enrolled 
under the Clinical Pharmacist taxonomy (1835C0205X). While the general Pharmacist taxonomy 
(183500000X) may also be listed, some payors rely on the primary taxonomy when making 
credentialing or billing determinations. 

Pharmacies must select the appropriate taxonomy code in the Provider Enrollment, Chain, and 
Ownership System (PECOS). If the pharmacy has more than one PTAN, they are required to 
submit taxonomy code 333600000X to their MAC. If the pharmacy has only one PTAN, they 
should select the taxonomy code that best describes their provider type and specialization. 

Medi-Cal Enrollment (DHCS) 
Pharmacists must enroll with the California Department of Health Care Services (DHCS) through 
the Provider Application and Validation for enrollment (PAVE) Portal14 as an Ordering, 
Referring, and Prescribing provider. This enrollment supports participation in Medi-Cal billing 
workflows and clinic-based care models. Under Medi-Cal fee-for-service (FFS), covered benefits 
and reimbursement policies are established by the California Department of Health Care 
Services (DHCS). Provider enrollment is centralized, and billing rules are standardized at the 
state level. FFS Medi-Cal generally serves as a foundational enrollment pathway for pharmacies 
for managed care organizations. There is a resource available for pharmacists looking to enroll 
as a provider with Medi-Cal.15 

Medi-Cal Managed Care Organizations administer benefits under contracts with the state and 
have greater flexibility in how optional and enhanced services are delivered. While MCOs must 
meet minimum state requirements, each plan may establish its own credentialing processes, 
contracting structures, documentation standards, and claims workflows. 

Managed Care Organization (MCO) Medicaid Enrollment 
In California, pharmacist provider enrollment and credentialing varies significantly in the 
various Managed Care Organizations (MCOs)16,17 despite the state’s strong statutory framework 
supporting pharmacist clinical practice. Unlike physicians and advanced practice providers, 
pharmacists are not consistently recognized as a standard medical provider type across all plan 
networks, meaning credentialing and contracting pathways are often plan-specific and may be 
limited to defined clinical programs, pilots, or value-based care initiatives. For traditional 
DSMES services, pharmacist providers need to identify their local MCOs and contact their 
Contracting and Network Development lead representative.  Regarding how to identify the 
applicable MCOs, the MediCal Managed Care Health Plan Directory18 is helpful based upon 
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geographical region. Additional strategies include obtaining patients’ medical insurance 
information during routine prescription encounters and collaborating with local provider offices 
to identify commonly used payors and priority plans. 

Medicare Enrollment and PTAN Considerations 

What Is a PTAN? 
A Provider Transaction Access Number (PTAN) is a Medicare-only identifier issued by a 
Medicare Administrative Contractor (MAC) upon enrollment. It is typically six digits, linked to the 
pharmacy's NPI, and tied to a specific enrollment type and geographic location. The PTAN is 
used in communications with the MAC but does not appear on claims themselves. A pharmacy 
may hold multiple PTANs — each corresponding to a different Medicare enrollment category 
and authorizing billing only for the services within that category. 

Types of PTANs a Pharmacy May Hold 

Most pharmacies accumulate Medicare enrollments incrementally as they expand services. The 
table below describes the most common PTAN types and what each authorizes: 

PTAN Type Enrollment 
Form 

Authorizes Billing For Sufficient for DSMES / DPP? 

Pharmacy 
supplier 

CMS-855B DSMT (G0108/G0109), Part 
B clinical services billed by 
pharmacy entity 

✔ Yes — required for DSMES 
billing. Also enables vaccine 
billing. 

Mass immunizer CMS-855B Vaccine administration 
(e.g., flu, COVID, 
pneumococcal) 

✘ No — vaccine billing only 

DMEPOS 
supplier 

CMS-855S Durable medical equipment, 
prosthetics, orthotics, 
supplies; non-accredited 
drugs 

✘ No — DME/supplies only 

MDPP supplier CMS-20134 MDPP G-codes (G9886, 
G9887, G9871, G9880, 
G9881, G9888) 

✔ Yes — required for 
DPP/MDPP billing (separate 
from pharmacy PTAN) 

DSMES: Obtaining and Using the Pharmacy Supplier PTAN 

Enrollment 

To bill Medicare Part B for DSMT (the Medicare term for DSMES), the pharmacy must enroll as 
a Medicare Part B supplier using CMS Form 855B submitted through PECOS. This creates a 
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pharmacy supplier PTAN linked to the pharmacy's NPI. Note that a mass immunizer PTAN — the 
most common Medicare enrollment for community pharmacies — authorizes vaccine billing 
only and is not sufficient for DSMT claims. The immunizations can be billed under the pharmacy 
PTAN once obtained. A DMEPOS supplier PTAN (CMS-855S) is similarly insufficient. If the 
pharmacy holds either of these but not a pharmacy supplier PTAN, a separate CMS-855B 
enrollment is required. 

Submitting the Accreditation Certificate 

Obtaining the pharmacy supplier PTAN alone is not sufficient to bill DSMT — the pharmacy 
must also provide documentation of DSMES program eligibility. This requires submitting a copy 
of its ADCES accreditation certificate or ADA Education Recognition Program certificate. Online, 
the certificate is uploaded to the pharmacy PTAN account in PECOS. By paper, it is attached to 
the CMS-855B and a separate copy is mailed to the local MAC. The NPI on the certificate must 
match the NPI associated with the DSMES PTAN — using a different NPI (such as a DME NPI) for 
claims will result in rejections. 

Keeping Enrollment Current 

The following changes must be reported via PECOS within 30 days: changes to practice location, 
changes to the accreditation certificate or accrediting organization, and changes to ownership 
or control. Accreditation certificates must remain current — any lapse in ADCES or ADA status 
affects billing eligibility until the certificate is renewed and updated in PECOS. 

DPP: Obtaining the MDPP Supplier PTAN 

A Separate Enrollment 

The Medicare Diabetes Prevention Program (MDPP) operates under an entirely different 
enrollment framework from DSMES. A pharmacy cannot bill MDPP G-codes using its pharmacy 
supplier PTAN — it must separately enroll as an MDPP supplier using CMS Form 20134, 
submitted through PECOS or by paper to the MAC. This creates a distinct MDPP supplier PTAN. 
There is no enrollment application fee for MDPP — this fee was waived for all applicants 
effective January 1, 2022. There are several enrollment resources available from the CDC. 

CDC DPRP Recognition — Not ADCES/ADA Accreditation 

MDPP enrollment requires proof of CDC Diabetes Prevention Recognition Program (DPRP) 
recognition — not ADCES accreditation or ADA recognition, which are specific to DSMES. The 
submitted CDC DPRP certificate must reflect full recognition with an effective date within one 
year of the application, and the CDC organizational code on the CMS-20134 must match both 
the CDC online registry and the certificate. 

Site Visits and Coach Enrollment 

Unlike DSMES, MDPP enrollment requires a MAC site visit to verify compliance with supplier 
standards at each administrative location before approval. Coaches — the individuals who 
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deliver MDPP sessions — do not need to separately enroll in Medicare, but each coach must 
obtain an NPI and be added to the supplier's PECOS enrollment roster with an association start 
date that predates any session date on which they appear on a claim. 

Delivery Modality and Specialty Enrollment (2026) 

Effective January 1, 2026, MDPP billing is tied to the delivery modality selected at enrollment. 
Suppliers delivering in-person or synchronous distance learning sessions enroll under Specialty 
D2 and bill G9886, G9887, G9880, G9881, and G9888. Suppliers delivering asynchronous online 
sessions enroll under Specialty D3 and bill G9871, G9880, and G9881. A single beneficiary 
cannot receive both synchronous and asynchronous modalities. Pharmacies pursuing 
asynchronous-only delivery under the 2026 rules must ensure their enrollment reflects 
Specialty D3. 

Multi-State Delivery 

MAC enrollment for MDPP is determined by the supplier's administrative location — not by 
where sessions are delivered. A pharmacy offering MDPP nationally via virtual delivery only 
needs to enroll with the MAC(s) covering the states where it has administrative locations. A 
new PTAN is only required when adding an administrative location with a different CDC 
organizational code or in a new state. 

Side-by-Side: DSMES vs. DPP Enrollment 

DSMES (DSMT) DPP (MDPP) 

Enrollment form CMS-855B CMS-20134 

PTAN type Pharmacy supplier PTAN MDPP supplier PTAN (separate) 

Accreditation 
required 

ADCES or ADA certificate → uploaded 
to pharmacy PTAN in PECOS or 
mailed to MAC 

CDC DPRP Recognition 
certificate → submitted with 
CMS-20134 

Enrollment fee Yes — CMS-855B application fee 
applies 

No — waived for all MDPP 
applicants since January 1, 2022 

Billing specialty Pharmacy supplier Specialty D2 (in-person / 
synchronous) or D3 
(asynchronous online, eff. Jan 1, 
2026) 

Accreditation body ADCES (DEAP) or ADA (ERP) CDC Diabetes Prevention 
Recognition Program (DPRP) 
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Site visit required No Yes — MAC conducts site visit of 
administrative location(s) before 
enrollment approval 

Commercial Payor Credentialing 
Commercial payor enrollment is completed directly with each health plan and may include 
credentialing, contracting, and plan-specific documentation. Coverage and/or billing authority 
vary by plan and line of business. 

CAQH ProView Profile 

CAQH ProView19  serves as a centralized credentialing data repository used by many commercial 
health plans and health systems in California. Maintaining a current CAQH profile supports 
commercial credentialing and system participation. 

Pharmacist Provider Enablement Checklist 

This checklist applies to pharmacists billing for clinical services under the medical benefit in 
California. Requirements may vary by payor and service type. 

1. National Provider Identifier (NPI) 

☐ Obtain a Type 1 (Individual) NPI through NPPES (nppes.cms.hhs.gov) 
☐ Verify NPI is active in the NPI Registry (npiregistry.cms.hhs.gov) 
☐ Select Clinical Pharmacist taxonomy: 1835C0205X as primary taxonomy 

↳ General Pharmacist taxonomy (183500000X) may also be listed as secondary 

2. Medi-Cal Enrollment (DHCS) 

☐ Enroll via the PAVE Portal (pave.dhcs.ca.gov) as an Ordering, Referring, and 
Prescribing (ORP) provider 
☐ Review DHCS requirements for pharmacist provider enrollment 
☐ Confirm enrollment supports Medi-Cal fee-for-service (FFS) billing workflows 

↳ FFS Medi-Cal serves as foundational enrollment for managed care participation 

3. Managed Care Organization (MCO) / Medicaid Enrollment 

☐ Identify local MCOs using the Medi-Cal Managed Care Health Plan Directory 
(dhcs.ca.gov) 
☐ Obtain patients' insurance information during routine prescription encounters to identify 
active plans 
☐ Collaborate with local provider offices to identify commonly used payors 
☐ Contact each MCO's Contracting and Network Development representative 
☐ Request credentialing and contracting information specific to pharmacist providers 
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↳ Credentialing pathways vary by plan and may be limited to specific programs or 
value-based care initiatives 

↳ Pharmacists are not consistently recognized as standard medical providers across 
all MCO networks 

4. Medicare Enrollment & PTAN 

☐ Complete CMS Form 855B to enroll the pharmacy entity and obtain a pharmacy PTAN 
for DSMES billing 
☐ Submit application through PECOS (pecos.cms.hhs.gov) 
☐ Obtain Provider Transaction Access Number (PTAN) for billing DSME services 
☐ Verify PTAN type supports DSME billing (not limited to mass immunization, lab, or 
DME-only) 
☐ Obtain ADCES accreditation OR ADA Education Recognition Program certificate 
☐ Submit accreditation/recognition certificate through PECOS or paper application 

↳ Documentation of program eligibility is required as part of the DSMES enrollment 
process 

5. Commercial Payor Credentialing 

☐ Create and maintain a current CAQH ProView profile (caqh.org/providers) 
☐ Identify commercial health plans serving your patient population 
☐ Complete credentialing and contracting application with each commercial plan 
☐ Provide plan-specific documentation as required per plan 
☐ Track application submission dates and follow up on status regularly 

↳ Coverage and billing authority vary by plan and line of business 

↳ CAQH ProView is not used by Medi-Cal but supports commercial credentialing 
workflows 

6. Timeline & Planning 

☐ Begin credentialing activities at least 3–6 months before anticipated billing start date 
☐ Track enrollment status for each payor separately 
☐ Follow up with payors regularly to avoid unnecessary delays 
☐ Confirm network status in writing before submitting claims 

↳ Delays in enrollment are common — plan well in advance to avoid gaps in billing 
readiness 

7. Infrastructure & Revenue Cycle 

☐ Set up medical billing infrastructure to support claims submission 
☐ Establish revenue cycle management processes 
☐ Align with physician collaborators if billing under shared or incident-to models 
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☐ Ensure documentation workflows support medical billing requirements 

Expanding Beyond DSMES and DPP: Comprehensive 
Pharmacist-Led Chronic Disease Management & 
Services 
As recognized healthcare providers in California, pharmacists are increasingly positioned to 
deliver ongoing evaluation, monitoring, medication optimization, and care coordination for 
patients with diabetes. In these models, pharmacists provide longitudinal chronic disease 
management that includes assessment of disease control, medication adherence, therapy 
optimization, lifestyle counseling, and coordination with primary care and specialty providers. 
Reimbursement occurs under standard medical Current Procedural Terminology (CPT) codes 
when services meet applicable documentation and supervision requirements. 

Reimbursement pathways vary by payer and generally align with a defined set of medical and 
program-specific billing models. Under Medicare, pharmacist services in clinic-based settings 
are most commonly supported through incident-to or shared-service billing under a physician 
or qualified healthcare professional. Additional Medicare pathways include Chronic Care 
Management (CCM) and Remote Patient Monitoring (RPM). These models allow pharmacist 
clinical activities — such as medication management, patient education, home blood pressure 
or dyslipidemia monitoring, and care coordination — to be reimbursed when delivered within 
established supervision, documentation, and program requirements. 

For Medi-Cal, Medi-Cal MCOs and commercial payers operating under fee-for-service models, 
California pharmacists have greater flexibility to bill directly as independent providers. These 
payers more commonly reimburse pharmacist-provided services using standard CPT code 
frameworks, with visit levels determined by medical decision-making complexity or total time in 
accordance with current AMA guidelines, subject to state scope of practice, provider 
enrollment, and plan-specific coverage policies. In some value-based arrangements across all 
payer types, reimbursement is realized indirectly through quality measure performance, total 
cost of care reduction, or shared savings models rather than individual service claims. 

Prescriptive Authority – California Pharmacist Provider 
Prescriptive authority is not required for all chronic care management activities or clinical 
services; however, the ability to initiate, modify, or discontinue therapy significantly enhances 
the clinical impact and efficiency of pharmacist-led services. In California, pharmacists may 
prescribe or furnish medications through several pathways, including practice under a standard 
of care model, collaborative practice agreements (CPAs) with physicians or other prescribers, 
advanced pharmacist practitioner (APP) designation, or prescribing per an established facility 
protocol. These authorities allow pharmacists to independently furnish certain therapies — 
such as hormonal contraception, tobacco cessation products, and HIV PrEP/PEP — order and 

https://www.ama-assn.org/practice-management/cpt


May, 2026 • © 2026, V1.0      64                                

interpret drug therapy–related laboratory tests, and manage medication therapy for chronic 
conditions within defined clinical parameters. 

It is important to note, however, that the ability to prescribe or modify medications for 
conditions such as diabetes is not within the default scope of California pharmacist practice. 
These are common chronic conditions encountered in patients with or at risk for diabetes, and 
therapeutic management — including initiating or adjusting glycemic management medications 
— requires one of the additional components described above: a collaborative practice 
agreement with a supervising authorized provider, an advanced pharmacist practitioner (APP) 
certificate, or facility-specific protocols that authorize such activity. While these additional 
credentials are not required to deliver high-quality DSMES or DPP services, pharmacists who do 
hold them are positioned to address therapeutic inertia more directly, make timely medication 
adjustments, and close care gaps without requiring a separate physician encounter. This 
regulatory flexibility supports a transition from education-focused services to comprehensive, 
outcomes-driven chronic disease management programs, with pharmacists functioning as 
accountable clinical providers within multidisciplinary care teams. 

Prescriptive Authority in Chronic Disease Management: What 
Requires Additional Credentials? 
The following activities for conditions such as diabetes require a CPA, APP certificate, or facility 
protocol: 

• Initiating new medication to address glycemic management 
• Adjusting medication doses in response to lab results or clinical findings 
• Discontinuing therapy based on clinical judgment 

The following activities do not require prescriptive authority and are within standard 
pharmacist scope: 

• DSMES and DPP Program Delivery 
• Medication therapy review and adherence counseling 
• Patient education on blood glucose and medication management 
• Identifying drug interactions, side effects, and adherence barriers 
• Recommending referrals or flagging clinical concerns to the supervising provider 

Collaborative Practice Agreement (CPA) 
In addition, pharmacists may initiate, adjust, or discontinue drug therapy for a patient under a 
collaborative practice agreement (CPA) with any health care provider with prescriptive 
authority. The collaborative practice agreement may be between a single or multiple 
pharmacists and a single or multiple health care providers with prescriptive authority. In 
California, these agreements do not require a pre-existing provider–patient relationship with 
the collaborating prescriber, nor do they require a formal referral for the pharmacist to provide 
care under the protocol, allowing pharmacists to directly identify, assess, and manage eligible 
patients within the scope of the CPA. 
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These authorities demonstrate legislative recognition of pharmacists as providers capable of 
initiating and managing care within defined clinical parameters. 

California pharmacists may initiate, adjust, or discontinue medication therapy pursuant to 
physician authorization under California Business and Professions Code 4052. A collaborative 
practice agreement with any health care provider with prescriptive authority. The collaborative 
practice agreement may be between a single or multiple pharmacists and a single or multiple 
health care providers with prescriptive authority all under BPC 4052.1. 

Under BPC 4052.5 The CPA requirements shall be developed by health care professionals, 
including physicians, pharmacists, and registered nurses. Must meet, at a minimum, all these 
following requirements: 

• Require that the pharmacist function as part of a multidisciplinary group that includes 
physicians and direct care registered nurses. The multidisciplinary group shall determine 
the appropriate participation of the pharmacist and the direct care registered nurse. 

• Require that the medical records of the patient be available to both the patient’s 
prescriber and the pharmacist. 

• Require that the procedures to be performed by the pharmacist relate to a condition for 
which the patient has first been seen by a physician. 

• Except for procedures or functions provided by a health care facility, a licensed clinic in 
which there is physician oversight, or a provider who contracts with a licensed health 
care plan with regard to the care or services provided to the enrollees of that health 
care service plan, require the procedures to be performed in accordance with a written, 
patient-specific protocol approved by the treating or supervising physician. Any change, 
adjustment, or modification of an approved preexisting treatment or drug therapy shall 
be provided in writing to the treating or supervising physician within 24 hours. 

Required elements in CPA as per California Board of Pharmacy Sample CPA: 

1. Authority 
2. Purpose 
3. Referral Criteria 
4. Pharmacist may perform the following authorized functions in accordance with this 

protocol and standards of care. 
a. Assessment 
b. Medication Management 
c. Treatment Plan 

5. Documentation 
6. References 
7. Signatures 
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a. Physician Name, License Number, and Date 
b. Pharmacist Name, License Number, and Date 
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a. Physician Name, License Number, and Date 
b. Pharmacist Name, License Number, and Date 
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a. Physician Name, License Number, and Date 
b. Pharmacist Name, License Number, and Date 
a. Physician Name, License Number, and Date 

b. Pharmacist Name, License Number, and Date 
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SAMPLE 
Collaborative Practice Agreement: Pharmacist Protocol for Management of Diabetes 

Mellitus 

I.   Authority: California Business and Professions Code §§ 4050-4052.6. 

II.  Purpose: 
To formally identify the functions that the undersigned pharmacist(s) may perform in providing 
drug therapy management to patients with Type 1 or Type 2 Diabetes Mellitus (DM) in 
collaboration with the undersigned provider(s), consistent with the policies, procedures, and 
protocols of the undersigned [provider or prescriber] and California Business and Professions 
Code §§ 4052(a)(13) and 4052.6. 

III. Referral Criteria 
a.  Patients with a confirmed diagnosis of Type 1 or Type 2 Diabetes Mellitus referred by a 
provider or patient care team member, OR 
b.  Patients with a hemoglobin A1c (HbA1c) >= 6.5% identified through screening or 
laboratory results, OR 
c. Patients already on antidiabetic therapy requiring medication adjustment, monitoring, or 
adherence support. 
d.  Exclusion criteria: Patients with uncontrolled HbA1c > 12% without recent prescriber 
contact, acute diabetic ketoacidosis (DKA), or hyperosmolar hyperglycemic state (HHS) 
shall be immediately referred to the treating provider or emergency services. 

IV.  Pharmacist may perform the following authorized functions in accordance with this 
protocol and the standards of care: 

a.  Assessment of Diabetes 
i.    Perform medication reconciliation and review of current antidiabetic regimen. 
ii.   Evaluate and interpret laboratory results including HbA1c, fasting plasma glucose 
(FPG), estimated glomerular filtration rate (eGFR), urine albumin-to-creatinine ratio 
(UACR), lipid panel, and comprehensive metabolic panel (CMP). 
iii.  Assess for signs and symptoms of hypoglycemia, hyperglycemia, and diabetes-
related complications (e.g., neuropathy, nephropathy, retinopathy). 
iv. Review self-monitoring blood glucose (SMBG) logs and continuous glucose 
monitoring (CGM) data when available. 

b.  Ordering and Interpreting Laboratory Tests (APh or per specific prescriber authorization) 
i.    Order HbA1c, FPG, fasting lipid panel, eGFR, serum creatinine, UACR, liver function 
tests (LFTs), and thyroid-stimulating hormone (TSH) as clinically indicated. 

c.  Medication Management 
i.    Initiate, modify, or discontinue oral  diabetes agents including but not limited to: 
metformin, sulfonylureas, DPP-4 inhibitors (e.g., sitagliptin), SGLT-2 inhibitors (e.g., 
empagliflozin, dapagliflozin), thiazolidinediones, and alpha-glucosidase inhibitors. 
ii.   Initiate, modify, or discontinue GLP-1 receptor agonists (e.g., semaglutide, liraglutide, 
dulaglutide) per protocol parameters. 
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iii. Initiate, modify, and titrate insulin therapy including basal, bolus, and premixed insulin 
regimens per established titration algorithms agreed upon with the collaborating 
prescriber. 
iv. Initiate or modify medications to manage diabetes-related comorbidities (e.g., ACE 
inhibitors/ARBs for diabetic nephropathy) per protocol. 
v.   Prescribe or recommend glucose monitoring supplies, including CGM devices, per 
patient need. 
vi. Note: Any modification involving a controlled substance requires the pharmacist to 
hold a valid DEA registration per BPC § 4052(b). 

d.  Patient Education and Self-Management Support 
i.    Provide diabetes self-management education (DSMES) including dietary guidance, 
physical activity recommendations, SMBG technique, insulin injection technique, and 
sick-day rules. 
ii.   Assess and address medication adherence barriers. 

e.  Referral and Coordination 
i.    Refer patients to the treating prescriber, endocrinology, ophthalmology, podiatry, or 
diabetes education programs as clinically indicated. 
ii.   Notify the treating prescriber within 24 hours of any initiated, adjusted, or 
discontinued therapy, or enter information into the shared electronic health record (EHR) 
system per BPC § 4052.2(a)(4). 

V.   Documentation 
a. The pharmacist's assessment, clinical findings, medication changes, and plan of care 
shall be documented in a health record mutually accessible by the referring provider, 
collaborating physician, and/or primary care provider. 
b. If a mutually accessible health record is not available, documentation shall be shared via 
facsimile or other secured HIPAA-compliant communication platform within 24 hours of 
patient encounter. 
c. Pharmacist shall document patient consent for collaborative management services. 

VI.  References 
a.  American Diabetes Association. Standards of Care in Diabetes - 2025. Diabetes Care. 
2025;48(Suppl 1). 
b.  California Business and Professions Code §§ 4050-4052.6. 
c.  American Association of Clinical Endocrinology (AACE). Clinical Practice Guideline for 
Developing a Diabetes Mellitus Comprehensive Care Plan - 2022 Update. 
d. Institute for Safe Medication Practices (ISMP). Insulin Safety Guidelines. 

VII. Signatures 

Physician License # ____________________________    Date ____________________ 
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Sign ___________________________________________ 

Pharmacist License # __________________________    Date ____________________ 

Sign ___________________________________________ 

This collaborative practice agreement remains in effect unless withdrawn by either party. 
Rev 2026 

Advanced Pharmacist Practitioner (APP) Recognition 
California law establishes an advanced pharmacist designation, historically referred to as 
Advanced Practice Pharmacist (APh), and transitioning to Advanced Pharmacist Practitioner 
(APP) under subsequent legislation. This designation authorizes pharmacists to perform 
expanded patient-care activities beyond the baseline scope of practice and is formally 
recognized by the California State Board of Pharmacy as conferring independent prescriptive 
authority within defined clinical categories. Unlike collaborative practice models, APP authority 
does not require a supervising physician, a collaborative practice agreement, or a patient-
specific referral, enabling pharmacists to directly initiate and manage therapy consistent with 
statutory protocols. 

Advanced Pharmacist Practitioners may: 

• Perform patient assessments 
• Order and interpret drug therapy-related tests 
• Refer patients to other healthcare providers 
• Participate in disease evaluation and management 
• Initiate, adjust, or discontinue drug therapy 

Eligibility requires meeting specific training or experience thresholds. While advanced 
designation is not required for most pharmacist-delivered services, APP status enables full 
exercise of prescriptive authority without a CPA and supports deeper clinical integration, direct 
patient access, and expanded care models. Application instructions and an overview of steps to 
obtain licensure are provided by the California State Board of Pharmacy. 20 

Pharmacist Practice in Licensed Health Care Facilities and 
Partnered Settings 
When practicing within licensed healthcare facility clinics or formal partnerships with 
physicians, pharmacists may perform expanded patient-care functions under approved policies, 
procedures, or protocols in addition to the methodologies described above. 



May, 2026 • © 2026, V1.0      70                                

In these settings, pharmacists have an additional capacity to initiate or adjust a patient’s drug 
regimen pursuant to a standing order.  The requirements are that it is a specific written order 
or authorization from the individual patient’s treating prescriber and in accordance with the 
policies, procedures, or protocols of the health care facility or physician. The prescriber’s 
authorization must be patient-specific and define the parameters for therapy modification; 
pharmacists may not independently select or substitute a different drug unless explicitly 
permitted by the protocol. For any drug regimen initiated or adjusted under this authority, the 
pharmacist must provide written notification to the treating prescriber or document the action 
in a shared electronic health record, within 24 hours. 

Prior to performing any procedure authorized by this section, a pharmacist shall receive 
appropriate training as prescribed in the policies and procedures. These provisions emphasize 
multidisciplinary collaboration, shared medical records, and timely communication with 
treating providers. Additional training requirements (such as residency or credentialed clinical 
experience) may also apply depending on the setting. 

Business and Professions Code Sections 4052.1 and 4052.2 authorize pharmacists in these 
settings to: 

• Perform routine patient assessment procedures such as vital signs 
• Order drug therapy-related laboratory tests 
• Administer medications and biologicals 
• Initiate or adjust drug therapy pursuant to patient-specific prescriber, with timely 

communication back to the patient’s treating prescriber 

Comprehensive Pharmacist Provider Services 
In addition to being recognized as healthcare providers, California pharmacists are granted 
independent prescriptive and furnishing authorities under Senate Bill 493 (SB 493)7 and related 
statutes, enabling them to function as autonomous clinicians responsible for initiating, 
managing, and monitoring therapy within defined clinical parameters. 
https://www.pharmacy.ca.gov/laws_regs/lawbook.pdf These authorities, codified in Business 
and Professions Code Sections 4050, 4051, and 4052, have transitioned from protocol-based 
practice to a standard of care model, establishing pharmacists as accountable providers capable 
of delivering comprehensive patient care through independent clinical judgment, rather than 
solely dispensing medications.   

Through these pathways, pharmacists may independently furnish or initiate a range of 
therapies and clinical services, including but not limited to: 

• Hormonal contraception and emergency contraception 
• Travel-related medications recommended by the CDC 
• Prescription nicotine replacement therapy for smoking cessation 
• HIV pre- and post-exposure prophylaxis (PrEP and PEP) 
• Anti-viral or anti-infective medications for preventive care 
• Naloxone and substance use disorder medications 
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• Immunizations for persons three years of age and older and preventive biologics 
• Ordering and interpreting laboratory tests related to medication therapy management 

Collectively, these prescriptive and diagnostic authorities operationalize pharmacist provider 
status by allowing pharmacists to assess patients, initiate and adjust therapy, monitor 
outcomes, and assume direct responsibility for clinical decision-making across preventive and 
chronic care settings based on professional judgment and accepted standards of care. 

Reimbursement for Expanded Services – California Pharmacist 
Provider 
Payment parity laws21 are central to the long-term sustainability of pharmacist-delivered clinical 
care. In California, Assembly Bill 317 (AB 317)7 strengthened statutory requirements for health 
care service plans and insurers to recognize and reimburse pharmacists for covered services 
delivered within their legal scope of practice. 

Under payment parity principles, when a health plan covers a clinical service and that service 
falls within a pharmacist’s authorized scope, the plan may not deny reimbursement solely 
based on provider type. Instead, pharmacists must be permitted to enroll in provider networks 
and be reimbursed under the medical benefit for furnishing those services, subject to standard 
network participation, credentialing, and benefit design requirements.   

This framework reinforces pharmacists21 as reimbursable healthcare providers rather than 
uncompensated extenders of physician services. 

For Medi-Cal, pharmacist-delivered services authorized under Welfare and Institutions Code 
Section 14132.968 are generally reimbursable when provided by enrolled pharmacist providers. 
State policy and billing guidance outline covered services, documentation standards, and claims 
submission processes for pharmacists participating in the Medi-Cal program, as detailed in 
Medi-Cal's billing guide. 22 

In contrast, Medicare does not currently recognize pharmacists as independent “practitioners” 
under the Social Security Act for most Part B services. As a result, many advanced pharmacist-
delivered clinical services are not directly reimbursable under the pharmacist’s own NPI, except 
through specific benefit categories (such as DSMES under an accredited program) or when 
billed under authorized provider supervision models (e.g., incident-to or shared services). This 
federal limitation, rather than state scope of practice, is the primary barrier to direct 
Medicare reimbursement for pharmacist-provided evaluation and management services. 

Commercial insurance coverage is evolving rapidly. Under AB 317, California commercial health 
plans are required to allow pharmacists to enroll in their networks and bill for covered patient-
care services within scope, and to reimburse those services under the medical benefit in a 
manner comparable to other non-physician providers. This means that when pharmacists 
deliver services that are covered for physicians, nurse practitioners, or physician assistants— 
and when the pharmacist meets the plan’s credentialing and contracting requirements—the 
plan must process and pay those claims consistent with its reimbursement policies for similarly 
situated provider types. 
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Collectively, these parity and network access requirements establish a legal and operational 
foundation for pharmacist-led clinical services to be reimbursed across Medicaid and 
commercial payors, while highlighting the ongoing need for federal provider status reform to 
achieve comparable recognition within Medicare. 

Tools, Templates, and Additional Resources 

• DSMES Toolkit 

A comprehensive guide from the CDC for delivering DSMES services. 

ο How to use: Pharmacies should familiarize themselves with the toolkit's format 
and review its offered resources and implementation guides to understand 
program development requirements. 

• Become Accredited DSMES Provider 

A step-by-step guide, part of the DSMES Toolkit, designed to meet CDC recognition 
standards. 

ο How to use: Pharmacy teams should read through the entire resource to 
understand the complete ADCES accreditation process and requirements. 

• Diabetes Management NC Toolkit 

A resource that provides insights on workflows, marketing, and quality improvement for 
DSMES. 

ο How to use: Pharmacies should focus on reading the sections titled "The 
Business Side of DSMES," "Program Design," and "Billing for DSMES Services" for 
essential program overview information. 

• Algorithm of Care 

A chart provided by ADA, ADCES, and the Academy of Nutrition and Dietetics. 

ο How to use: Pharmacy teams should understand the complete algorithm to align 
their DSMES services with payor quality metrics and increase referral 
opportunities from healthcare providers. 

• Business Plan Guide for DSMES Programs 

A guide for developing comprehensive business plans, including marketing, workflow, 
financial and clinical plans, CQI, and templates. 

ο How to use: Pharmacies should review pages 14-31 for key insights into program 
planning and implementation strategies. 

• ADCES Website 

The official site for ADCES DSMES accreditation materials and resources. 

ο How to use: Pharmacy teams should briefly familiarize themselves with the 
website structure and available resources for ongoing reference during program 
development and maintenance. 
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• DSMES Medical Billing Playbook for Pharmacies 

A guide from the CDC that covers billing basics for Medicare and Medicaid. 

o How to use: Pharmacies should review pages 8-18 to understand billing 
processes and requirements for DSMES services. 

 Considerations for Purchasing Technology Platforms 

A guide from Salesforce on technology platform selection for billing and program 
documentation. 

o How to use: Pharmacy teams should read pages 3-8 focusing on pre-vendor 
selection, contracting processes, and vendor selection criteria. 

• Medicare Reimbursement Guidelines 

A CDC guide from the DSMES Toolkit on Medicare coverage requirements and billing 
steps. 

ο How to use: Pharmacies should review the entire resource to understand DSMES 
billing procedures through Medicare systems. 

• Diabetes Self-Management Education and Support (DSMES) Services and National 
Diabetes Prevention Programs (National DPP) and the Community Pharmacy 

A guide from LA County on implementation of DSMES and DPP services in the 
Community Pharmacy setting for California. 

ο How to use: Pharmacies should review the entire resource to understand DSMES 
and DPP implementation processes in California. 

  



May, 2026 • © 2026, V1.0      74                                

References 
1. Saeedi et al. Global and regional diabetes prevalence estimates for 2019 and projections 

for 2030 and 2045: Results from the International Diabetes Federation Diabetes Atlas, 
9th edition, Diabetes Research and Clinical Practice, Volume 157, 2019. 
https://doi.org/10.1016/j.diabres.2019.107843. 

2. Parker ED, Lin J, Mahoney T, Ume N, Yang G, Gabbay RA, ElSayed NA, Bannuru RR. 
Economic Costs of Diabetes in the U.S. in 2022. Diabetes Care. 2024 Jan 1;47(1):26-43. 
doi: 10.2337/dci23-0085. PMID: 37909353.   

3. Centers for Disease Control and Prevention. Diabetes Self-Management Education and 
Support (DSMES) Toolkit 2026. Atlanta, GA: Centers for Disease Control and Prevention, 
U.S. Dept of Health and Human Services. https://www.cdc.gov/diabetes-toolkit/php/   

4. Centers for Disease Control and Prevention. National Diabetes Statistics Report, 2023. 
Atlanta, GA: Centers for Disease Control and Prevention, U.S. Dept of Health and Human 
Services.   

5. Fazel MT, Bagalagel A, Lee JK, Martin JR, Slack MK. Impact of Diabetes Care by 
Pharmacists as Part of Health Care Team in Ambulatory Settings: A Systematic Review 
and Meta-analysis. Ann Pharmacother. 2017 Oct;51(10):890-907. doi: 
10.1177/1060028017711454. Epub 2017 Jun 2. PMID: 28573873. 

6. Zhu J, Zhou Y, Wang G. Cost-Effectiveness of Pharmacist Care in Diabetes Management: 
A Systematic Review. Diabetes Ther. 2024 Jan;15(1):61-76. doi: 10.1007/s13300-023-
01505-2. Epub 2023 Nov 14. PMID: 37957464; PMCID: PMC10786784. 

7. California State Legislature. Senate Bill 317, 493, 1503. https://leginfo.legislature.ca.gov 
8. Association of Diabetes Care & Education Specialists. DSMES Accreditation Program 

Requirements. https://www.adces.org 
9. Centers for Disease Control and Prevention. Prediabetes Risk Test and Laboratory 

Criteria. https://www.cdc.gov 
10.Centers for Disease Control and Prevention. National Diabetes Prevention Program. 

Personal Success Tool Modules https://www.cdc.gov 
11.Centers for Disease Control and Prevention. National Diabetes Prevention Program 

(National DPP) Resource Portal. https://nationaldppcsc.cdc.gov/s/   
12.Centers for Disease Control and Prevention. Diabetes Prevention Recognition Program 

Standards and Operating Procedures. https://www.cdc.gov 
13.Centers for Medicare & Medicaid Services. HCPCS Coding for DSMT Services (G0108, 

G0109). https://www.cms.gov 
14.DHCS: California Department of Health Care Services. PAVE Portal. 

https://pave.dhcs.ca.gov/ 

15.DHCS: California Department of Health Care Services. Diabetes Prevention Program 
Requirements for Enrollment (Medi-Cal). https://dhcs.ca.gov/ 

16.California Department of Health Care Services. (n.d.). Medi-Cal Managed Care — Health 
Care Options. https://www.healthcareoptions.dhcs.ca.gov/en   



May, 2026 • © 2026, V1.0      75                                

17.Local Health Plans of California & California Association of Health Plans. Managed care 
plan associations in California: Local Health Plans of California (LHPC) 
https://www.lhpc.org/ & California Association of Health Plans (CAHP). 
https://www.calhealthplans.org/   

18.California Department of Health Care Services. Medi-Cal Managed Care Health Plan 
Directory. https://www.dhcs.ca.gov/individuals/Pages/MMCDHealthPlanDir.aspx   

19.Council for Affordable Quality Healthcare. Provider Resources for CAQH Enrollment and 
Credentialing. https://www.caqh.org/providers   

20.California Board of Pharmacy. Pharmacist Scope of Practice and Provider Status in 
California. https://www.pharmacy.ca.gov 

21.CPHA: California Pharmacist Association. Digital Magazine. https://cpha.com/   
22.DHCS: California Department of Health Care Services. Medi-Cal official Provider Manual 

site. https://medi-cal.ca.gov/   
23.American Diabetes Association. Education Recognition Program Standards 

https://professional.diabetes.org 
24.California Business and Professions Code §4050-4052. State of California. 

https://leginfo.legislature.ca.gov 
25.California Department of Health Care Services. Medi-Cal Coverage Policies and Provider 

Manuals. https://www.dhcs.ca.gov 
26.California Department of Health Care Services. Medi-Cal Preventive Services and Pilot 

Programs. https://www.dhcs.ca.gov 
27.Centers for Disease Control and Prevention. DSMES Medical Billing Toolkit for 

Pharmacies. https://www.cdc.gov 
28.Centers for Disease Control and Prevention. National DPP Eligibility Requirements. 

https://www.cdc.gov 
29.Centers for Medicare & Medicaid Services. Diabetes Self-Management Training Services. 

https://www.cms.gov 
30.Centers for Medicare & Medicaid Services. Medicare Benefit Policy Manual, Chapter 15 

– Covered Medical and Other Health Services. https://www.cms.gov 
31.Centers for Medicare & Medicaid Services. Medicare Diabetes Prevention Program 

(MDPP). https://www.cms.gov 
32.Centers for Medicare & Medicaid Services. MDPP Expanded Model Fact Sheet. 

https://www.cms.gov 
33.Centers for Medicare & Medicaid Services. MDPP Participant Eligibility Guidance. 

https://www.cms.gov 
34.Centers for Medicare & Medicaid Services. CMS-855B Medicare Enrollment Application 

for Suppliers of Durable Medical Equipment, Prosthetics, Orthotics, and Supplies. 
https://www.cms.gov   

35.Centers for Medicare & Medicaid Services. Medicare Provider Enrollment. 
https://www.cms.gov/medicare/provider-enrollment-and-certification   

36.U.S. Department of Labor. Employee Retirement Income Security Act (ERISA). 
https://www.dol.gov 

37.California Health Care Foundation. Resources. https://www.chcf.org/resources/ 

https://www.lhpc.org/

	Clinical Implementation Guide
	Executive Summary
	Purpose and Vision
	What the Guide Includes
	Why the Guide Matters

	Acronym & Definition Table
	Overview of DSMES and DPP
	Diabetes Self-Management Education and Support (DSMES)
	Diabetes Prevention Program (DPP)

	Scope – California Pharmacist Provider (DSMES/DPP)
	General Pharmacist Scope
	Pharmacists as Recognized Healthcare Providers
	General Scope of Practice for Licensed Pharmacists
	DSMES: Pharmacist Delivered
	DPP: Support Staff Delivered
	Advanced Certifications

	DSMES Services: Implementation in Pharmacy
	DSMES Accreditation Bodies
	ADCES Accreditation Standards
	Program Structure and Curriculum
	Timeline for DSMES Service Implementation
	Estimated Overall Timeline
	DSMES Billing

	National DPP Services: Implementation in Pharmacy
	Diabetes Prevention Recognition Program (DPRP)

	DPRP Participant Eligibility and Enrollment Criteria
	Program Structure and Curriculum
	Attendance, Documentation, and Data Reporting
	Section 1. Attendance Tracking and Make-Up Sessions
	Make-Up Sessions

	Timeline for DPP Service Implementation
	National DPP Billing
	Key Codes for DPP Billing to Medicare
	Key Codes for DPP Billing to Medicaid and Commercial Insurance


	Telehealth for Pharmacist-Delivered Clinical Services
	Medicare
	DSMES Telehealth Billing
	Diabetes Prevention Program (DPP) Telehealth Billing

	Consent
	Medi-Cal
	HIPAA-Compliant Technology Requirements
	Telehealth Platform Options

	Reimbursement – California Pharmacist Provider (DSMES/DPP)
	DSMES
	Medicare Coverage of DSMES
	Medi-Cal (California Medicaid) Coverage of DSMES
	Commercial Insurance Coverage of DSMES in California

	DPP
	Medicare Coverage of DPP
	Medi-Cal (California Medicaid) Coverage of DPP
	Commercial Insurance Coverage of DPP in California


	Care Team Integration Models for Pharmacist Services
	Independent or Community Pharmacy
	Description
	Providers
	Provider Communication Methodology
	Referral Pathways
	Patient Recruitment
	Payor Contracting
	Payor Collaborations
	Billing
	Pharmacist Scope
	Infrastructure
	Medical Billing Software
	Revenue Cycle Management (RCM)
	Workflow Models
	Support Staff
	Patient Intake
	Ambulatory Care Clinics
	Description
	Providers
	Provider Communication Methodology
	Referral Pathways
	Patient Recruitment
	Payor Contracting
	Payor Collaborations
	Billing
	Pharmacist Scope
	Infrastructure
	Medical Billing Software
	Revenue Cycle Management (RCM)
	Workflow Models
	Support Staff
	Patient Intake
	Health System Associated Clinics
	Description
	Providers
	Provider Communication Methodology
	Referral Pathways
	Patient Recruitment
	Payor Contracting
	Payor Collaborations
	Billing
	Pharmacist Scope
	Infrastructure
	Medical Billing Software
	Revenue Cycle Management (RCM)
	Workflow Models
	Support Staff
	Patient Intake

	Pharmacist Provider Status in California: Steps to Enable
	National Provider Identifier (NPI) and Core Credentials
	Taxonomy Selection
	Medi-Cal Enrollment (DHCS)
	Managed Care Organization (MCO) Medicaid Enrollment
	Medicare Enrollment and PTAN Considerations
	What Is a PTAN?
	Types of PTANs a Pharmacy May Hold

	DSMES: Obtaining and Using the Pharmacy Supplier PTAN
	Enrollment
	Submitting the Accreditation Certificate
	Keeping Enrollment Current
	DPP: Obtaining the MDPP Supplier PTAN
	A Separate Enrollment
	CDC DPRP Recognition — Not ADCES/ADA Accreditation
	Site Visits and Coach Enrollment
	Delivery Modality and Specialty Enrollment (2026)
	Multi-State Delivery
	Side-by-Side: DSMES vs. DPP Enrollment

	Commercial Payor Credentialing
	CAQH ProView Profile
	Pharmacist Provider Enablement Checklist

	Expanding Beyond DSMES and DPP: Comprehensive Pharmacist-Led Chronic Disease Management & Services
	Prescriptive Authority – California Pharmacist Provider
	Prescriptive Authority in Chronic Disease Management: What Requires Additional Credentials?
	Collaborative Practice Agreement (CPA)
	Advanced Pharmacist Practitioner (APP) Recognition
	Pharmacist Practice in Licensed Health Care Facilities and Partnered Settings
	Comprehensive Pharmacist Provider Services
	Reimbursement for Expanded Services – California Pharmacist Provider

	Tools, Templates, and Additional Resources
	References


	asynchronous delivery for same beneficiary: 
	Obtain patients: Off
	Collaborate with local provider offices to identify commonly used payors: Off
	Contact each MCO: Off
	Request credentialing and contracting information specific to pharmacist providers: Off
	Complete CMS Form 855B to enroll the pharmacy entity and obtain a pharmacy PTAN: Off
	Submit application through PECOS pecoscmshhsgov: Off
	Obtain Provider Transaction Access Number PTAN for billing DSME services: Off
	Verify PTAN type supports DSME billing not limited to mass immunization lab or: Off
	Obtain ADCES accreditation OR ADA Education Recognition Program certificate: Off
	Submit accreditationrecognition certificate through PECOS or paper application: Off
	Create and maintain a current CAQH ProView profile caqhorgproviders: Off
	Identify commercial health plans serving your patient population: Off
	Complete credentialing and contracting application with each commercial plan: Off
	Provide planspecific documentation as required per plan: Off
	Track application submission dates and follow up on status regularly: Off
	Begin credentialing activities at least 36 months before anticipated billing start date: Off
	Track enrollment status for each payor separately: Off
	Follow up with payors regularly to avoid unnecessary delays: Off
	Confirm network status in writing before submitting claims: Off
	Set up medical billing infrastructure to support claims submission: Off
	Establish revenue cycle management processes: Off
	Align with physician collaborators if billing under shared or incidentto models: Off
	Ensure documentation workflows support medical billing requirements: Off


