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Executive Summary

The California Pharmacist Hypertension (HTN) and Dyslipidemia Process Map for Pharmacist
Integration and Billing is designed to support the development, integration, and sustainability
of pharmacist-led hypertension and dyslipidemia 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, prescriptive authority, and team-based
care models to improve cardiovascular outcomes and ultimately expand access to patient care.

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 collaborative care models with sustainable reimbursement. The focus is on
services for patients in California with cardiovascular disease (CVD), specifically hypertension
(HTN) and dyslipidemia.

The vision is to enable pharmacists as fully integrated providers of longitudinal chronic disease
management, functioning within multidisciplinary care teams and supported by sustainable
reimbursement pathways. Through standardized workflows, evidence-based care models, and
continuous quality improvement, pharmacist-led services can close care gaps, improve blood
pressure control, reduce cardiovascular risk, and contribute meaningfully to population health
and value-based care goals across California. These services are essential in bridging care gaps
and supporting the management of chronic diseases within the healthcare continuum.

What the Guide Includes

This guide provides a comprehensive, end-to-end implementation framework for leveraging
pharmacist providers in community and ambulatory settings to manage patients with
hypertension and dyslipidemia. It explores prescriptive authority, integration models by
practice setting, and the setup and requirements for pharmacist provider billing, along with
billing models by payer. Additionally, the guide includes insights on quality service delivery and
expansion, as well as various resources to support the effective implementation of these
services.

Why the Guide Matters

Hypertension and dyslipidemia are two of the most prevalent and costly drivers of
cardiovascular disease worldwide, and they frequently co-occur. Hypertension affects roughly
one-third of adults and contributes more to premature death than any other modifiable risk
factor.! Meanwhile, approximately 86 million US adults have total cholesterol levels above 200
mg/dL, and nearly 25 million have levels above 240 mg/dL.2 Only about half of the adults who
could benefit from cholesterol-lowering medication are currently taking it.2 Together, these two
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conditions amplify each other’s impact on atherosclerotic cardiovascular disease (ASCVD) risk,
making integrated management essential.

Despite being highly treatable, control rates for both conditions remain unacceptably low, with
only a small fraction of patients achieving guideline-recommended targets for either blood
pressure or lipid levels. This has driven avoidable complications, lasting cardiovascular and
kidney damage, and thousands of dollars in excess annual medical spending per patient in the
United States.3 An American Heart Association projection estimates that annual health care
costs for cardiovascular risk factors, including hypertension and hypercholesterolemia, will
triple from $400 billion in 2020 to over $1.3 trillion by 2050.# Dyslipidemia alone has been
estimated to cost $34.4 billion annually in the United States, with roughly $19.7 billion in direct
medical costs and $14.7 billion in indirect costs.”

National calls to action and the 2025 American Heart Association/American College of
Cardiology (AHA/ACC) hypertension guideline now emphasize that closing this gap requires
deliberate, scalable implementation of team-based care models.® Similarly, the 2026
ACC/AHA/Multisociety Cholesterol Guideline recommends team-based care as a key strategy to
improve dyslipidemia outcomes, recognizing that persistent treatment gaps require
multidisciplinary approaches that extend beyond traditional physician-only models.”

A robust and growing evidence base demonstrates that team-based care produces the largest
improvements in both blood pressure and lipid control and is highly cost-effective. Systematic
reviews show that multilevel team-based strategies achieve greater systolic blood pressure
reductions than patient-only or provider-only interventions, with pharmacist-supported
medication titration and telehealth-enabled programs delivering some of the strongest effects
reported in the literature.® A systematic review of 21 randomized controlled trials found that
enhanced pharmacist care significantly improved lipid parameters, with LDL cholesterol levels
averaging 10.7 mg/dL lower in the pharmacist care groups compared to standard care; patients
receiving enhanced pharmacist care were also more than twice as likely to achieve their target
lipid levels.® A larger meta-analysis encompassing over 22,000 patients confirmed that
pharmacist interventions significantly reduced LDL-C, total cholesterol, and triglyceride levels
while improving HDL cholesterol compared to usual care.'® Large-scale implementations of
team-based care have nearly doubled hypertension control rates within integrated systems,
and national modeling suggests billions in potential savings to Medicare when such approaches
are broadly adopted.'!

California pharmacists are uniquely positioned to lead this next generation of hypertension and
dyslipidemia care. Expanded scope of practice, independent furnishing authorities,
collaborative practice agreements, and advanced pharmacist practitioner recognition allow
pharmacists to function as longitudinal chronic disease managers across community
pharmacies, clinics, and health systems.
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Acronym & Definition Table

Full Term Definition / Use in This Guide

DLP

HTN

DSMES

DPP

SMBP

CGM

CbC

CPA

APP

Dyslipidemia

Hypertension

Diabetes Self-
Management Education
and Support

Diabetes Prevention
Program

Self-Measured Blood
Pressure

Continuous Glucose
Monitor

Centers for Disease
Control and Prevention

Collaborative Practice
Agreement

Advanced Pharmacist
Practitioner

An imbalance of lipids (fats) in the blood, such as high
LDL ("bad") cholesterol, high triglycerides, or low HDL
("good") cholesterol; the primary clinical focus of
pharmacist-led services described throughout the guide.

High blood pressure; the primary clinical focus of
pharmacist-led services described throughout the guide.

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.

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

Home blood pressure monitoring used in hypertension
programs to support titration decisions and outcomes
tracking.

Diabetes device referenced when describing pharmacist
roles within DSMES programs.

Federal public health agency cited for epidemiologic
statistics and for statewide protocols.

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

California advanced pharmacist designation that confers
independent prescriptive authority without requiring a
CPA or physician supervision.
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APh Advanced Practice Former statutory title for APP; noted to clarify
Pharmacist terminology changes under California law.

PCP Primary Care Provider Clinicians (physicians, nurse practitioners, physician
assistants) collaborating with pharmacists in team-based
models.

NPI National Provider A unique identifier required for healthcare providers

Identifier billing under the medical benefit.

RVU Relative Value Unit Productivity metric referenced in clinic-based billing
discussions.

EHR Electronic Health Record | Shared digital medical record system used for referrals,

documentation, and care coordination.

CKM Cardiovascular-Kidney- AHA framework linking cardiovascular, kidney, and
Metabolic metabolic health; relevant to risk stratification for
patients with comorbid conditions. See AHA CKM
Guidance section.

Scope - California Pharmacist Provider

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) further
advanced pharmacist practice by transitioning clinical services from protocol-based
requirements to a professional standard of care model. Business and Professions Code Section
4050 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
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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

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:

e Administering drugs and biologics pursuant to prescriber order or authorized protocol

e Providing consultation, training, and education related to drug therapy, disease
management, and disease prevention

e Participating in multidisciplinary review of patient progress, including access to medical
records

e 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:

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

e Performing or providing the service or function would place a patient at risk.

e Pharmacist staffing at the pharmacy is insufficient to facilitate comprehensive patient

care.
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Independent Prescriptive and Furnishing Services

In addition to being recognized as healthcare providers, California pharmacists are granted
independent prescriptive and furnishing authorities under Senate Bill 493 (SB 493)” and related
statutes, enabling them to function as autonomous clinicians responsible for initiating,
managing, and monitoring therapy within defined clinical parameters. 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:

e Hormonal contraception and emergency contraception

e Travel-related medications recommended by the CDC

® Prescription nicotine replacement therapy for smoking cessation
e HIV pre- and post-exposure prophylaxis (PrEP and PEP)

¢ Anti-viral or anti-infective medications for preventive car

* Naloxone and substance use disorder medications

e Epinephrine for emergency use

e COVID-19 oral therapeutics

e Complete missing information on a prescription for a noncontrolled medication if
there is evidence to support the change

e Immunizations for persons three years of age and older and preventive biologics

e 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.

Definitions and Clinical Guidance of HTN and
Dyslipidemia Services

Hypertension and dyslipidemia management services in the pharmacy setting encompass a
range of clinical activities that go beyond dispensing. These services position the pharmacist as
an active member of the patient's care team, working collaboratively with physicians and other
providers to improve cardiovascular outcomes.
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Hypertension Management Services in Community and
Ambulatory Care Pharmacies

Pharmacist hypertension services in community and ambulatory care involve the delivery of
comprehensive, patient-centered care aimed at managing hypertension effectively. In a
pharmacy setting, this may include:

e Blood pressure screening and monitoring (in-pharmacy and ambulatory)

e Proper BP measurement technique and patient education on self-monitoring

e Assessment of cardiovascular risk factors (smoking, diabetes, obesity, family history)

e Review and optimization of antihypertensive medication therapy

e Initiation or adjustment of antihypertensive medications (under CPA or APP authority)

e Patient counseling on lifestyle modifications: dietary sodium reduction, DASH diet,
physical activity, weight management, alcohol moderation, and smoking cessation

e Ordering and interpreting drug therapy-related tests (basic metabolic panel, serum
creatinine, potassium)

e Medication adherence assessment and support
e Referral coordination with the patient's primary care provider

e Documentation and communication of clinical findings to the care team

Dyslipidemia Services in Community and Ambulatory Care
Pharmacies

Pharmacist dyslipidemia services in community and ambulatory care focus on delivering
comprehensive, patient-centered care aimed at effectively managing dyslipidemia levels. These
services utilize pharmacists' expertise in medication management, patient education, and care
coordination, along with regular monitoring and follow-up. The primary goal of pharmacist
dyslipidemia services is to improve lipid control, reduce cardiovascular risk, and enhance overall
patient outcomes by providing accessible, high-quality care tailored to individual needs. By
bridging care gaps and supporting the management of chronic diseases, these services play a
vital role in promoting cardiovascular health within the healthcare continuum. Dyslipidemia
management focuses on identifying and treating abnormal lipid levels to reduce atherosclerotic
cardiovascular disease (ASCVD) risk.

In a pharmacy setting, this may include:

e ASCVD risk assessment using validated tools (AHA/ACC PREVENT calculator and others)

e Evaluation of statin eligibility and intensity based on risk category, targeting LDL-C
reduction goals

May, 2026 » © 2026, V1.0 9 i‘\ California Department of
\ Public Health



I

e |Initiation, adjustment, or discontinuation of lipid-lowering therapy (under CPA or APP
authority)

e Statin therapy management, including monitoring for side effects and addressing statin
intolerance

e Management of non-statin therapies (ezetimibe, PCSK9 inhibitors, bempedoic acid)
when clinically indicated

e Patient education on the role of apoB-containing lipoproteins and LDL-C in
cardiovascular disease

e Lifestyle counseling: heart-healthy diet, exercise, weight management, smoking
cessation

e Medication adherence assessment and support

e Coordination with prescribers for complex or high-risk patients

Evidence-Based Guidelines for Practice

Pharmacists providing HTN and dyslipidemia services should ground their clinical decisions in
the most current, evidence-based guidelines. The following are the foundational guidelines you
should be familiar with.

Hypertension Guidelines: 2025 AHA/ACC Guideline for the Management of High
Blood Pressure in Adults

Key elements include:

e BP Classification: Normal (<120/80), Elevated (120-129/<80), Stage 1 HTN (130-139 or
80-89), Stage 2 HTN (2140 or >90)

e Risk Assessment: The PREVENT (Predicting Risk of Cardiovascular Disease Events)
calculator replaces the older ASCVD Pooled Cohort Equations for estimating 10-year
cardiovascular risk

e Treatment Thresholds: Drug therapy is recommended for Stage 1 HTN when 10-year
ASCVD risk is 25—-10% (using PREVENT), and for all patients with Stage 2 HTN

e BP Targets: A target of <130/80 mm Hg is recommended for most adults, with
individualization for older adults and those with comorbidities

e Team-Based Care: The guideline explicitly recommends multidisciplinary team-based
care including pharmacists to improve BP control rates

e Lifestyle Interventions: DASH diet, sodium reduction, potassium-based salt substitutes
(new in 2025), physical activity, weight management, and moderation of alcohol intake

Dyslipidemia / Cholesterol Guidelines: 2026 ACC/AHA/Multisociety Guideline on
the Management of Dyslipidemia

This remains the primary guideline for lipid management in the U.S. Key elements include:
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e Statin Benefit Groups: (1) Patients with clinical ASCVD, (2) LDL-C 2190 mg/dL, (3)
Diabetes aged 40-75, (4) Subclinical atherosclerosis determined by coronary artery
calcium (CAC) scoring, (5) Primary prevention w in adults aged 30-79 based on PREVENT-
ASCVD score

e Statin Intensity: High-intensity (lowers LDL-C >50%): atorvastatin 40-80 mg,
rosuvastatin 20—40 mg. Moderate-intensity (lowers 30-49%): atorvastatin 10-20 mg,
rosuvastatin 5-10 mg, simvastatin 20—40 mg, others

e Non-Statin Therapies: Ezetimibe, bempedoic acid, and PCSK9 inhibitors are
recommended as add-on therapy when LDL-C targets are not achieved with maximally
tolerated statin therapy

e Monitoring: Fasting lipid panel 4-12 weeks after initiating or adjusting therapy, then
every 6—12 months as needed

e Risk-Enhancing Factors: Family history of premature ASCVD, persistently elevated LDL-C
>160, metabolic syndrome, chronic kidney disease, chronic inflammatory conditions,
South Asian ancestry, and others

e Shared Decision-Making: The guideline emphasizes clinician—patient discussion of risks,
benefits, and patient preferences when making treatment decisions

AHA Cardiovascular-Kidney-Metabolic (CKM) Syndrome Guidance

The American Heart Association's 2023 Presidential Advisory on Cardiovascular-Kidney-
Metabolic (CKM) Syndrome provides an important framework for understanding the
interconnections between metabolic risk factors (including dyslipidemia and hypertension),
kidney disease, and cardiovascular outcomes. CKM Syndrome is defined as a health disorder
arising from the connections between metabolic risk factors, chronic kidney disease (CKD), and
the cardiovascular system.

Comprehensive Pharmacist Clinical Services

As recognized healthcare providers, pharmacists are increasingly positioned to deliver ongoing
evaluation, monitoring, medication optimization, and care coordination for patients
cardiometabolic conditions, including hypertension (HTN), with reimbursement occurring under
standard medical Evaluation and Management (E/M) codes when services meet documentation
and supervision requirements.

In these models, pharmacists provide broad, longitudinal chronic disease management services
to provide continuous clinical management, including assessment of glycemic control,
medication adherence, therapy optimization, lifestyle counseling, and coordination with
primary care and specialty providers. These services may be billed under general E/M or care
management codes by the pharmacist providers, depending on payor rules and practice
settings, or may be supported by incident-to, shared-service, or value-based care
arrangements.
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Ambulatory Care Clinics

Intake is typically embedded within clinic workflows and driven by EHR-based referrals,
standing orders, or population health tools. Pharmacists generally have access to
comprehensive patient records, including laboratory results, problem lists, and care plans,
which supports more efficient clinical assessment and follow-up.

Workflows in ambulatory care clinics settings are typically standardized and protocol-driven,
relying heavily on EHR tools, shared documentation, and defined escalation pathways.
Pharmacists may see patients on the same day as provider visits, in advance of scheduled
appointments, or independently between provider encounters. Visit cadence varies by clinical
program, with some services delivered primarily by pharmacists and others coordinated with
periodic provider visits to support longitudinal care.

Clinics within large health systems

In hospital and large health system settings, the clinical space and supplies needed to support
pharmacist-led hypertension management are also typically embedded within existing care
infrastructure. Pharmacists have access to private patient rooms, outpatient clinic exam rooms,
or dedicated clinical consultation spaces that support confidential discussions, accurate blood
pressure assessment, and patient education in accordance with institutional policies and
accreditation standards. Calibrated automated blood pressure monitors, appropriately sized
cuffs, and manual sphygmomanometers and stethoscopes are standard equipment within
inpatient units and ambulatory clinics, along with infection-control supplies required for
equipment cleaning between encounters. Scales, height measurement tools, and access to
laboratory services are readily available to support cardiovascular risk assessment and
therapeutic monitoring. Integration with the electronic health record and clinical decision
support systems allows pharmacists to document in real time, review trends, order and
interpret labs under protocol, and communicate seamlessly with physicians and the broader
care team. Because these resources are already maintained at the system level,
implementation of pharmacist-led hypertension services in clinics within health system
environments generally requires minimal additional physical infrastructure and can be rapidly
scaled across sites.

Typical Components of an E/M Visit for HTN and Dyslipidemia

A standard E/M visit for hypertension or dyslipidemia management generally includes the
following steps. The table below maps each component to who can perform it in California.

What It Involves Who Can Do This in CA

1. Patient Intake & Review chief concern, medication Pharmacist, Technician (data
History Review history, allergies, past medical history, collection), Physician, NP, PA
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2. Vital Signs &
Measurements

3. Review of Lab
Results

4. Cardiovascular
Risk Assessment

5. Physical
Assessment

6. Medication
Therapy Review

7. Treatment Plan
Development

8. Patient Education
& Counseling

social history (smoking, alcohol, diet,
exercise), and family history of CVD.

Blood pressure measurement (proper
technique), heart rate, weight, BMI.
May include waist circumference.

Lipid panel (TC, LDL-C, HDL-C, TG), BMP
(potassium, creatinine, eGFR), A1C if
diabetic, liver function tests if on
statins.

Calculate 10-year ASCVD risk using
PREVENT-ASCVD. Identify risk-
enhancing factors.

Cardiac auscultation, peripheral edema
check, carotid bruits, signs of secondary
HTN or end-organ damage.

Evaluate appropriateness, efficacy,
safety, and adherence of current
HTN/lipid medications. Identify drug
interactions, duplications, and
contraindications.

Select or adjust drug therapy per
guidelines. Set BP and LDL-C goals. Plan
lifestyle interventions. Schedule follow-

up.

Explain diagnosis, treatment goals,
medication purpose/side effects,
lifestyle changes, self-monitoring

Pharmacist, Technician (BP,
weight), MA, Nurse

Pharmacist, Physician, NP, PA

Pharmacist, Physician, NP, PA

Physician, NP, PA. APh/APP
pharmacists may perform
assessments per scope.
Pharmacists trained in physical
examination (e.g., injection site
inspection, peripheral edema
assessment, and foot examination
per CPA or facility protocol) may
perform targeted assessments
within their documented scope of
training and under applicable
institutional policies.

Pharmacist, Physician, NP, PA

Pharmacist (under CPA or as APP),
Physician, NP, PA

Pharmacist, CHW, Nurse,
Physician, NP, PA
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(home BP), and when to seek urgent
care.

9. Documentation & Document encounter in patient record. = Pharmacist, all clinical team
Communication Communicate findings and members
recommendations to prescriber/PCP.

10. Follow-Up Schedule follow-up visit (typically 2—4 Pharmacist, support staff
Scheduling weeks after initiating or changing
therapy, then every 3—6 months once
stable).
Types of Visits

Understanding the available visit types is essential to building a sustainable clinical practice.
Each model described below has different requirements for supervision, documentation,
reimbursement, and the pharmacist’s role. This covers five key models:

e Pharmacist as Rendering Provider — Direct billing for pharmacist services

¢ Incident-To Billing — Billing pharmacist services under a physician’s NPI

e Remote Patient Monitoring (RPM) — Technology-enabled monitoring between visits

e Chronic Care Management (CCM) — Non-face-to-face care coordination for complex
patients

e Telemedicine — Virtual visits and telephonic follow-up

Pharmacist as Rendering Provider
Description

When a pharmacist serves as the rendering provider, the pharmacist is the clinician who
directly furnishes the patient care service and is identified as such in the billing and
documentation. This is the most direct model of pharmacist-delivered care: the pharmacist sees
the patient, performs the clinical service, documents the encounter, and is credited as the
provider who delivered the service.

Current Landscape

Under current Medicare Part B rules, pharmacists are not recognized as qualified healthcare
professionals (QHPs) and cannot independently bill Medicare for evaluation and management
(E/M) services. This is a significant limitation. However, there are important contexts where
pharmacists can function as the rendering provider:
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e Medicare Part D MTM: Pharmacists are recognized providers for Medication Therapy
Management (MTM) under Medicare Part D. MTM services use dedicated CPT codes
(99605, 99606, 99607) and allow pharmacists to bill directly through Part D plan
sponsors.

e Maedi-Cal (California Medicaid): California has been expanding opportunities for
pharmacist billing. Pharmacists should monitor Medi-Cal policy updates, as
reimbursement pathways for pharmacist-delivered clinical services continue to evolve
under managed care contracts and value-based arrangements.

e Commercial Payers: Some commercial payers and managed care organizations in
California contract directly with pharmacies or pharmacy organizations for clinical
services such as CMM, MTM, or chronic disease management. These contracts may
allow pharmacists to bill as rendering providers using agreed-upon codes and rates.

e Value-Based Contracts: Under capitated or value-based payment models, pharmacists
may be recognized as rendering providers within a care team. Health plans, ACOs, and
medical groups may compensate for pharmacist services as part of a shared savings or
qguality improvement arrangement.

Incident-To Billing
Description

Incident-to billing is a Medicare reimbursement mechanism that allows a physician to bill
Medicare Part B for services furnished by auxiliary personnel (including pharmacists) under the
physician’s supervision. The claim is submitted under the physician’s NPl and reimbursed at
100% of the Medicare Physician Fee Schedule, as if the physician had personally delivered the
service.

This is currently the most widely used pathway for community pharmacists practicing in
physician-based ambulatory clinics to generate revenue for clinical services provided to
Medicare patients.

Requirements

For a pharmacist’s service to qualify for incident-to billing under Medicare, all of the
following must be met:

1. Initial physician visit: The patient must first be seen by the physician, who establishes
the diagnosis and creates the plan of care.

2. Physician-authorized service: The physician must authorize the pharmacist’s service in
the medical record. A Collaborative Practice Agreement (CPA) is the most common
mechanism to fulfill this requirement.

3. Active physician involvement: The physician must remain actively involved in the
patient’s course of treatment and see the patient at a frequency that reflects ongoing
management.

4. Direct supervision: The supervising physician (or another eligible Medicare provider)
must be physically present in the office suite—not necessarily in the same room—when
the pharmacist furnishes the service.
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5. Employed or contracted: The pharmacist must be a direct financial expense to the
physician or practice (i.e., employed by or under contract with the billing entity).

6. Established patients only: Incident-to billing applies to follow-up visits for established
patients. It cannot be used for a new patient’s initial visit or for new problems not
previously addressed by the physician.

Current Limitations

A critical limitation exists: under the 2021 CMS Physician Fee Schedule final rule, pharmacist-
delivered services billed incident-to are restricted to CPT code 99211 (the lowest-level E/M code
for established patients), regardless of the actual complexity of the service. This is because CMS
does not recognize pharmacists as QHPs who would be eligible to bill at higher E/M levels
(99212-99215). ASHP and other pharmacy organizations are actively advocating to change this
policy to allow billing across all E/M levels.

Remote Patient Monitoring (RPM)
Description

Remote Patient Monitoring (RPM) uses FDA-cleared digital devices (such as Bluetooth-enabled
blood pressure cuffs or weight scales) to collect and transmit a patient’s physiologic data to
their care team between in-person visits. RPM is covered under Medicare Part B and is
particularly well-suited for hypertension management, where regular blood pressure readings
between visits can dramatically improve medication titration and BP control.

How Pharmacists Fit In

While RPM billing codes must be submitted under a Medicare-recognized provider’s NPI
(physician, NP, or PA), pharmacists can play a central operational and clinical role in RPM
programs as clinical staff under general supervision.

Pharmacist involvement may include:

e Setting up RPM devices and educating patients on proper use

e Reviewing incoming blood pressure or weight data and triaging alerts

e Conducting the required real-time interactive communication with patients (phone or
video)

e Recommending medication adjustments based on trending data (communicated to
supervising provider or under CPA)

e Documenting time spent on RPM activities for billing purposes

Key CPT Codes (2025-2026)

99453 Initial device setup and patient education (one-time per device)

99454 Device supply and daily data transmission, 216 days in 30-day period (monthly)
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99445~ Device supply and data transmission, 2—15 days in 30-day period (new in 2026)

99457 First 20 minutes of clinical staff/provider time per calendar month; requires =1
real-time interaction

99458 Each additional 20 minutes (up to 2 per month, at 40 and 60 min)
99470* First 10 minutes of management time; requires 21 real-time interaction (new in
2026)

*CPT 99445 and 99470 take effect January 1, 2026, expanding RPM flexibility for patients with
fewer monitoring days or shorter management encounters.

Chronic Care Management (CCM)
Description

Chronic Care Management (CCM) is a Medicare-reimbursed service for patients with two or
more chronic conditions expected to last at least 12 months (or until death) and that place the
patient at significant risk of death, acute exacerbation, or functional decline. CCM covers the
non-face-to-face care coordination activities that occur between office visits: the phone calls,
medication reviews, care plan updates, and coordination with other providers.

Relevance to HTN and Dyslipidemia

Patients with hypertension and dyslipidemia often qualify for CCM services when they have
multiple chronic conditions requiring ongoing monitoring and medication management.
Pharmacists participating in CCM programs may:

e Monitor blood pressure trends and assess medication adherence

e Adjust antihypertensive or lipid-lowering therapy under collaborative protocols
e Coordinate care with physicians and other providers

e Update and maintain the patient’s comprehensive care plan

e Provide medication reconciliation after hospitalizations or specialist visits

e Conduct monthly check-in calls to assess symptoms, adherence, and side effects

Requirements

e Initiating visit: A Medicare-recognized provider must conduct a face-to-face visit to
initiate CCM services and establish the care plan.

e Comprehensive care plan: A written, patient-centered care plan must be created and
maintained, addressing all chronic conditions.

e Patient consent: The patient must provide written or verbal consent to receive CCM
services and be informed of any cost-sharing.

e Monthly time threshold: At least 20 minutes of clinical staff time per calendar month is
required (CPT 99490).
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e 24/7 access: The practice must provide patients with a means to contact a healthcare
professional 24/7 for urgent needs.

e General supervision: CCM requires only general (not direct) supervision, meaning the
physician does not need to be physically present when the pharmacist provides the

service.
CCM CPT Codes
99490 Standard CCM: 220 minutes clinical staff time per month
99439 Each additional 20 minutes beyond initial 20 (up to 2 per month)
99491 Complex CCM: 230 minutes physician/QHP time per month
99487 Complex CCM: 260 minutes clinical staff time per month
99489 Each additional 30 minutes beyond initial 60 (complex CCM)
Telemedicine
Description

Telemedicine (also called telehealth) refers to the delivery of clinical services using real-time
audio, video, or other electronic communication technologies when the patient and provider
are not in the same physical location. For pharmacists managing hypertension and
dyslipidemia, telemedicine offers a way to conduct follow-up visits, medication counseling, and
care coordination without requiring the patient to come to the pharmacy or clinic in person.

Pharmacist Telemedicine in California

California law supports telehealth delivery by pharmacists, and several billing and operational
models are applicable:

e Telephonic follow-up under CCM/RPM: The monthly phone calls and real-time
interactions required under CCM and RPM can be conducted by pharmacists via
telephone or video. These interactions count toward billable CCM and RPM time
thresholds.

e Video visits under incident-to: CMS has established telehealth E/M codes (99441-
99443) for audio-only and audio-video encounters. ASHP is advocating for pharmacists
to be eligible to furnish these telehealth services under incident-to billing, which would
allow virtual follow-up visits for medication management.

May, 2026 » © 2026, V1.0 18 i‘\ California Department of
\ Public Health



I

e Commercial payer telehealth contracts: Some commercial payers and managed care
plans in California reimburse pharmacist-delivered telehealth services, particularly for
MTM, CMM, and chronic disease management. These arrangements are typically
negotiated as part of a direct contract between the payer and the pharmacy or
pharmacy network.

e APh-delivered virtual care: Advanced Practice Pharmacists in California who have
independent prescriptive authority (under AB 1533) may deliver clinical services via
telehealth, including medication initiation and adjustment, with appropriate
documentation and communication to the patient’s PCP.

Visit Type Summary
Rendering Incident-To Telemedicine
Provider
Supervision | Varies by payer Direct General General Varies by
(physician in model
suite)
Location Any authorized | Physician Patient’s Any (phone/ | Any (virtual)
setting office/ clinic home + care | virtual)
team
Patient Per contract Established 21 chronic or =2 chronic Per model
Type patients acute conditions used
condition

Billing NPl | Pharmacist or | Physician’s NPI Physician/ Physician/ Varies

practice QHP NPI QHP NPI
May be best Part D MTM, Clinic-based HTN Multi- Follow-up and
for commercial pharmacists monitoring condition rural access
contracts programs patients

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
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protocol. These authorities allow pharmacists to independently furnish certain therapies —
such as hormonal contraception, tobacco cessation products, and HIV PrEP/PEP — order and
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 hypertension or dyslipidemia is not within the default scope of California
pharmacist practice. These are common chronic conditions and therapeutic management —
including initiating or adjusting antihypertensives or statins — requires one of the additional
components described above: a collaborative practice agreement with a supervising physician,
an advanced pharmacist practitioner (APP) certificate, or facility-specific protocols that
authorize such activity. While these additional credentials are not required to deliver high-
guality chronic care management 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 hypertension or dyslipidemia require a CPA,
APP certificate, or facility protocol:

e |Initiating antihypertensive or lipid-lowering therapy
e Adjusting medication doses in response to lab results or clinical findings
e Discontinuing therapy based on clinical judgment

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

e Medication therapy review and adherence counseling
e Patient education on blood pressure, cholesterol, and medication management
e Identifying drug interactions, side effects, and adherence barriers

e Recommending referrals or flagging clinical concerns to the supervising provider

While prescriptive authority adds significant clinical value, it is not a prerequisite for
participating in chronic care management of HTN or DLP.

Collaborative Practice Agreement (CPA)

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
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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.

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:

e 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.

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

e 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.

e 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:

Authority
Purpose
Referral Criteria

AN e

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

a. Assessment

b. Medication Management
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c. Treatment Plan

5. Documentation

6. References

7. Signatures
a. Physician Name, License Number, and Date
b. Pharmacist Name, License Number, and Date

SAMPLE

Collaborative Practice Agreement: Pharmacist Protocol for Management of Hypertension
I. Authority: California Business and Professions Code §§ 4050-4052.6.

Il. Purpose:

To formally identify the functions that the undersigned pharmacist(s) may perform in providing
drug therapy management to patients with Hypertension (HTN) 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.

lll. Referral Criteria

a. Patients with a confirmed diagnosis of primary (essential) or secondary hypertension
referred by a provider or patient care team member, OR

b. Patients with documented blood pressure readings >= 130/80 mmHg on two or more
separate occasions, OR

c. Patients currently on antihypertensive therapy requiring titration, monitoring, or adherence
intervention.

d. Exclusion criteria: Patients with hypertensive urgency (BP >= 180/110 mmHg without
target organ damage) or hypertensive emergency shall be immediately referred to the
treating provider or emergency services. Patients with suspected secondary hypertension
requiring diagnostic workup shall be referred to the treating physician prior to pharmacist-
initiated therapy.

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

a. Assessment of Hypertension

i. Perform medication reconciliation and comprehensive review of current
antihypertensive regimen.

ii. Evaluate and interpret blood pressure readings from office, home blood pressure
monitoring (HBPM), and ambulatory blood pressure monitoring (ABPM) as available.

iii. Assess for signs and symptoms of target organ damage including cardiac, renal, and
cerebrovascular complications.

iv. Calculate and document cardiovascular risk using the PREVENT Calculator (10-year
ASCVD risk).
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b. Ordering and Interpreting Laboratory Tests (APh or per specific prescriber authorization)

i. Order basic metabolic panel (BMP) or comprehensive metabolic panel (CMP), serum
potassium, serum creatinine and eGFR, urinalysis, urine albumin-to-creatinine ratio
(UACR), fasting lipid panel, fasting glucose, and ECG referral as clinically indicated.

c. Medication Management

i. Initiate, modify, or discontinue first-line antihypertensive agents including thiazide or
thiazide-like diuretics (e.g., chlorthalidone, hydrochlorothiazide), calcium channel
blockers (e.g., amlodipine), ACE inhibitors (e.g., lisinopril), and angiotensin receptor
blockers (ARBSs) (e.g., losartan).

ii. Initiate, modify, or discontinue second-line antihypertensive agents including beta-
blockers, aldosterone antagonists (e.g., spironolactone), vasodilators, and centrally
acting agents per protocol parameters and prescriber authorization.

iii. Adjust doses based on blood pressure response, tolerability, renal function, and
electrolyte values per pre-established titration parameters.

iv. Manage medication side effects and adverse drug reactions (e.g., ACE inhibitor-
induced cough, hyperkalemia from ARB/aldosterone antagonist combination) per
protocol.

d. Lifestyle Counseling

i. Provide evidence-based lifestyle modification counseling including DASH dietary
pattern, sodium restriction (< 2.3 g/day), weight management, physical activity (>= 150
min/week moderate intensity), smoking cessation, and alcohol reduction.

ii. Promote and train patients in proper home blood pressure monitoring technique.
e. Referral and Coordination

i. Refer patients to the treating prescriber, cardiologist, nephrologist, or neurologist as
clinically indicated.

ii. Notify the treating prescriber within 24 hours of any initiated, adjusted, or
discontinued therapy, or enter information into the shared EHR per BPC § 4052.2(a)(4).

V. Documentation

a. The pharmacist's assessment, clinical findings, blood pressure readings, 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. Signatures

Physician License # Date

Sign
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Pharmacist License # Date

Sign

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

SAMPLE

Collaborative Practice Agreement: Pharmacist Protocol for Management of Dyslipidemia
I. Authority: California Business and Professions Code §§ 4050-4052.6.

Il. Purpose:

To formally identify the functions that the undersigned pharmacist(s) may perform in providing
drug therapy management to patients with Dyslipidemia 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.

lll. Referral Criteria

a. Patients with a confirmed diagnosis of dyslipidemia (including hypercholesterolemia,
hypertriglyceridemia, mixed dyslipidemia, or low HDL-C) referred by a provider or patient
care team member, OR

b. Patients with LDL-C above individualized goal based on ASCVD risk stratification per
current ACC/AHA guidelines, OR

c. Patients currently on lipid-lowering therapy requiring dose titration, monitoring, adherence
support, or management of adverse effects.

d. Exclusion criteria: Patients with triglycerides >= 500 mg/dL (risk of pancreatitis),
suspected familial hypercholesterolemia requiring specialist evaluation, or statin-associated
myopathy with CK > 10x upper limit of normal (ULN) shall be referred to the treating
prescriber or specialist prior to any pharmacist-initiated therapy changes.

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

a. Assessment of Dyslipidemia

i. Perform medication reconciliation and comprehensive review of current lipid-lowering
regimen.

May, 2026 » © 2026, V1.0 24 i‘\ California Department of
\ Public Health



I

ii. Evaluate and interpret laboratory results including fasting lipid panel (total
cholesterol, LDL-C, HDL-C, non-HDL-C, triglycerides), LFTs, creatine kinase (CK),
fasting glucose, HbA1c, TSH, and eGFR.

iii. Calculate 10-year ASCVD risk using the PREVENT-ASCVD calculator to determine
risk category and LDL-C treatment threshold. This should only be performed in primary
prevention patients with an LDL-C <190 mg/dL and without diabetes.

iv. Assess for secondary causes of dyslipidemia including hypothyroidism, nephrotic
syndrome, diabetes, and hepatic disease.

v. Assess and document statin-associated side effects including myalgia, myopathy,
and new-onset diabetes.

b. Ordering and Interpreting Laboratory Tests (APh or per specific prescriber authorization)

i. Order fasting lipid panel, LFTs, CK, fasting glucose, HbA1c, TSH, eGFR, serum
creatinine, and UACR as clinically indicated.

c. Medication Management

i. Initiate, modify, or discontinue statin therapy (low-, moderate-, and high-intensity)
including but not limited to atorvastatin, rosuvastatin, simvastatin, pravastatin, and
pitavastatin per ACC/AHA risk-based dosing guidelines.

ii. Initiate, modify, or discontinue non-statin lipid-lowering agents including ezetimibe,
bile acid sequestrants (e.g., colesevelam), benmepdoic acid, fibrates (e.g., fenofibrate),
and icosapent ethyl per protocol parameters.

iii. Initiate, modify, or discontinue PCSKS9 inhibitors (e.g., evolocumab, alirocumab) in
select patients per protocol parameters and prescriber authorization.

iv. Manage statin adverse effects including dose adjustment or statin switching, as
clinically appropriate.

v. Adjust doses based on LDL-C response, tolerability, hepatic function, and renal
function per pre-established titration parameters.

d. Lifestyle Counseling

i. Provide evidence-based therapeutic lifestyle change (TLC) counseling including
heart-healthy dietary patterns (Mediterranean, DASH), dietary fat modification (reduction
of saturated and trans fats), increased dietary fiber (plant stanols/sterols), weight
management, and physical activity promotion.

ii. Counsel on the importance of adherence to lipid-lowering therapy and follow-up
laboratory monitoring.

e. Referral and Coordination

i. Refer patients to the treating prescriber, cardiologist, lipidologist, or other specialist
as clinically indicated.

ii. Notify the treating prescriber within 24 hours of any initiated, adjusted, or
discontinued therapy, or enter information into the shared EHR per BPC § 4052.2(a)(4).

V. Documentation
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a. The pharmacist's assessment, clinical findings, laboratory results, 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 and
ASCVD risk discussion.

VI. Signatures

Physician License # Date
Sign

Pharmacist License # Date
Sign

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

e Perform patient assessments

e Order and interpret drug therapy-related tests

e Refer patients to other healthcare providers

e Participate in disease evaluation and management
e |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.

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.

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
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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:

e Perform routine patient assessment procedures such as vital signs

e Order drug therapy-related laboratory tests

e Administer medications and biologicals

e |[nitiate or adjust drug therapy pursuant to patient-specific prescriber, with timely
communication back to the patient’s treating prescriber

Additional Clinical Services: DSMES and DPP

Patients presenting with hypertension or dyslipidemia frequently carry additional
cardiometabolic comorbidities, and type 2 diabetes or prediabetes is among the most common.
This overlap creates a natural opportunity for pharmacist-led programs to address multiple
conditions simultaneously. Under a collaborative practice agreement, pharmacists may be
authorized to manage medications across these interconnected diagnoses — adjusting
antihypertensives, statins, and glycemic agents within a single, coordinated care relationship.

Beyond medication management, structured programs such as DSMES and DPP directly support
outcomes that extend well beyond glycemic control: weight reduction achieved through DPP
participation has demonstrated meaningful reductions in blood pressure and triglycerides, and
improvements in HDL cholesterol, reinforcing the value of prevention-focused interventions for
patients whose cardiovascular risk profile spans multiple conditions. Pharmacists are well-
positioned to identify eligible patients through routine dispensing encounters and to connect
them with the appropriate level of service.

DSMES is delivered by an interdisciplinary care team that may include dietitians, nurses,
certified diabetes care and education specialists, and pharmacists. National DPP programs are
led by trained Lifestyle Coaches. Sustainable pharmacy-based implementation and
reimbursement pathways for both DSMES and DPP are outlined in the DSMES and DPP:
Playbook for Pharmacist Integration and Billing in California.

Telehealth

Remote service delivery can expand access and reduce scheduling barriers across practice
settings. Telephonic or video-based encounters may be used when clinically appropriate, but
documentation, consent, and payer requirements must be carefully reviewed prior to
implementation. Remote services are frequently incorporated into chronic disease
management programs. Hypertension and dyslipidemia are among the most prevalent chronic
conditions managed through pharmacist-led telehealth programs. Virtual delivery supports
longitudinal medication management, between-visit monitoring, and timely medication
adjustments without requiring patients to travel to a clinical site. However, billing for these
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services can have unique guidance, and applicable rules depend on the care model, practice
setting, and the pharmacist’s relationship with a supervising physician.

Telehealth policy is rapidly changing at both the state and federal level. Telehealth guidance
should be verified regularly, as requirements are subject to change.

Medicare Telehealth

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.

For hypertension and dyslipidemia management, Medicare reimbursement for pharmacist-
delivered services most commonly occurs through incident-to billing under a supervising
physician’s NPI, using standard Evaluation and Management (E/M) CPT codes. These services
are billed as physician office visits with the pharmacist functioning as the rendering provider
under physician supervision. Independent Medicare billing by pharmacists for E/M services is
not currently available.

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. The consent shall be documented prior to the first telehealth visit.

Incident-To Billing and Virtual Direct Supervision

For Medicare patients, pharmacist-delivered hypertension and cholesterol management
services in clinic-based settings are most commonly billed incident-to a supervising physician’s
NPI. This model allows the pharmacist to deliver the clinical service while the claim is submitted
under the physician’s NPI, generating wRVUs attributed to the physician and reimbursed under
the Medicare Physician Fee Schedule.

Core Incident-To Requirements

e The supervising physician must have personally seen the patient and established the
plan of care before any pharmacist visit can be billed incident-to

e The pharmacist’s services must be an integral part of the physician’s ongoing treatment
plan for the condition being managed

e The physician must remain actively involved in the patient’s care — incident-to billing
cannot be used for new problems or conditions not already in the established care plan

e The patient record must clearly document the physician’s role in initiating and
overseeing care
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Virtual Direct Supervision — Now Permanent (Effective January 1, 2026)

Effective January 1, 2026, CMS made permanent the policy allowing direct supervision to be
satisfied via real-time, two-way audio-visual telecommunications. The supervising physician no
longer needs to be physically present in the same office suite — they must be available in real
time via video and able to provide immediate assistance if needed. This significantly expands
the operational viability of telehealth incident-to billing for pharmacist-led hypertension and
cholesterol management.

* The supervising physician must be reachable and visually available via live video during
the pharmacist’s visit

* Audio-only does not satisfy direct supervision — two-way audio-visual is required for
supervision, regardless of how the patient visit itself is conducted

* The physician does not need to be on screen throughout the entire visit, but must be
immediately available to join if clinically needed

A pharmacist working from a community pharmacy or remote location can deliver hypertension
or dyslipidemia management visits via telehealth and bill incident-to the supervising physician,
provided the physician is simultaneously available via live video and all other incident-to
requirements are met. This supports flexible, distributed care delivery while maintaining
Medicare compliance.

Billing Codes for Hypertension and Dyslipidemia Management

Telehealth visits for hypertension and dyslipidemia management use the same CPT codes as in-
person visits. Place of service codes and modifiers are appended to indicate telehealth delivery.
Additional details are covered in the Telehealth & Remote Monitoring CMS Resource and CMS
Telehealth FAQ.

Evaluation and Management (E/M) Visit Codes
e 99213 — Established patient office visit, low medical decision making or 20—29 minutes
(~0.70 wRVUs)

e 99214 — Established patient office visit, moderate medical decision making or 30—39
minutes (~1.30 wRVUs)

e 99215 — Established patient office visit, high medical decision making or 40—-54 minutes
(~1.92 wRVUs)

Chronic Care Management (CCM) Codes

For patients managing hypertension or dyslipidemia alongside two or more chronic conditions,
CCM codes may support additional reimbursement for between-visit care coordination:

e 99490 — CCM, first 20 minutes of clinical staff time per calendar month
e 99439 — CCM, each additional 20 minutes per calendar month
e 99487 — Complex CCM, first 60 minutes per calendar month
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Telehealth Place of Service and Modifiers

e POS 02 — Telehealth provided other than in patient’s home
e POS 10 — Telehealth provided in patient’s home
e Modifier 95 — Synchronous telemedicine via real-time interactive audio and video

e Modifier 93 — Audio-only synchronous telemedicine (when patient is unable or
unwilling to use video; effective January 1, 2025)

Medi-Cal Telehealth

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. For pharmacists who have established Medi-Cal provider status,
hypertension and cholesterol management services may be billed directly using standard E/M
codes without relying on incident-to billing. Reimbursement rates for telehealth are equivalent
to in-person rates, and Medi-Cal does not require documentation of a barrier to in-person care
as a condition of coverage.

Medi-Cal Telehealth Modalities guidance further specifies billing and documentation
requirements, including appropriate modifiers and place-of-service reporting. 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.

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

Zoom for Secure video visits, screen | Small to mid-sized Zoom Healthcare
Healthcare sharing, scalable setup clinics Overview
Doxy.me Browser-based, simple Solo practitioners and  Doxy.me Security &
interface — no download small clinics Features
required
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Microsoft Integrated with Microsoft Organizations using MS Teams HIPAA

Teams 365, familiar interface, Microsoft 365 Compliance
HIPAA-eligible

Epic Fully integrated scheduling, Health systems using Epic Telehealth
documentation, and billing  Epic (Convenient Care)

within Epic EHR

Athenahealth EHR-integrated visits, Outpatient clinics using  Athenahealth
scheduling, and billing 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.

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.

¢ 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.

e 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.

e Health system associated clinics offer the most advanced infrastructure and the most
centralized support, with protocol-driven workflows, enterprise EHR systems, and
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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

Provider
Communication

Referral
Pathways

Patient
Recruitment

Payor
Contracting

Pharmacist-led; no on-
site PCP. Supported by
technicians and
ancillary staff.

External — fax, phone,
or secure messaging
with outside prescribers
as needed.

Relationship-based and
external. Fax/phone
referrals; in-person
outreach to local
providers.

Dispensing data, med
sync, self-referral, in-
pharmacy signage,
community events.

Individual provider-level
enrollment: NPI, CAQH,
Medi-Cal, Medicare,
and commercial plans.

Multidisciplinary team:
physicians, PAs, NPs,
MAs, RNs. Pharmacist
embedded as active
provider.

Shared EHR, internal
messaging, team
huddles — real-time
collaboration.

Systematic: standing
orders, defined
protocols, panel-based
management.

EHR registries, care gap
analysis, population
health tools, provider
recommendations.

Individual provider
enrollment and/or
organization-level
contracting under clinic
NPI.

Outpatient team:
physicians, PAs, NPs,
RNs, MAs, care
coordinators, social
workers, pharmacists.

Integrated outpatient
systems, standardized
workflows, formal care
pathways.

Protocolized —
automated via order
sets, defined care
pathways, service line
referrals.

EHR registries,
population health
dashboards, quality
measure reporting —
system-driven.

Centralized at health
system level. Individual
pharmacist less
commonly directly
engaged in contracting.

Billing Provider-level billing; Medicare incident-to, Value-based structures;
primarily Medi-Cal, MCO total cost of care, quality
Medicaid/commercial. | arrangements, measure performance,

shared savings.
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Direct Medicare billing
limited for HTN/HBC.

commercial/capitated
plans.

Pharmacist Scope of practice + General scope + CPAs, | Structured protocols,

Scope CPAs with external clinic-based protocols,  advanced clinical
prescribers. Advanced | advanced practice decision support, top-of-
practice designations | designations. license in team-based
available. care.

Infrastructure | External billing tools Shared EHR; billing and Enterprise EHR,

separate from
dispensing system.
RCM managed
internally.

RCM handled by internal centralized RCM,

clinic departments. organizational-level
revenue cycle
management.

Independent or Community Pharmacy

Description

Standalone pharmacies operating outside of a health system, offering personalized
hypertension and dyslipidemia 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 no on-site primary care provider (PCP) or clinic care team. The pharmacist leads the
delivery of the ongoing chronic disease management programs for HTN and Dyslipidemia, 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. 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

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 requires clear communication channels and reliable
follow-up processes.
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Outreach strategies may include sending 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 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 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. 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 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 into daily operations allows clinical programs to grow sustainably
alongside core dispensing activities.

Payor Contracting

Payor contracting in this setting involves individual pharmacist providers up. 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. 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,
reimbursement reliability, and long-term sustainability is essential before pursuing payor
collaborations.
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Billing

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

Pharmacist Scope

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 bill for
clinical services and 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 clinical 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,
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 billing of vaccines. 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
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.

Clearinghouses serve as intermediaries between the pharmacy and payor, validating,
formatting, and routing claims to reduce submission errors and improve first-pass acceptance
rates. They are typically used alongside a documentation platform or EHR. Medical billing
services manage claim submission, follow-up, denials, and appeals on the pharmacy’s behalf,
reducing administrative burden particularly during early implementation or when billing across
multiple payors.
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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

Limitation

Intermediary  Translates

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

Documentation Clinical charting

Platform and medical
claims
submission

Electronic Comprehensive

Health Record clinical

(EHR) documentation
and claims

transmission

Validates,
formats, and
routes medical
claims to payors

Clearinghouse

Medical Billing Manages claim

Service submission,
follow-up,
denials, and
appeals

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

Structured
documentation;
supports medical
billing; easier
workflow than
EHRs

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

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

Reduces
administrative
burden; payor
expertise; active
denial
management

Revenue Cycle Management (RCM)

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

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

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

Does not manage
documentation;
requires upstream
data source

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

Independent and
community
pharmacies billing
limited Medicare
Part B services

Pharmacies
expanding clinical
services with
moderate billing
complexity

Clinic-based or
health system
pharmacy settings

Pharmacies using
documentation
platforms or EHRs
needing claim
routing support

Pharmacies with
limited billing
resources or high
payor complexity

Effective revenue cycle management is essential regardless of the billing approach selected.
Medical claims are not adjudicated in real time and require active monitoring to confirm
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payment, identify denials, and resolve rejections. Without dedicated oversight, delayed
payments and unresolved denials can quickly undermine the financial sustainability of clinical
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 implementation requires integrating clinical programs into existing dispensing
operations while maintaining efficiency and sustainability. Core components include defined
patient intake triggers, dedicated clinical scheduling blocks, and standardized documentation
templates. Workflows must be designed to complement rather than compete with dispensing
activities.

Ancillary staff — including pharmacy technicians and interns — can provide meaningful support
by managing scheduling logistics, preparing materials, and conducting between-encounter
follow-up with patients. Establishing these roles clearly from the outset helps clinical programs
scale without placing undue burden on pharmacist providers.

Support Staff

Clinical services in this setting are generally pharmacist-led, with support from pharmacy
technicians and ancillary staff. 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.

Sustained staff engagement is best driven by non-financial strategies. Team-building activities
such as case-based discussions, shared review of patient outcomes, and collaborative planning
sessions reinforce the value of clinical programs and foster long-term buy-in across the
pharmacy team.

Patient Intake

Patient intake in this setting is typically pharmacy-managed and may draw from a combination
of self-referral, dispensing data review, and external provider referrals. Access to laboratory
values 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 initiate and sustain patient participation in
clinical programs.
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Ambulatory Care Clinics

Description

Ambulatory care clinics are outpatient settings that integrate pharmacy 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. Clinic-based settings are among the most common environments for
pharmacist-led chronic disease management programs today, including hypertension and
dyslipidemia management. 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. Pharmacists are embedded
within the care team as active 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 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 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 chronic disease management for patients with hypertension or
dyslipidemia, in addition to other clinical programs. This panel-based model allows pharmacists
to function as longitudinal members of the care team, managing patients over time rather than
responding to episodic referrals.

Patient Recruitment

Patient identification 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, 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.
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Payor Contracting

Payor contracting in this setting involves a combination of setting individual pharmacist
providers up and/or pharmacist credentialing within the ambulatory care clinic. For direct
pharmacist provider contracting, this includes enrollment — including NPI registration,
taxonomy designation, credentialing, and direct provider contracting with payors at the
provider level. CAQH profile application, ID, and ongoing maintenance is also required as well
as Medi-Cal provider credentialing. Additional details available in the Steps to Set Up as a
Pharmacist Provider section

Payor contracting for pharmacist-delivered clinical services in ambulatory care clinic settings is
often negotiated and executed at the organization level rather than by the individual
pharmacist. The contracting entity holds the payor agreements, and pharmacist services are
billed under the organization's NPI within that existing contractual framework. This model
means the pharmacist does not independently contract with payors, but must be properly
credentialed and enrolled as an authorized rendering provider within the organization's
structure. This process typically involves completion of CAQH for demographic and credential
verification, alignment with the organization's medical staff or allied health credentialing
requirements, and submission of relevant licensure, DEA registration where applicable,
malpractice coverage, and education documentation. For pharmacists delivering services that
fall within a defined clinical program privileging consideration may also apply, requiring formal
delineation of clinical privileges through the medical staff office before services can be
rendered and billed.

Payor Collaborations

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

Billing
Billing pathways may include Medicare incident-to services and care management programs,
Medi-Cal prescribing and clinical services, Medi-Cal managed care organization arrangements

through pilot programs, delegated arrangements, or value-based initiatives, as well as
commercial plans and capitated arrangements.

In clinic-based models, pharmacists may deliver services that support physician care plans
under supervision requirements 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 physician-led plan of care, with the physician retaining responsibility
for oversight and compliance with incident-to billing rules. Pharmacists functioning in this
capacity do not enroll independently as rendering providers for the billed service but contribute
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as members of the care team whose work supports billable evaluation, management, or chronic
care services.

Alternatively, pharmacists may render services as independent providers and bill directly,
contracting with Medi-Cal and other payors in California. In some value-based arrangements,
reimbursement is realized indirectly through quality measure performance or total cost of care
outcomes rather than individual service claims.

Pharmacist Scope

Pharmacists in this setting practice under general scope of practice with expanded clinical
authority, often leveraging collaborative practice agreements, clinic-based provider-patient
protocols, and advanced practice designations. This framework supports a broader range of
clinical activities 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

Medication management and clinical documentation in this setting occur within shared medical
records systems, allowing pharmacists to access comprehensive patient information 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.

Medical Billing Software

Ambulatory care clinics typically operate with established EHR systems that support pharmacist
documentation, care management workflows, and quality reporting integration. Remote
patient monitoring (RPM) platforms may be integrated directly with clinic systems. Billing and
revenue cycle management are generally handled by internal clinic or organizational
departments, removing the administrative burden that independent and community pharmacy
settings often carry.

Revenue Cycle Management (RCM)

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

Workflow Models

Pharmacists in ambulatory care clinics function as fully integrated members of multidisciplinary
care teams, with access to shared medical records and standardized, protocol-driven
workflows. Workflows rely heavily on EHR tools, shared documentation, and defined escalation
pathways. Pharmacists may see patients on the same day as provider visits, in advance of
scheduled appointments, or independently between provider encounters. Visit cadence varies
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by clinical program, with some services delivered primarily by pharmacists and others
coordinated with periodic provider visits to support longitudinal care. 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 clinical services in this setting, including
scheduling, referrals, documentation, and between-encounter follow-up. 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 in this setting is typically embedded within existing clinic workflows and driven
by EHR-based referrals, standing orders, or population health tools. Pharmacists generally have
access to comprehensive patient records — including laboratory results, problem lists,
medication histories, and care plans — which supports more efficient clinical assessment,
reduces information-gathering burden, and enables faster initiation of care.

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 serve patients
who receive ongoing ambulatory care within the system’s clinic network. These environments
support standardized protocols, advanced clinical decision support tools, and strong
collaboration with physicians, nurses, and care managers. This infrastructure allows
pharmacists to contribute meaningfully to chronic disease management, medication
optimization, and overall care quality 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 providers
within pharmacist-run clinics or embedded care team roles, with a focus on chronic disease
management, specialty care support, 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 chronic disease management through established
clinical roles, access to comprehensive ambulatory patient records, and integration within
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multidisciplinary clinic teams. Pharmacist recommendations 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 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 most likely to benefit from pharmacist-led clinical services.
Pharmacist interventions are typically initiated based on predefined clinical criteria embedded
in the clinic’s workflows rather than on a case-by-case basis.

Patient Recruitment

Recruitment efforts 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,
population health dashboards, quality measure reporting, and care team referrals. This
systemic approach allows for consistent, scalable identification of eligible patients without
relying on direct pharmacist outreach or patient self-referral.

Payor Contracting

Credentialing, privileging, and payor contracting 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 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.

Payor Collaborations

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

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

Billing

Billing in health system associated clinics is centralized and managed through the organization’s
existing infrastructure. System-level reimbursement and value-based payment structures are
the most common mechanisms through which pharmacist-delivered services are financially
supported. In some circumstances, pharmacist services may be billed under a physician’s NPI
for Medicare patients when activities align with physician care plans and applicable supervision
and documentation requirements are met. In these models, the physician retains responsibility
for billing and compliance, and the pharmacist functions as a contributing member of the
clinic’s multidisciplinary care team.

Independent billing by pharmacists is less common in this setting. Reimbursement is more
typically realized through global payment models, value-based arrangements, shared savings
and quality incentives, and care management programs including CCM and RPM services.

Pharmacist Scope

Pharmacist scope of practice in this setting is primarily governed by institutional policies,
procedures, and clinic-level protocols, often supplemented by collaborative practice
agreements, health system provider-patient 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.

Infrastructure

Pharmacists in health system associated clinics have access to the system’s outpatient EHR,
including ambulatory patient records, laboratory data, medication histories, and care plans.
This shared infrastructure supports seamless 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, care management workflows, and quality reporting integration.
CCM and RPM platforms are typically integrated with existing clinic systems. Billing and revenue
cycle management 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 in clinic settings benefit from directly. Existing billing staff, payer relationships,
denial management processes, and compliance oversight are managed at the organizational
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level, allowing pharmacists to focus on clinical care rather than billing administration.
Pharmacist 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 work directly with multidisciplinary outpatient
clinical teams within advanced health information systems and standardized care pathways.
Workflows are highly structured and protocol-driven, with a strong emphasis on compliance,
reporting, and continuous quality improvement. Shared documentation and standardized
processes enable consistent delivery of clinical services across clinic departments and sites,
supporting scalability and system-wide alignment.

Pharmacists may see patients 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 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
scheduling, documentation coordination, billing support, and administrative infrastructure so
that pharmacists can focus primarily on direct patient care. Established organizational
processes typically support the full infrastructure required for clinical 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 in this setting is centralized and protocol-driven, typically initiated through
automated referrals, population health algorithms, or standing clinic workflows rather than
individual scheduling requests. Pharmacists have access to comprehensive ambulatory patient
records — including laboratory results, problem lists, medication histories, and care plans —
which supports efficient clinical assessment and reduces the information-gathering burden
associated with initiating care in less integrated settings.

Payment Parity for the California Pharmacist
Provider

Payment parity laws are central to the long-term sustainability of pharmacist-delivered clinical
care. In California, Assembly Bill 317 (AB 317) 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.
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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 pharmacists 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.

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 physician 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.

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.

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 enroliment 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
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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 pharmacists 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.

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 NPl 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) Portal'* 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.'®

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.
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Managed Care Organization (MCO) Medicaid Enroliment

In California, pharmacist provider enrollment and credentialing varies significantly in the
various Managed Care Organizations (MCOs)'®'” 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 Directory!®is helpful based upon
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.

Commercial Payor Credentialing

Commercial payor enroliment 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 ProView?!?® 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)

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

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

2. Medi-Cal Enroliment (DHCS)

O Enroll via the PAVE Portal (pave.dhcs.ca.gov) as an Ordering, Referring, and
Prescribing (ORP) provider

0 Review DHCS requirements for pharmacist provider enroliment

0 Confirm enrollment supports Medi-Cal fee-for-service (FFS) billing workflows

May, 2026 » © 2026, V1.0 48 i‘\ California Department of
\ Public Health


https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.dhcs.ca.gov%2Findividuals%2FPages%2FMMCDHealthPlanDir.aspx&data=05%7C02%7Ctara.pfund%40innovationhorizons.net%7Ce5e0d1a7fb214614d47508de47c665c9%7C6d597f2ed03b47928ce24c42c31487be%7C0%7C0%7C639027114648992236%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=BXwnl1JQ1yTm24N4cREvmGXdQBrQ9YosBm5fBhr8i%2BM%3D&reserved=0
http://caqh.org/providers

I

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

3. Managed Care Organization (MCO) / Medicaid Enroliment

O Identify local MCOs using the Medi-Cal Managed Care Health Plan Directory
(dhcs.ca.gov)

[0 Obtain patients' insurance information during routine prescription encounters to identify
active plans

O Collaborate with local provider offices to identify commonly used payors

O Contact each MCQ's Contracting and Network Development representative

0 Request credentialing and contracting information specific to pharmacist providers

L Credentialing pathways vary by plan and may be limited to specific programs or
value-based care initiatives

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

4. Medicare Enrolilment & PTAN

0 Complete CMS Form 855B to enroll the pharmacy entity and obtain a pharmacy PTAN
for DSMES billing

0 Submit application through PECOS (pecos.cms.hhs.gov)

[0 Obtain Provider Transaction Access Number (PTAN) for billing DSME services

O Verify PTAN type supports DSME billing (not limited to mass immunization, lab, or
DME-only)

O Obtain ADCES accreditation OR ADA Education Recognition Program certificate

O Submit accreditation/recognition certificate through PECOS or paper application

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

5. Commercial Payor Credentialing

O Create and maintain a current CAQH ProView profile (cagh.org/providers)

O Identify commercial health plans serving your patient population

O Complete credentialing and contracting application with each commercial plan
O Provide plan-specific documentation as required per plan

O Track application submission dates and follow up on status regularly

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

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

6. Timeline & Planning

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

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

7. Infrastructure & Revenue Cycle

[0 Set up medical billing infrastructure to support claims submission

[0 Establish revenue cycle management processes

O Align with physician collaborators if billing under shared or incident-to models
O Ensure documentation workflows support medical billing requirements

Billing for Chronic Disease Management: By Payor

This section provides a brief overview of guidance for billing for pharmacist-delivered
hypertension and dyslipidemia chronic disease management services across practice settings,
Final code selection and billing responsibility remain with the rendering provider and
organization. Organization-level payment models, including shared-savings and value-based
arrangements, are highly individualized and are beyond the scope of this guide.

As recognized healthcare providers in California, pharmacists are increasingly positioned to
deliver ongoing evaluation, monitoring, medication optimization, and care coordination for
patients with cardiometabolic conditions such as hypertension and dyslipidemia. 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
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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.

Medicaid and Commercial Insurance

In these models, pharmacists move beyond structured educational programs to provide
continuous clinical management, including assessment of blood pressure and/or dyslipidemia,
medication adherence, therapy optimization, lifestyle counseling, and coordination with
primary care and specialty providers. These services may be billed under general E/M or care
management codes by the pharmacist provider. In addition, there may be opportunities to bill
traditional Medication Therapy Management (MTM) CPT codes (99605-99607) when
pharmacists are contracted with Medi-Cal or participating Medi-Cal Managed Care
Organizations (MCOs) that recognize these codes under the medical benefit. Billing using the
CPT framework is new for most pharmacists. Below is an evaluation of these approaches.

CPT Billing: AMA Evaluation and Management (E/M) Overview

When billing Medicaid and commercial insurance, most pharmacist provided chronic disease
services are billed as E/M services. The AMA provides guidance on time based or complexity-
based billing avenues for these services.

Under current AMA Evaluation and Management (E/M) guidelines, levels of service are selected
based on either the complexity of medical decision making (MDM) or the total time spent by
the pharmacist on the date of the encounter. The extent of history and physical examination is
no longer a primary driver of code selection, but rather supports the clinical context of the visit.

e MDM is determined by the number and complexity of problems addressed, the amount
and complexity of data reviewed and analyzed, and the level of risk associated with
patient management.

e Time-based coding includes all face-to-face and non—face-to-face work related to the
visit performed on the same day. This framework aligns reimbursement more closely
with clinical intensity and care coordination activities, which are central to pharmacist-
led chronic disease management.

The sections below outline commonly used CPT E/M and care management codes, along with
relevant ICD-10 diagnosis codes, that may be applicable to pharmacist-provided hypertension
and dyslipidemia services across practice settings, subject to payer policy and billing structure.
There are a multitude of resources available on these topics, including MIDM Coding Tools ,
E&M Coding Tool from PCC, and Tips for Time Based Billing.

Medical Decision Making (MDM) Based Billing

Evaluation and Management (E/M) documentation is built on three core components: the
patient history, physical examination, and medical decision making (MDM). The history includes
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the chief complaint, a history of present iliness describing key characteristics of the presenting
problem (such as location, duration, severity, timing, modifying factors, and associated
symptoms), relevant past, family, or social history, and a focused review of systems. The
physical examination documents clinically appropriate findings, including vital signs and
targeted system assessments, to support diagnosis and management. While history and exam
provide important clinical context, the level of service is primarily driven by the complexity of
medical decision making.

Medical decision making reflects the cognitive work of the clinician and is categorized as
straightforward, low, moderate, or high complexity. It is determined by evaluating three
elements: the number and complexity of problems addressed, the amount and complexity of
data reviewed and analyzed, and the risk of complications, morbidity, or mortality associated
with the patient’s condition and management options. For example, a moderate-complexity
visit—such as CPT 99214 —typically involves management of multiple stable chronic conditions,
a chronic condition with exacerbation or progression, initiation or adjustment of prescription
therapy, or evaluation of a new problem with uncertain prognosis. To support moderate MDM,
documentation must demonstrate that at least two of the three elements (problem complexity,
data reviewed, and risk) meet the moderate threshold. This approach aligns closely with
pharmacist-led chronic disease management, where ongoing assessment, review of laboratory
and home monitoring data, medication optimization, and risk-based clinical decision making are
central to the care delivered.

Time Based Billing

Under current AMA Evaluation and Management (E/M) guidelines, visit level selection may be
based on total time spent by the qualified healthcare professional on the date of the encounter,
rather than medical decision making, when time is the controlling factor. Total time includes all
clinically appropriate work performed on the same calendar day, whether face-to-face or non—
face-to-face, and encompasses pre-visit activities (such as reviewing the medical record and
preparing for the encounter), time spent with the patient during the visit, and post-visit work
(including documentation, review of test results, care coordination, and communication with
other providers or caregivers), provided these activities occur before midnight on the day of
service. Time associated with separately billable procedures is excluded and should not be
counted toward the E/M total.

When coding based on time, the total number of minutes must be clearly documented in the
medical record. Best practice is to include a statement such as, “Total time spent on the date of
service was XX minutes, including chart review, patient encounter, care coordination, and
documentation; time excludes separately billable procedures.” This transparency supports
compliance, clarifies the scope of work performed beyond face-to-face care, and helps align
patient understanding with the full clinical effort involved. In encounters where counseling and
care coordination dominate the visit, time-based coding allows clinicians to appropriately
reflect the intensity of longitudinal chronic disease management activities, including medication
review, home monitoring assessment, communication with caregivers, and interdisciplinary
coordination—functions that are central to pharmacist-led hypertension and dyslipidemia
management.
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Charting Guidance

Regardless of method utilized to record a patient visit (from paper to an electronic health
record) it is generally recommended to evaluate and document the following for a hypertension
or dyslipidemia management visit:

e CC/HPI:
o CC: hypertension (or dyslipidemia) management visit .
0 HPI: Patient referred by (SELF/MD). Diagnosed with hypertension
(dyslipidemia)
e Social History: tobacco use is a risk factor for hypertension and dyslipidemia, be sure to
assess their risk and evaluate their readiness to quit
e Medical History:
e Allergies:
e Maedications:
¢ Immunization History:

e ROS:
e Vitals: Document BP at each visit
e Visit Note:

e Prescribed Medications: document any new meds or dose adjustments by pharmacist
e Education Provided/Discussed:

e Referral: (as necessary)

¢ Follow-up/Recommendations:

e Total Encounter Time:

e Medical Conditions & Charge Capture: See billing considerations below

Commonly Used Codes for Hypertension Services

Self-Measured Blood Pressure (SMBP)

For Self-Measured Blood Pressure (SMBP), many commercial plans recognize two CPT codes
that support pharmacist-led hypertension programs. These hypertension specific codes are
focused on validating and clinically using home blood pressure readings. These codes are
narrow in scope (blood pressure only), outcome-oriented, and do not require continuous
device connectivity or minimum daily transmission—only that readings are collected and
clinically interpreted.

e 99473 — Covers patient education and training on the use of a clinically validated home
blood pressure device, including instruction on proper measurement technique and,
when applicable, device calibration. This code is typically billed once per episode of care
when the patient is first enrolled in SMBP and trained by a pharmacist or other qualified
clinical staff under appropriate supervision.
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e 99474 — Covers the ongoing collection and clinical review of home blood pressure
readings, defined as two measurements taken one minute apart, twice daily over a 30-
day period (minimum of 12 readings), with data reported by the patient or caregiver to
the physician or other qualified healthcare professional. This code includes calculation
and reporting of average systolic and diastolic values and communication of a treatment
plan back to the patient. In team-based models, pharmacists commonly perform the
patient monitoring, data review, education, and care coordination activities that
support this service, with billing submitted under the supervising provider’s NPl when
required.

Chronic Disease Management

For chronic disease management visits, standard Evaluation and Management (E/M) CPT codes
are used to bill the clinical assessment, decision making, care planning, and follow-up activities
performed by the care team, including pharmacist-provided services when allowed by payer
and practice structure. These codes are not disease-specific, but rather reflect the complexity of
medical decision making or total time spent and support longitudinal management of
conditions such as hypertension, diabetes, heart failure, and hyperlipidemia. Selection of codes
differs for new versus established patients based on whether the patient has an existing clinical
relationship with the billing provider or practice.

New Patient E/M Codes (Initial Evaluation and Care Planning)

These codes are used when the patient has not received professional services from the billing
provider or another provider of the same specialty in the same group within the past three
years and typically support comprehensive intake, baseline assessment, and initial care plan
development:

e 99202-99205 - Office or outpatient visit for a new patient, with levels selected based
on medical decision making or total time. These visits often include comprehensive
history, medication reconciliation, baseline risk assessment, initiation of therapy, and
development of a longitudinal chronic disease management plan.

Established Patient E/M Codes (Ongoing Management and Follow-Up)
These codes are used for patients with an existing relationship to the practice and support
longitudinal monitoring, medication optimization, and care coordination:

e 99211-99215 - Office or outpatient visit for an established patient, with levels selected
based on complexity or time. These visits commonly include review of home monitoring
data, assessment of disease control, medication titration, adherence counseling,
lifestyle coaching, and coordination with primary care or specialty providers.

ICD10 Codes

For chronic disease management services to be reimbursed, appropriate diagnosis coding using
ICD-10 codes is required in addition to the applicable CPT codes. ICD-10 codes establish the
medical necessity for the visit and link the clinical service to the patient’s condition being
evaluated and managed.
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For hypertension programs, the most commonly used diagnosis code is 110 (Essential [primary]
hypertension); however, more specific ICD-10 codes may be required to accurately reflect
disease severity, comorbid conditions, or secondary causes of hypertension, and to support risk
stratification, quality reporting, and payer-specific coverage requirements.

For hyperlipidemia programs, the most commonly used diagnosis code is E78.5
(Hyperlipidemia, unspecified); however, more specific ICD-10 codes may be required to
accurately reflect lipid abnormality type, familial etiology, or comorbid cardiovascular
conditions, and to support risk stratification, quality reporting, and payer-specific coverage
requirements.

Selection of the most appropriate ICD-10 code should align with the patient’s documented
diagnosis, clinical complexity, and treatment plan, and is essential for compliant billing and
continuity of care across settings.

Incident-To Billing

It is important to note that most commercial payers model their policies after Medicare’s
incident-to rules. But each payer may apply its own requirements, and plan-specific
confirmation is necessary. See Medicare section for details on this billing modality.

Medicare

Incident-To Billing
Important Distinction: Incident-To Billing Is Not a CPT Code

These two concepts operate at different levels of the billing framework and work together on
every claim. CPT/HCPCS codes (such as 99213, 99490, or G0108) describe what clinical service
was performed — they are required on every claim submitted to Medicare, Medicaid, or
commercial payers. Incident-to, by contrast, is a Medicare billing rule — not a procedure code
— that determines whose NPI the service is billed under when a non-physician provider such as
a pharmacist delivers the care.

So a single claim uses both: a CPT code to identify the service (e.g., 99213), and incident-to
rules to route the claim under the supervising physician's NPI. Because pharmacists are not
recognized Medicare Part B providers, incident-to billing — alongside chronic care management
codes, and remote patient care billing — is one of the primary pathways practices use to
achieve reimbursement for pharmacist-delivered services from Medicare.

Incident-to billing is a reimbursement mechanism that allows services furnished by auxiliary
personnel, including pharmacists, to be billed under the National Provider Identifier (NPI) of a
supervising physician or other qualified healthcare professional (QHP). Physicians, Nurse
Practitioners (NPs), Certified Nurse-Midwives (CNMs), Clinical Nurse Specialists (CNSs), and
Physician Assistants (PAs) are nonphysician practitioners who are authorized to have services
provided by auxiliary personnel. Under this model, the pharmacist's clinical services must be an
integral part of the patient's established plan of care, initiated by the billing provider, and
delivered under the provider's appropriate level of supervision. The physician or QHP retains
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responsibility for the overall management of the patient and for compliance with billing and
documentation standards, while the pharmacist functions as a member of the care team
providing direct patient care such as medication management, disease education, monitoring,
and follow-up.

Medicare defines incident-to billing as services furnished in a physician's office that are
provided as an integral part of the physician's professional services and are billed to Medicare
Part B as if the physician personally performed them, with payment made under the physician
fee schedule. To qualify, the service must be part of the patient's established course of
treatment in which the physician has performed the initial visit, established the diagnosis, and
developed the care plan, and remains actively involved in the patient's ongoing management.
The patient record must clearly document that these requirements are met, including the
physician's role in initiating and overseeing care.

Under this model, the physician or qualified healthcare professional remains the billing provider
and receives the associated work RVUs. Relative Value Units (RVUs) are a standardized metric
used by Medicare to quantify the value of healthcare services based on the resources required
to provide them. Each service under the Physician Fee Schedule is assigned RVUs that reflect
three components: physician work, practice expense, and malpractice liability costs. The work
RVU (wRVU) specifically measures the clinician's time, technical skill, clinical effort, mental
effort and judgment, and stress associated with providing a service. Each billable service —
such as an Evaluation and Management (E/M) visit coded with a CPT code like 99213 or 99214
— has a set number of wRVUs assigned to it. For example, common outpatient visits generate
approximately 0.70 wRVUs for CPT 99213 and 1.30 wRVUs for CPT 99214, reflecting increasing
complexity and time required for patient care. When a service is billed under a physician's NPI
— as occurs with incident-to billing — the wRVUs generated by that CPT code are attributed to
the physician, even if another team member like a pharmacist actually delivered much of the
face-to-face care. These wRVUs often count toward physician productivity targets, bonus
calculations, and performance metrics, which is why incident-to models can be financially and
operationally attractive to physician practices collaborating with pharmacists.

Although the pharmacist does not bill Medicare directly, practices can attribute financial and
productivity credit internally by listing the pharmacist as a secondary provider in the billing or
scheduling system, allowing tracking of pharmacist-delivered services while the claim is
submitted under the physician's NPI. This structure can create alignment for collaboration, as
physician productivity metrics and quality performance may be supported by pharmacist-led
medication management and chronic disease services. In many settings, contractual
arrangements or memoranda of understanding are used to define financial attribution,
expectations, and responsibilities between pharmacists and physicians.

A key operational requirement is that the physician must have personally seen the patient first
and established the plan of care before subsequent pharmacist visits can be billed incident-to.
Collaborative Practice Agreements (CPAs) are commonly used to formalize this relationship and
define the scope of services the pharmacist may provide, the conditions or medications
managed, and the clinical authority delegated by the physician. CPAs support compliance by
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documenting physician direction, patient eligibility, and treatment parameters, which aligns
with Medicare's expectation that the physician directs and remains accountable for care.

Virtual Direct Supervision — Now Permanent (Effective January 1, 2026)

Effective January 1, 2026, CMS made permanent the policy allowing direct supervision to be
satisfied via real-time, two-way audio-visual telecommunications. The supervising physician no
longer needs to be physically present in the same office suite — they must be available in real
time via video and able to provide immediate assistance if needed. This significantly expands
the operational viability of telehealth incident-to billing for pharmacist-led hypertension and
cholesterol management.

* The supervising physician must be reachable and visually available via live video during
the pharmacist’s visit

* Audio-only does not satisfy direct supervision — two-way audio-visual is required for
supervision, regardless of how the patient visit itself is conducted

* The physician does not need to be on screen throughout the entire visit, but must be
immediately available to join if clinically needed

A pharmacist working from a community pharmacy or remote location can deliver hypertension
and dyslipidemia management visits via telehealth and bill incident-to the supervising
physician, provided the physician is simultaneously available via live video and all other
incident-to requirements are met. This supports flexible, distributed care delivery while
maintaining Medicare compliance.

Chronic Care Management

Chronic Care Management (CCM) is a Medicare Part B program for patients with two or more
chronic conditions expected to last at least 12 months and who are at risk of clinical
deterioration, acute exacerbation, or functional decline. CCM supports ongoing, coordinated
care delivered largely outside of routine office visits and focuses on comprehensive care
planning, medication management, patient education, transitions of care, and coordination
across providers to improve outcomes and reduce total cost of care. Services may be delivered
telephonically, electronically, or face-to-face when appropriate, with time counted only when it
is not simultaneously billed under another service.

CCM must be initiated by a qualified healthcare professional (QHP) through an Annual Wellness
Visit, Initial Preventive Physical Exam, or comprehensive Evaluation and Management (E/M)
visit, with documented patient consent. Physicians, nurse practitioners, physician assistants,
clinical nurse specialists, and certified nurse midwives may bill for CCM services, while
pharmacists and other licensed clinical staff may furnish CCM activities under general
supervision using incident-to rules, with their time counting toward monthly billing thresholds.
Pharmacists commonly contribute through medication optimization, monitoring of clinical
parameters, care plan development and updates, patient outreach, adherence support, and
coordination of services, while the supervising provider retains billing responsibility. ASHP has
published a detailed implementation guide on the implementation of CCM programs that can
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be utilized. Reimbursement is based on monthly time and, for complex services, clinical
complexity, using established CPT and HCPCS codes.

Chronic Care Management (CCM) Billing Codes
e 99490, GO511 — First 20 minutes per month (clinical staff)
e 99439 - Each additional 20 minutes
e 99487 — Complex CCM, first 60 minutes

e 99489 — Complex CCM, each additional 30 minutes

Remote Patient Monitoring (RPM)

Primarily used for tracking daily pressures, Remote Patient Monitoring (RPM) is a Medicare-
covered care management service that supports ongoing, non—face-to-face monitoring and
clinical management of patients with chronic conditions through the collection and
transmission of patient-generated physiologic data, such as blood pressure and weight. RPM
enables the care team to review trends, identify out-of-range values, and intervene proactively
to adjust therapy, reinforce adherence, and coordinate follow-up. CMS recognizes RPM as a
designated care management service that may be furnished under general supervision,
allowing pharmacists and other clinical staff to play a central role in patient onboarding, device
education, data review, patient outreach, and escalation of clinical concerns to the supervising
provider. While pharmacists do not bill RPM independently, they may contribute clinical
management time, patient education, and care coordination that count toward monthly RPM
billing when delivered under an established care plan and provider oversight. Pharmacists may
play a central role in enrolling patients, training them on home BP devices, monitoring incoming
readings, providing clinical assessment and education, and communicating treatment
recommendations to prescribers. Studies and early implementation models demonstrate that
pharmacist involvement in RPM improves chronic disease control, enhances patient
engagement and reassurance, supports timely medication optimization, and strengthens team-
based care, particularly for high-risk patients with hypertension, heart failure, diabetes, and
other cardiometabolic conditions

Remote Patient Monitoring (RPM) Billing Codes

99453 — Initial device setup and patient education (one-time per episode)

99454 — Device supply and daily data transmission (monthly; requires 216 days of data)
99457 — First 20 minutes of clinical management time per month

99458 — Each additional 20 minutes of clinical management time per month
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Quality Service Delivery and Expansion

Across all practice settings, demonstrating value and committing to continuous quality
improvement are essential to sustaining and expanding pharmacist-led chronic disease services,
including hypertension and dyslipidemia management. Programs should establish clear
performance targets and use simple, actionable dashboards to track key operational and
financial metrics such as referrals received, patient enroliments, visits completed, attendance
rates, claim submission volume, first-pass payment rates, denial reasons, days to payment, and
overall contribution margin. Regular review of these indicators—often on a quarterly basis—
supports goal setting, identifies workflow or billing barriers, and helps prioritize technical
assistance and resource allocation. Transparent reporting of outcomes and performance builds
confidence among providers, payors, and health system partners, strengthening referral
relationships and supporting contracting and reimbursement discussions.

Reporting Metrics to Referring Physicians

Closing the loop with collaborating physicians is a foundational component of sustainable
pharmacist-led program delivery. Referring providers are more likely to consistently refer
patients when they receive timely, structured feedback confirming that their patients are
engaged and progressing. Without this feedback, referral pipelines tend to weaken over time as
providers lose visibility into program outcomes and patient status.

At minimum, pharmacist programs should establish a standardized process for communicating
back to referring providers at key intervals: upon patient enroliment, at program midpoint or
significant clinical milestones, and at program completion or discharge. These communications
should be concise and clinically relevant, and may be delivered via fax, secure electronic
messaging, or direct documentation in shared medical records where available.

Recommended elements for referring physician reports include: patient enrollment
confirmation and program start date; attendance and engagement status; key clinical metrics at
baseline and follow-up, such as HbAlc, blood pressure, weight, and fasting glucose; medication
changes or recommendations made under a collaborative practice agreement; barriers to
participation identified during the program; and discharge summary with outcomes and
recommended next steps. Reports should be structured to be scannable and actionable, with
clinical values highlighted so providers can quickly assess patient progress without reading
through lengthy narrative documentation.

For programs operating within shared EHR environments, pharmacist documentation should
follow the clinic’s established note formats so that referring providers can locate and review
encounter summaries within their normal workflow. In independent and community pharmacy
settings without shared records access, a standardized one-page summary template distributed
at enrollment, midpoint, and completion is often the most practical and sustainable approach.

Aggregate reporting to referring practices — summarizing overall program outcomes,
enrollment volume, and clinical results across the provider’s patient panel — can further
strengthen relationships and support quality improvement conversations. Annual or semi-
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annual summary reports provided to high-volume referring practices demonstrate the
program’s impact and reinforce the value of the referral relationship.

Reporting Metrics to Payors

Payor reporting serves a different but equally important function: demonstrating program
value, supporting contract retention and expansion, and positioning pharmacist-led services for
improved reimbursement. As value-based care models become more prevalent, payors
increasingly expect participating programs to provide structured outcome data beyond
individual claims.

Programs should be prepared to report on clinical outcomes relevant to the conditions
managed, including: HbAlc reduction and goal attainment rates; blood pressure control rates
for hypertension management programs; lipid value monitoring, weight loss and lifestyle
modification outcomes; medication adherence metrics such as proportion of days covered
(PDC); hospitalization and emergency department utilization rates where available; and patient-
reported experience and satisfaction measures. These metrics directly align with quality
measures that payors use to evaluate network performance, making them essential to
contracting and renewal discussions.

Operational metrics are equally relevant to payors evaluating program sustainability and
scalability. Enrollment rates among eligible referred patients, program completion rates, visit
attendance, and time from referral to first visit all speak to program capacity and reliability.
Payors contracting for population health services want assurance that referred patients will be
engaged and that the program can absorb referral volume consistently.

Programs participating in delegated arrangements, pilot programs, or value-based contracts
should align their reporting cadence and format with payor-specific requirements established in
the contract. In the absence of formal reporting requirements, proactively sharing a quarterly
or semi-annual performance summary with key payor contacts can meaningfully strengthen the
relationship and surface opportunities for expanded collaboration, increased reimbursement,
or broader program inclusion in payor communications and care management workflows.

Where feasible, programs should request payor-generated data in return — such as claims-
based utilization reports, care gap lists, and quality measure performance summaries — to
supplement internal program data and identify opportunities for targeted outreach and
recruitment. This bidirectional data exchange positions the pharmacist program as an active
partner in the payor’s quality and cost management strategy, rather than simply a contracted
service vendor.

Continuous Quality Improvement and Program Expansion

Sustained growth also requires a structured approach to quality expansion, ensuring programs
remain clinically current, operationally efficient, and responsive to patient and market needs.
Core elements include ongoing team training, annual clinical program review and updates,
routine collection of patient feedback, and monitoring of patient retention and engagement.
Together, these efforts reinforce clinical excellence, support scalability, and position
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pharmacist-led services for broader adoption, improved payment recognition, and long-term
sustainability across community, clinic, and health system environments.

Tools, Templates, and Additional Resources

Clinical Guidelines
e 2025 AHA/ACC/Multisociety Guideline for the Prevention, Detection, Evaluation and
Management of High Blood Pressure in Adults. Hypertension. 2025;82:e212—e316.

e 2026 ACC/AHA/Multisociety Guideline on the Management of Dyslipidemia. [In press
2026].

e 2022 ACC Expert Consensus Decision Pathway on the Role of Nonstatin Therapies for
LDL-Cholesterol Lowering. JACC. 2022;80(14):1366—1418.

e Ndumele CE, et al. A Synopsis of the Evidence for the Science and Clinical Management
of CKM Syndrome. Circulation. 2023;148:1636-1664.
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Regulatory Resources

e California Business and Professions Code §4052, §4052.2, §4052.6, §4210 (SB 493; AB
1503)

e California Board of Pharmacy. Advanced Pharmacist Practitioner Information.
pharmacy.ca.gov

e Medi-Cal Provider Manual for Pharmacists: pharmacy.ca.gov

Billing Resources

e AMA E/M Billing: https://www.ama-assn.org/system/files/2023-e-m-descriptors-
guidelines.pdf

e ASHP CCM Billing FAQ: https://www.ashp.org/-/media/assets/pharmacy-
practice/resource-centers/ambulatory-care/chronic-care-management-fag.ashx

e CMS Chronic Care Management: https://www.cms.gov/medicare/payment/fee-
schedules/physician-fee-schedule/chronic-care-management-complex-conditions

e FFS Provider Set Up: https://mcweb.apps.prd.cammis.medi-cal.ca.gov/

State and National Organizations

e California Pharmacists Association (CPhA): https://cpha.com/

e California Board of Pharmacy: https://www.pharmacy.ca.gov/
e AHA/AMA Target: BP Program: targetbp.org

e CDC Million Hearts Initiative: millionhearts.hhs.gov
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