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General: 

The United States House of Representatives and United States Senate have passed 
the “American Relief Act, 2025“. This legislation includes and excludes provisions 
that will impact outpatient physical, occupational, and speech therapy services in 
calendar year 2025. Unfortunately, this is not an increase of payment for PT.  In 
the passed legislation, there is no provision to prevent some or all of the 2.83% 
reduction in the 2025 conversion factor (CF) compared to the 2024 CF. The 
legislation that was passed will fund the Government through March 14, 2025. It is 
expected that Congress will address the 2025 conversion factor in the next piece of 
legislation that needs to be passed by end of day March 14, 2025. 

Congress still extend the ability for PT to provide outpaient PT via telehealth in 
2025 but only through March 31, 2025. It is expected that Congress will address 
continuing the telehealth flexibilities for a longer period of time in the next piece of 
legislation that needs to be passed by end of day March 14, 2025. This extension 
through March 31, 2025 applies to all outpatient therapy settings, including hospital 
outpatient therapy departments. 

Medicare: 

The Centers for Medicare and Medicaid Services (CMS) has finalized changes to the 
initial certification requirement for outpatient physical, occupational, and speech 
therapy services.  
 Initial certification for outpatient therapy services: CMS finalized their 
proposal that if a Medicare beneficiary presents to physical therapy, 
occupational therapy, and/or speech therapy with an appropriate order that 
documents the type of therapy (PT, OT, or ST), is signed and dated by the 
physician, physician assistant (PA), nurse practitioner (NP), or clinical nurse 
specialist (CNS), and the therapist has documented evidence that the plan of 
care has been delivered to the physician, NP, PA, or CNS within 30 days of 
completion of the initial evaluation, that this order will serve as the initial 
certification and a separate signed and dated plan of care by the physician, 
PA, NP, or CNS will not be required.  In the final rule, CMS states “We have not 
established and are not aware of a comprehensive listing of “acceptable” delivery 
mechanisms. However, since policies relating to POC delivery/transmission to the 
physician/NPP have been in place for many years, we will direct our contractors to 
continue to accept the same methods of delivery as they have in the past. 



If the therapist established plan of care for frequeny and duration is different 
than the frequency and duration on the physician referral/order, which one 
takes precedence? In this instance, it is the frequency and duration established by 
the therapist that will serve as the plan of care unless amended by the physician 
once you send the evaluation to the physician. 
 

This applies to all new Medicare evaluations and episodes of care that begin on and 
after January 1, 2025.  This does not include recertifications.  ONLY INITIAL 
CERTIFICATION.   

This change applies only to traditional Medicare. Keep in mind, most Medicare 
Advantage plans do not require a physician or nonphysician practitioner certify a 
therapy plan of care. They may require prior authorization. 

CMS did not finalize that the patient must begin therapy within so many days of 
the date on the physician order. 

A Medicare beneficiary presents to outpatient therapy without a physician 
order/referral, you must have a physician sign and date my initial plan of 
care.  CMS does not recognize direct access for outpatient physical, occupational, 
and/or speech therapy services. A Medicare beneficiary can begin outpatient 
therapy without a physician order/referral, but the physician or non-physician 
practitioner must sign and date the therapists initial plan of care certifying the need 
for outpatient therapy services within the required time frame(s). 

 

UnitedHeathcare (UHC) 

Based on feedback from providers, UnitedHealthcare has updated the prior 
authorization requirement for physical, speech and occupational therapy and 
chiropractic services that became effective Sept. 1, 2024, for 
UnitedHealthcare® Medicare Advantage individual and group retiree 
members. 
Prior authorization updates 
For new authorization requests starting on or after Jan. 13, 2025, up to the 
first 6 visits of a member’s initial plan of care will be covered without 
conducting a clinical review when the first 6 visits take place within 8 weeks 
of the first date of service. 



Only care plans requesting more than 6 visits or care plans exceeding 8 
weeks will be assessed for medical necessity. The initial 
consultation/evaluation still does not require prior authorization. 
Criteria for services not requiring clinical review 
Coverage of the initial consultation and up to 6 visits of a member’s 
requested plan of care within 8 weeks will apply without a clinical review 
under any of the following circumstances: 

• The member is new to your office 
• The member presents with a new condition 
• The member has had a gap in care of 90 or more days 

Additional information  
• This change is being made to enable providers to begin treatment the 

same day as the member’s initial consultation, when clinically 
appropriate, and ensure additional care is provided promptly. No 
changes are needed to your current clinical submission process. 

• Authorization may be requested up to 10 business days after the 
member’s initial consultation. The member’s care may commence 
immediately. Up to the first 6 visits within 8 weeks will be covered 
regardless of the status of the authorization request.  

• Providers are encouraged to submit claims for care following receipt of 
approved authorization  

• Coverage is subject to confirmation of member eligibility 
• Once the initial plan of care is complete, additional visits may be 

requested by submitting a request for authorization 
  
Please continue to follow the submission process through the 
UnitedHealthcare Provider Portal.  
The Patient Summary Form will have additional language, as stated below: 
Subject to eligibility verification and timely filing, UnitedHealthcare will cover 
up to six (6) visits, over up to eight (8) weeks under any of the following 
conditions on an initial submission: 

• The member is new to your office. 
• The member presents with a new condition. 
• The member has had a gap in care of 90 or more days. 

  

http://www.uhcprovider.com/


Additionally, any treatment needs beyond the approved service levels will 
require a clinical submission for further review. Date extensions and 
modifications to this approval are not permitted. 
When a prior authorization request is submitted, the following message(s) 
will appear: 
Your request qualifies for coverage of up to six (6) visits, over up to eight 
(8) weeks pending member eligibility and timely filing. If more than six (6) 
visits or more than eight (8) weeks is requested, it will be determined based 
on your clinical review. 
 

Unicare Medicaid: Unicare is now WellPoint.   

 


