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 I.  DEPARTMENT 
 NEW MEXICO HUMAN SERVICES DEPARTMENT 
 
 II.  SUBJECT 

PODIATRY SERVICES 
 
 III.  PROGRAM AFFECTED 
 (TITLE XIX) MEDICAID 
 
 IV.  ACTION 
 PROPOSED RULES 
 
 V.  BACKGROUND SUMMARY 
The Human Services Department, Medical Assistance Division, is proposing amendments to 
8.310.11 NMAC Podiatry Services to clarify regulatory language and accuracy with existing 
rules and provider participation agreements. These proposed rule changes include clarifying 
language for the coverage of medically necessary bunion services for Medical Services Division 
(MAD) eligible recipients. 
 

VI.  RULES 
These proposed rule changes refer to:  8.310.11 NMAC of the Medical Assistance Program 
Rules Manual.  This register and the proposed changes are available on the Medical Assistance 
Division web site at www.hsd.state.nm.us/mad.  If you do not have Internet access, a copy of the 
regulations may be requested by contacting the Medical Assistance Division at (505) 827-3156. 
 

VII.  EFFECTIVE DATE 
The Department proposes to implement these rules effective July 1, 2008. 
 
 VIII.  PUBLIC HEARING 
A public hearing to receive testimony on these proposed rules will be held at 1:30 p.m., on May 
12, 2008 in room 300 of the Health Policy Commission, 2055 S. Pacheco St., Santa Fe, New 
Mexico.  Parking accessible to persons with physical impairments will be available. 
 
If you are a person with a disability and you require this information in an alternative format or 
require a special accommodation to participate in the public hearing, please contact the Division 
toll free at 1-888-997-2583 and ask for extension 7-3156.  In Santa Fe call 827-3156.  The 
Department’s TDD system may be accessed toll-free at 1-800-659-8331 or in Santa Fe by calling 
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827-3184.  The Department requests at least ten (10) days advance notice to provide requested 
alternative formats and special accommodations. 
 
 IX.  ADDRESS 
Interested persons may address written or recorded comments to: 
 

Pamela S. Hyde, J.D., Secretary 
Human Services Department 
P.O. Box 2348 
Santa Fe, New Mexico 87504-2348 

 
These comments must be received no later than 5:00 p.m., on May 12, 2008.  Written and 
recorded comments will be given the same consideration as oral comments made at the public 
hearing.  Interested persons may also address comments via electronic mail to:  
Magdalena.Romero@state.nm.us.  
 
 X.  PUBLICATIONS 
Publication of these rules approved by: 
 
PAMELA S. HYDE, J.D., SECRETARY 
HUMAN SERVICES DEPARTMENT 
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TITLE 8 SOCIAL SERVICES 
CHAPTER 310 HEALTH CARE PROFESSIONAL SERVICES 
PART 11 PODIATRY SERVICES 
 
8.310.11.1 ISSUING AGENCY:  New Mexico Human Services Department (HSD). 
[8.310.11.1 NMAC – Rp, 8 NMAC 4.MAD.000.1, 7/1/04; A, 7/1/08] 
 
8.310.11.3 STATUTORY AUTHORITY:  The New Mexico medicaid program is administered pursuant to 
regulations promulgated by the federal department of health and human services under Title XIX of the Social 
Security Act,[as amended and by the state human services department pursuant to state statute] as amended, or state 
statute. See NMSA 1978 Section 27-2-12 et seq. 
[8.310.11.3 NMAC  - Rp 8,  NMAC  4.MAD.000.3, 7/1/04; A, 7/1/08] 
 
8.310.11.6 OBJECTIVE:  The objective of these [regulations] rules is to provide [policies] instruction for 
the service portion of the New Mexico [medicaid program. These policies describe eligible providers, covered 
services, noncovered services, utilization review, and provider reimbursement] medical assistance programs.
[8.310.11.6 NMAC – Rp 8,  NMAC  4.MAD.000.6, 7/1/04; A, 7/1/08] 
 
8.310.11.8 MISSION STATEMENT:  The mission of the New Mexico medical assistance division (MAD) 
of HSD is to maximize the health status of [medicaid-eligible individuals] eligible recipients by furnishing payment 
for quality health services at levels comparable to private health plans. 
[8.310.11.8 NMAC – Rp 8,  NMAC  4.MAD.002, 7/1/04; A, 7/1/08] 
 
8.310.11.9 PODIATRY SERVICES:  The New Mexico [medicaid program (medicaid)] MAD pays for 
medically necessary health services furnished to eligible recipients.  To help New Mexico eligible recipients receive 
necessary services, MAD pays for covered services [furnished by podiatrists.  This part describes eligible podiatric 
providers, types of services furnished by podiatrists that are covered by medicaid and general reimbursement 
methodology.]. 
[8.310.11.9 NMAC – Rp 8, NMAC 8 4.MAD.718.2, 7/1/04; A, 7/1/08] 
 
8.310.11.10 ELIGIBLE PROVIDERS: 
 [A. Upon MAD’s approval of New Mexico medical assistance program provider participation 
applications licensed practitioners or facilities that meet applicable requirements are eligible to be reimbursed for 
furnishing covered services to medicaid recipients.  Providers must be enrolled as medicaid providers before 
submitting a claim for payment to MAD claims processing contractor. 
 B. Once enrolled, providers receive and are responsible for maintenance of, a packet of information 
which includes medicaid program policies, billing instructions, utilization review instructions, and other pertinent 
material from MAD.  To be eligible for medicaid reimbursement, providers are bound by MAD policies, procedures, 
billing instructions, reimbursement rates, and all audit, recoupment and withhold provisions unless superceded by 
federal law, federal regulation or the specific written approval of the MAD director. 
 C. The “practice of podiatry” is defined as engaging in that primary health care profession, the 
members of which examine, diagnose, treat, and prevent by medical, surgical and mechanical means ailments 
affecting the human foot and ankle and the structures governing their functions, but does not include amputation of 
the foot or the personal administration of a general anesthetic. See NMSA 1978 Section 61-8-2 (Repl. Pamp. 1991).] 
  A.  Upon approval of a New Mexico medical assistance division provider participation agreement by 
MAD or its designee, licensed practitioners or facilities that meet applicable requirements are eligible to be 
reimbursed for furnishing covered services to eligible recipients.  A provider must be enrolled before submitting a 
claim for payment to the MAD processing contractors.  MAD makes available on the HSD/ MAD website, on other 
program-specific websites, or in hard copy format, information necessary to participate in health care programs 
administered by HSD or its authorized agents, including program rules, billing instructions, utilization review 
instructions, and other pertinent materials.  Once enrolled, providers receive instruction on how to access these 
documents.  It is the provider’s responsibility to access these instructions or ask for paper copies to be provided, to 
understand the information provided and to comply with the requirements.  The provider must contact HSD or its 
authorized agents to request hard copies of any program rules manuals, billing and utilization review instructions, 
and other pertinent materials and to obtain answers to questions on or not covered by these materials.  To be eligible 

8.310.11 NMAC 1



 HEALTH CARE PROFESSIONAL SERVICES EFF:proposed 
 PODIATRY SERVICES 
 
for reimbursement, a provider is bound by the provisions of the MAD provider participation agreement, and all 
applicable statutes, regulations, and executive orders.  
 B.  The “practice of podiatry” is defined as engaging in that primary health care profession, the 
members of which examine, diagnose, treat, and prevent by medical, surgical and mechanical means alignments 
affecting the human foot and ankle and the structures governing their functions, but does not include amputation of 
the foot or the personal administration of a general anesthetic.  See NMSA 1978 Section 61-8-2 (Repl. Pamp. 1991).  
[8.310.11.10 NMAC – Rp 8, NMAC  4.MAD.718.21, 7/1/04; A, 7/1/08] 
 
8.310.11.1 PROVIDER RESPONSIBILITIES AND REQUIREMENTS:   
 [A. Recipient eligibility determination:  Providers must verify that services they furnish are 
provided to eligible recipients. 
                    (1)     Providers may verify eligibility through several mechanisms, including the use of an automated 
voice response system, contacting the medicaid fiscal agent contractor eligibility help desk, contracting with a 
medicaid eligibility verification system (MEVS) vendor, or contracting with a medicaid magnetic swipe card 
vendor.  Providers must verify that recipients are eligible and remain eligible for medicaid throughout periods of 
continued or extended services.  By verifying client eligibility, a provider is informed of restrictions that may apply 
to a recipient’s eligibility. 
                    (2)     A recipient becomes financially responsible for a provider claim if the recipient fails to furnish 
identification before service and MAD denies payment because of the resulting administrative error.  Settlement of 
these claims is between the provider and recipient. 
 B. Requirements for updating information:  Providers must furnish MAD or the MAD claims 
processing contractor with complete information on changes in their address, license, certification, board specialties, 
corporate name or corporate ownership, and a statement as to the continuing liability of the provider for any 
recoverable obligation to MAD which occurred or may have occurred prior to any sale, merger, consolidation, 
dissolution or other disposition of the health care provider or person.  MAD or the MAD claims processing 
contractor must receive this information at least 60 days before the change.  Any payment made by MAD based 
upon erroneous or outdated information is subject to recoupment.] 

A. Providers who furnish services to medicaid eligible recipients agree to comply with all federal and 
state laws and regulations relevant to the provision of medical services [, including but not limited to, Title XIX of 
the Social Security Act, the Medicare and Medicaid Anti-Fraud Act, and the state Medicaid Fraud Act.  Providers 
also agree to conform to MAD policies and instructions as specified in this manual and its appendices, as updated.] 
as specified in the MAD provider participation agreement.  A provider also agrees to conform to MAD program 
rules and instructions as specified in this manual and its appendices, and program directions and billing instructions, 
as updated.  A provider is also responsible for following coding manual guidelines and CMS correct coding 
initiatives, including not improperly unbundling or up-coding services.  
 [C.].B. Documentation requirements:  Providers must maintain records to fully disclose the nature, 
quality, amount, and medical necessity of services furnished to eligible recipients who are currently receiving or 
who have received medical services in the past [42 CFR 431.107(b)].  Documentation supporting medical necessity 
must be legible and available to [medicaid] MAD or its designee upon request. 
                    (1)     For foot care services covered [by virtue] due to the presence of systemic disease, documentation 
of the clinical condition of the feet should contain sufficient detail to provide evidence that non-professional 
performance of the service would have been hazardous for the eligible recipient.  The eligible recipient’s records 
must include the following: 
                              (a)     a clinical description of the feet; simply listing class findings is insufficient; 
                              (b)     description of co-morbid conditions such as infections or abscesses; 
                              (c)     documentation of appropriate attempts to alleviate conditions that contribute to foot 
problems. 
                    (2)     To the extent that management of an underlying systemic disease impacts the need for and/or 
expected outcome of management of the feet, the status of the systemic disease should be recorded.  Documentation 
is to be repeated in the record as often as necessary to accurately portray the eligible recipient’s current condition at 
the time of billed services. 
                    (3)     For eligible recipients whose foot care is covered due to the presence of a systemic condition that 
requires active treatment, documentation by the treating physician is to include corroboration of the systemic 
condition diagnosis and active treatment of the systemic disease. 
                    (4)     Documentation of foot care services to [residents of a nursing homes] an eligible recipient of a 
nursing home must include a current nursing facility order (dated and signed with date of signature) for routine foot 
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care service, issued by the [patient’s] eligible recipient’s supervising physician, that describes the specific service 
necessary.  Such orders must meet the following requirements: 
                              (a)     the order must be dated and must have been issued by the supervising physician prior to 
foot care services being rendered; 
                              (b)     telephone or verbal orders not written personally by the supervising physician must be 
authenticated by the dated physician’s signature within 30 calendar days following the issuance of the order; 
                              (c)     the order must be consistent with the attending physician’s plan of care; the order must be 
for medically necessary services to address a specific [patient] eligible recipient’s complaint or physical finding; 
                              (d)     routinely issued or “standing” facility orders for routine foot care service and orders for 
non-specific podiatric services that do not meet the above requirements are insufficient; and
                              (e)     documentation of foot care services to [residents of nursing homes] an eligible recipient of a 
nursing home performed solely at the request of the [patient or patient’s family/conservator] eligible recipient or 
their personal representative must include the identity of the person who requested the services and that person’s 
relationship to the [patient] eligible recipient.
                    (5)     The [patient’s] eligible recipient’s record must include the location of each lesion treated and 
specific mention (by number or name) and description of each nail treated. 
                    (6)     For foot care services for [recipients] an eligible recipient with diabetic sensory neuropathy and 
loss of protective sensation (LOPS), the [patient] eligible recipient’s history should include, but is not limited to, 
how, when and by whom the diagnosis of LOPS was made, as well as any pertinent present and/or past history 
regarding the feet. 
                    (7)     The eligible recipient’s history should include, at the least, an interval history regarding the feet 
since the previous evaluation for follow-up physician evaluation and management of [a patient] an eligible recipient 
with diabetic sensory neuropathy resulting in a LOPS. 
                    (8)     For coverage of mycotic nail debridement by reason of the presence of specified conditions, that 
is, in the absence of a qualifying systemic condition, the medical record [should] must document the following: 
                              (a)    [patient’s] eligible recipient’s description of the pain including such things as severity, 
duration, contextual information, modifying factors, specification regarding which nail(s) is painful, etc.; 
                              (b)     description of [patient’s] eligible recipient’s functional limitation due to the nail(s); 
                              (c)     description of any secondary infections; and
                              (d)     description of other modalities of treatment to which debridement or other surgical 
procedure is adjunctive (in the event that pharmacologic therapy is contraindicated or otherwise not indicated, the 
nature of the contraindication should be described). 
                    (9)     Debridement must be distinguished from trimming or clipping and records supporting each billed 
debridement should indicate what portion of the nail was not attached to the nail bed and what portion of the nail 
was removed. 
                    (10)     Services not substantiated in the eligible recipient’s records are subject to recoupment.  See 
8.351.2 NMAC, Sanctions And Remedies. 
[8.310.11.11 NMAC - Rp, 8 NMAC 4.MAD.718.22, 7/1/04; A, 7/1/08] 
 
8.310.11.12 COVERED SERVICES:  [Medicaid] MAD covers only medically necessary podiatric services 
furnished by providers, as required by the condition of the eligible recipient.  All services must be furnished within 
the scope and practice of the podiatrist as defined by state law, the New Mexico board of podiatry licensing 
requirements, and in accordance with applicable federal, state, and local laws and regulations.  [Medicaid] MAD 
covers the following specific podiatry services. 
 A. Routine foot care when there is evidence of a systemic condition, circulatory distress or areas of 
diminished sensation in the feet demonstrated through physical or clinical determination and if the severity meets 
the class findings (as in Subparagraphs (a) through (c) of Paragraph (2) of Subsection A of 8.310.11.12 NMAC).  
[Patients] An eligible recipient with diagnoses marked by an asterisk(*) in the list below must be under the active 
care of an M.D. or D.O. to qualify for covered routine foot care, and must have been assessed by that provider for 
the specified condition within six months prior to or 60 calendar days after the routine foot care service.  Nurse 
practitioners, physician assistants and clinical nurse specialists do not satisfy the coverage condition of “active care 
by a physician”. 
                    (1)    The following list of systemic diseases is not all-inclusive and represents the most commonly 
billed diagnoses which qualify for medically necessary foot care: 
                              (a)     diabetes mellitus*; 
                              (b)     arteriosclerosis obliterans; 

8.310.11 NMAC 3



 HEALTH CARE PROFESSIONAL SERVICES EFF:proposed 
 PODIATRY SERVICES 
 
                              (c)     buerger’s disease; 
                              (d)     chronic thrombophlebitis*; 
                              (e)     neuropathies involving the feet associated with: 
                                        (i)     malnutrition and vitamin deficiency*; 
                                        (ii)     malnutrition (general, pellagra); 
                                        (iii)     alcoholism; 
                                        (iv)     malabsorption (celiac disease, tropical sprue); 
                                        (v)     pernicious anemia; 
                                        (vi)     carcinoma*; 
                                        (vii)     diabetes mellitus*; 
                                        (viii)     drugs or toxins*; 
                                        (ix)     multiple sclerosis*; 
                                        (x)     uremia (chronic renal disease)*; 
                                        (xi)     traumatic injury; 
                                        (xii)     leprosy or neurosyphilis; 
                                        (xiii)     hereditary disorders; 
                                        (xiv)     hereditary sensory radicular neuropathy; 
                                        (x)     fabry’s disease; 
                                        (xvi)     amyloid neuropathy. 
                    (2)     Routine foot care services can be covered for [patients who have] an eligible recipient who has a 
systemic condition that can be covered (as in Subparagraphs (a) through (e) of Paragraph (1) of Subsection A of  
8.310.11.12 NMAC) and if the severity meets the class findings as follows: one of class A findings; or two of class 
B findings; or one of the class B findings and two of the following class C findings: 
                              (a)     class A findings:  non-traumatic amputation of foot or integral skeletal portion thereof. 
                              (b)     class B findings: 
                                        (i)     absent posterior tibial pulse; 
                                        (ii)     absent dorsalis pedis pulse; 
                                        (iii)     advanced trophic changes as evidenced by any three of the following: hair growth 
(decrease or increase); nail changes (thickening); pigmentary changes (discoloring); skin texture (thin, shiny); 
[and/or]  or skin color (rubor or redness). 
                              (c)     class C findings: 
                                        (i)     claudication; 
                                        (ii)     temperature changes (e.g., cold feet); 
                                        (iii)     edema; 
                                        (iv)     paresthesias (abnormal spontaneous sensations in the feet); [and/or] or
                                        (v)     burning. 
 B. Surgical correction of a subluxated foot structure that is an integral part of the treatment of foot 
pathology or that is undertaken to improve the function of the foot or to alleviate an associated symptomatic 
condition, including treatment of bunions, is covered when [a recipient meets the systemic conditions and class 
findings as required for routine foot care.] medical necessity has been documented.  See Subparagraphs (a) through 
(c) of Paragraph (2) of Subsection A of 8.310.11.12 NMAC.  Treatment for bunions is limited to capsular and/or 
bony surgery. The treatment of subluxation of the foot is defined as partial [discloation] dislocations or 
displacements of joint surfaces, tendons, ligaments or muscles in the foot. 
 C. Treatment of warts on the feet. 
 D. Treatment of asymptomatic mycotic nails may be covered in the presence of a systemic condition 
that meets the clinical findings and class findings as required for routine foot care.  See Subparagraphs (a) through 
(c) of Paragraph (2) of Subsection A of 8.310.11.12 NMAC. 
 E. Treatment of mycotic nails is covered in the absence of a covered systemic condition if there is 
clinical evidence of mycosis of the toenail and one or more of the following conditions exist and results from the 
thickening and dystrophy of the infected nail plate: 
                    (1)     marked, significant limitation; 
                    (2)     pain; [and/or] or
                    (3)     secondary infection. 
 F. Orthopedic shoes and other supportive devices only when the shoe is an integral part of a leg brace 
or therapeutic shoes furnished to diabetics. 
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 G. If the eligible recipient has existing medical condition(s) that would predispose the eligible 
recipient to complications even with minor procedures, hospitalization for the performance of certain outpatient 
podiatric services may be covered.  All claims related to hospitalization for podiatric procedures are subject to pre-
payment or post-payment review. 
[8.310.11.12 NMAC - Rp, 8 NMAC 4.MAD.718.23, 7/1/04; A, 7/1/08] 
 
8.310.11.13 INJECTABLE DRUG SERVICES:  [Medicaid] MAD covers injectable medications 
administered by physicians or other healthcare providers furnishing services to [eligible medical recipients] an 
eligible recipient within their scope of practice. 
[8.310.11.13 NMAC - N, 7/1/04; A, 7/1/08] 
 
8.310.11.14 LABORATORY AND DIAGNOSTIC IMAGING SERVICES:  [Medicaid] MAD covers 
medically necessary laboratory and diagnostic imaging services ordered by practitioners and when furnished by 
[medicaid providers to eligible Medicaid recipients] eligible providers to an eligible recipient.  See 42 CFR Section 
440.30. 
 A. Laboratory services:  Podiatrists can bill for medically necessary laboratory services ordered by 
podiatrists which are either [rperformed] performed by podiatrists or under their supervision.  See 8.324.2 NMAC, 
Laboratory Services. 
                    (1)     Professional components associated with clinical laboratory services are payable only when the 
work is actually performed by pathologists who are not billing for global procedures and the work is for anatomic 
and surgical pathology only, including cytopathology, histopathology and bone marrow biopsies. 
                    (2)     Specimen collection fees are payable when obtained by venipuncture, arterial stick, or urethral 
catherization, unless eligible recipients are inpatients of nursing facilities or hospitals. 
 B. Diagnostic imaging services:  Podiatrists can bill for medically necessary diagnostic imaging or 
radiology services which are either performed by podiatrists or under their supervision.  See 8.324.3 NMAC, 
Diagnostic Imaging and Therapeutic Radiology Services [MAD-752] 
                    (1)     The complete procedure includes the technical radiology component and the professional 
component. 
                    (2)     [Medicaid] MAD covers one (1) professional component per imaging procedure. 
                    (3)     Reimbursement for imaging procedures includes all materials and minor services necessary to 
perform the procedure.  [Medicaid] MAD does not pay for kits, films, or supplies, as separate charges. 
[8.310.11.14 NMAC - Rp, 8 NMAC 4.MAD.718.26, 7/1/04; A, 7/1/08] 
 
8.310.11.15 NONCOVERED SERVICES:  Podiatric services are subject to the limitations and coverage 
restrictions which exist for other [medicaid] MAD services.  See 8.301.3 NMAC, General Noncovered Services 
[MAD-602].  [Medicaid] MAD does not cover the following specific services or procedures. 
 A. Routine foot care is not covered except as indicated under “covered services” for [recipients] an 
eligible recipient with systemic conditions meeting specified class findings.  Routine foot care is defined as: 
                    (1)     trimming, cutting, clipping and debriding toenails; 
                    (2)     cutting or removal of corns, calluses, and/or hyperkeratosis; 
                    (3)     other hygienic and preventative maintenance care such as cleaning and soaking of the feet, 
application of topical medications, and the use of skin creams to maintain skin tone in either ambulatory or bedfast 
patients; 
                    (4)     Any other service performed in the absence of localized illness, injury or symptoms involving the 
foot. 
 B. Services directed toward the care or correction of a flat foot condition.  “Flat foot” is defined as a 
condition in which one or more arches of the foot have flattened out.. 
 C. Orthopedic shoes and other supportive devices for the feet are generally not covered.  This 
exclusion does not apply if the shoe is an integral part of a leg brace or therapeutic shoes furnished to diabetics. 
 D. Surgical or nonsurgical treatments undertaken for the sole purpose of correcting a subluxated 
structure in the foot as an isolated condition are not covered.  Subluxations of the foot are defined as partial 
dislocations or displacements of joint surfaces, tendons, ligaments, or muscles of the foot. 
 E. [Medicaid] MAD will not reimburse for services that have been denied by medicare for coverage 
limitations. 
[8.310.11.15 NMAC - Rp, 8 NMAC 4.MAD.718.27, 7/1/04; A, 7/1/08] 
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8.310.11.16 PRIOR AUTHORIZATION AND UTILIZATION REVIEW:  All [medicaid] MAD services 
are subject to utilization review for medical necessity and program compliance.  Reviews can be performed before 
services are furnished, after services are furnished, before payment is made or after payment is made.  See 8.302.5 
NMAC, Prior Authorization and Utilization Review.  [Once enrolled, providers receive instructions and 
documentation forms necessary for prior authorization and claims processing.]  Once enrolled, the provider receives 
instructions on how to access provider program rules, billing instructions, utilization review instructions, and other 
pertinent material and to obtain answers to questions on or not covered by these materials.  It is the provider’s 
responsibility to access these instructions or ask for paper copies to be provided, to understand the information 
provided and to comply with the requirements. 
 A. Certain procedures or services can require prior authorization from MAD or its designee. Services 
for which prior authorization was obtained remain subject to utilization review at any point in the payment process. 
 B. Prior authorization of services does not guarantee that individuals are eligible for medicaid.   
Providers must verify that individuals are eligible [for medicaid at the time services are furnished and determine if 
medicaid recipients have other health insurance.] for a specific program at the time services are furnished and must 
determine if the eligible recipient has other health insurance.  
 C. Providers who disagree with prior authorization request denials or other review decisions can 
request a re-review and a reconsideration.  See 8.350.2 NMAC, Reconsideration of Utilization Review Decisions 
[MAD-953]. 
[8.310.11.16 NMAC - Rp, 8 NMAC 4.MAD.718.28, 7/1/04; A, 7/1/08] 
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