PARTNERSHIP TO ALIGN COMMUNITY CARE
Template Comment Language for Partner Organizations
CY 2027 Medicare Physician Fee Schedule
How to Use This Template
COMMENTS ARE DUE MONDAY, SEPTEMBER 14, 2026.
Submit at regulations.gov under docket CMS-1848-P. Paste your letter into the comment field or upload it as a PDF on your organization's letterhead.
CMS has proposed a Medicare Part B payment pathway for health and well-being coaching. It is a significant opportunity for the community-based workforce, but several decisions in the final rule will determine whether community-based organizations can implement the benefit. 
The Partnership has developed a detailed comment letter available for organizational sign-on by 5:00 p.m. ET on Monday, September 14 making six recommendations. This template lets you or your organization submit your own comment in support, in your own voice.
Why submit separately? CMS weighs the number and diversity of commenters, and it’s important that the agency hears from organizations that deliver the proposed services. The Partnership letter includes the policy argument, but your experience, your workshops, your sites, your workforce, your budget are important. The gold boxes in this template offer some comment prompts that will help inform your input to CMS. NOTE: you do not have to answer any/all of these questions—they are comment prompts and should only be answered as relevant to you/your organization. They are also not meant to limit your responses. 
Pick your version
Template A (page 3) — is written for community-based organizations (CCHs, AAAs, senior centers, and others) who deliver Title III-D evidence-based programs directly to participants.
Template B (page 8) — is intended for organizations that convene, contract with, or support CBOs (e.g., Community Care Hubs, health systems, health plans, and national or state associations, etc.).
If both describe you, consider using Template A and borrow any network-level language from Template B that fits.
Instructions 
1. Fill in every gold placeholder. Anything in [BRACKETS AND GOLD TYPE] is meant to be replaced — dates, names, your organization, and the example boxes.
1. Answer appropriate/relevant prompts in the shaded boxes, then delete the prompts. We know time is short! Do what you can…Each box asks two or three specific questions. Write two to four sentences in response. Specific beats eloquent: numbers, place names, and dates land harder than adjectives.
1. Feel free to keep the RECOMMENDATION language as written. The blue boxes are the actual asks. When many commenters request the same thing in the same words, it is easier for CMS to act on. 
1. Comment only on what you can and keep or cut the sources list as needed. 
Before you send
1. Make sure to sign on to the Partnership letter if you can by 5:00 p.m. ET on Monday, September 14! (Again, we know it’s a short turnaround!)
1. Every gold placeholder replaced, and no prompt questions left in the boxes.
1. Letter is on your organization's letterhead and signed by someone who can speak for it.
1. Your own examples appear where relevant.
1. Submit at regulations.gov under CMS-1848-P by midnight ET on Monday, September 14.
1. Optional but helpful: send a copy to Autumn Campbell at acampbell@partnership2acc.org so the Partnership can track coalition participation.


[bookmark: TemplateA]TEMPLATE A
For organizations that deliver evidence-based programs directly 
[DATE]
The Honorable Mehmet Oz, MD
Administrator, Centers for Medicare & Medicaid Services
U.S. Department of Health and Human Services
7500 Security Boulevard, Baltimore, MD 21244
Attention: CMS-1848-P (Medicare Program; CY 2027 Payment Policies Under the Physician Fee Schedule)
Submitted electronically via https://www.regulations.gov
Re: Health and Well-Being Coaching Services (CPT Codes 0591T, 0592T, and 0593T) — Support for Finalization with General Supervision, Recognition of the ACL OAA Title III-D Workforce, Permanent Coding, and Preservation of the Proposed Valuation
Dear Administrator Oz:
[ORGANIZATION] submits these comments in strong support of the proposed Medicare Part B payment pathway for health and well-being coaching (CPT codes 0591T, 0592T, and 0593T).
ABOUT YOUR ORGANIZATION — REPLACE THIS BOX WITHDETAILS
→  What is your organization, where do you operate, and how many older adults or people with disabilities do you serve each year?
→  Which Older Americans Act Title III-D evidence-based programs do you deliver (CDSMP, DSMP, Chronic Pain Self-Management, Stepping On, EnhanceFitness, Tai Ji Quan, others)?
→  How long have you been delivering them, and roughly how many participants have completed a workshop with you?
We appreciate that CMS has recognized what community-based providers have demonstrated for two decades: that trained peer and lay facilitators, working in trusted community settings, produce measurable improvements in how people manage chronic conditions. Our comments address six decisions in the final rule that will determine whether community-based organizations and providers like ours can reasonably implement this benefit.
1. Establish General Supervision as the Supervision Standard
RECOMMENDATION 1. CMS should establish general supervision as the supervision standard for CPT codes 0591T, 0592T, and 0593T and their successors, including when the services are furnished by auxiliary personnel employed by or contracting with community-based organizations and Community Care Hubs.
The proposed rule states that these codes may be "performed under direct supervision of the billing practitioner, as defined by § 410.26(a)(3)." But 42 CFR 410.26(a)(3) defines general supervision; direct supervision is defined at § 410.26(a)(2). We ask CMS to resolve this in favor of general supervision, consistent with the care management codes CMS cross walked for valuation, which are themselves furnished under general supervision.1
This is not a technical preference. These services are delivered in the community: in a national study of nearly 12,000 urban-dwelling participants in Chronic Disease Self-Management Education programs, 84.6 percent received them in community-based locations and only 15.5 percent inside a healthcare organization.3 A direct supervision standard would require a billing practitioner to be immediately available throughout every session — including evenings, weekends, and multi-hour group workshops — and would end community delivery as it currently exists.
YOUR ORGANIZATION’S EXPERIENCE AS APPROPRIATE/RELEVANT AS APPROPRIATE/RELEVANT
→  Do you/where do you actually hold workshops? Name the sites — senior centers, subsidized housing, libraries, churches, tribal centers, rural clinics.
→  How many sessions do you run outside standard clinic hours (evenings, weekends), and why does that timing matter to your participants?
→  What supervising clinical relationships do you have today, and what would change if a physician had to be immediately available for every session?
2. Confirm that OAA Title III-D Group Workshops Are Billable Under CPT 0593T
RECOMMENDATION 2. CMS should state explicitly in the final rule that delivering an ACL OAA Title III-D approved evidence-based group workshop (such as CDSMP, DSMP, Stepping On, EnhanceFitness, etc.) at fidelity qualifies as a billable group coaching service under CPT 0593T, provided general supervision requirements and all other conditions of payment are met; and that an individual's OAA Title III-D training qualifies that individual to furnish group health coaching under 0593T for the specific program(s) in which the training was completed.
The proposed rule describes health coaching as an individualized, patient-directed behavioral change strategy. Title III-D programs meet that definition by design: participants set their own goals, build weekly action plans, problem-solve barriers, and report back to the group, under a standardized curriculum and fidelity protocol. To be approved as an ACL evidence-based program at all, an intervention must demonstrate efficacy under experimental or quasi-experimental design, publish in a peer-reviewed journal, and maintain standardized dissemination manuals and leader training protocols.4,5 This is a credentialed workforce, not ad hoc staff.
The group code is also where this model becomes financially sustainable and scalable. At the proposed Addendum B valuation, CPT 0593T yields approximately $22.66 per 30-minute unit per beneficiary2—about $679.80 per participant across a standard 15-hour workshop. 

YOUR ORGANIZATION’S EXPERIENCE AS APPROPRIATE/RELEVANT
→  How many staff or volunteer leaders do you have with ACL-recognized training, and in which specific programs?
→  Describe what fidelity actually requires of you — leader training hours, master trainer certification, licensure, fidelity monitoring.
→  What outcomes have you seen in your own participants? Completion rates, self-reported health, A1c, falls, hospital use — whatever you track.
3. Defer to ACL to Define Training Completion and Maintain the Program Roster
RECOMMENDATION 3. CMS should formally defer to the Administration for Community Living to define the criteria under which an individual has completed training to provide one or more ACL OAA Title III-D evidence-based programs, and should direct that ACL maintain, publish, and routinely update an official roster of qualifying programs together with the associated coach training requirements for each. That roster should serve as the safe-harbor standard for auxiliary personnel qualification under § 410.26(a)(1) and for Medicare audit purposes.
"Trained through an ACL program" is an administrative category, not an auditable credential. ACL already maintains the list of approved evidence-based programs and publishes the minimum training requirements for each.5 We don’t believe that CMS should regulatorily rebuild that infrastructure. An ACL-driven and updated roster would provide one standard to verify program eligibility and to defend on audit afterward.
YOUR ORGANIZATION’S EXPERIENCE AS APPROPRIATE/RELEVANT
→  How do you verify and document leader training today? What records do you keep, and what does that cost you in staff time?
→  Have you encountered a payer, partner, or auditor who questioned whether your leaders were adequately credentialed? What happened?
4. Defer to ACL to Issue Braided Funding and Non-Duplication Guidance
RECOMMENDATION 4. CMS should formally defer to ACL to issue explicit guidance on braided funding and non-duplication, and we urge that the guidance be issued concurrently with the final rule.
Federal anti-supplantation rules mean OAA Title III-D grant dollars cannot pay for a service simultaneously billed to Medicare Part B. Without clear guidance on how to separate the two within a single workshop, community-based providers could risk audit exposure, and a benefit that is finalized but not billed helps no one. The underlying issue is capacity: from 2016 through 2022, ACL grantees reached roughly 176,000 participants nationally4 — a small fraction of the Medicare population living with two or more chronic conditions. This benefit is the first mechanism that would let delivery scale to need rather than to the ceiling of a formula grant.
YOUR ORGANIZATION’S EXPERIENCE AS APPROPRIATE/RELEVANT
→  What share of your evidence-based programming is funded by OAA Title III-D or other grants, and how has that funding trended?
→  How many people in your service area want a workshop you cannot currently offer? Do you keep a waitlist, or turn away referrals?
→  What specifically would you need documented in guidance before your finance staff would be comfortable billing Medicare for a workshop?
5. Move to Permanent Coding While Preserving the Proposed Valuation
RECOMMENDATION 5. CMS should transition the health coaching benefit from the temporary Category III CPT code set to permanent codes and should hold the proposed Addendum B valuation of CPT 0593T—in particular the 0.44 non-facility practice expense RVU—fully intact through that transition.
Temporary CPT Category III codes are treated across the payer and billing ecosystem as emerging-technology tracking codes and can be flagged as experimental or non-covered,6 which invites denials and routing failures. Permanent HCPCS Level II G-codes (e.g., G0108 and G0109 for Diabetes Self-Management Training) are supported by MACs, Medicaid agencies, commercial insurers, and EHR billing modules.
While we support creating a permanent health coaching code, it is vital that the agency preserve the currently proposed valuation, which accounts for significant indirect costs that community providers bear. Health coaching delivered in the community carries the full cost of space, scheduling, outreach, technology, and administration. The 0.44 non-facility PE RVU reflects that. Conforming it downward would cut group payment by roughly a third.
YOUR ORGANIZATION’S EXPERIENCE AS APPROPRIATE/RELEVANT
→  What does it actually cost you to deliver one 15-hour workshop — staff time, space, materials, outreach, transportation, interpretation?
→  At roughly $22.66 per unit versus $15.44, does the workshop cover its cost? Be concrete about which side of the line you fall on.
→  If you bill other payers today, describe any trouble you have had with temporary or non-standard codes.
6. Any HCPCS Substitution Must Carry an Explicit Valuation Commitment
RECOMMENDATION 6. If CMS finalizes HCPCS Level II G-codes in place of CPT 0591T, 0592T, and 0593T, the final rule must explicitly commit that the successor group code carries the proposed valuation of CPT 0593T without reduction, including the 0.44 non-facility practice expense RVU, the 0.23 work RVU, and the 0.02 malpractice RVU, and that the successor individual codes carry the full proposed valuations of 0591T and 0592T.
CMS has solicited comment on establishing Medicare-specific G-codes in lieu of pricing the Category III codes.1 While we support that substitution, if CMS establishes HCPCS Level II G-codes, the agency must include a valuation commitment that reflects the currently proposed RVUs. 
Because newly established G-codes would be valued de novo, a substitution executed without a valuation commitment creates precisely the risk described in Recommendation 5. Successor codes automatically conformed to G0109’s finished RVU profile would cut the group code’s payment by roughly a third.
YOUR ORGANIZATION’S EXPERIENCE AS APPROPRIATE/RELEVANT (OPTIONAL)
→  What would your organization commit to — hiring, training, new sites — if the valuation were durable? What would you hold back if it were not?
Conclusion
We appreciate the opportunity to comment and the Agency's leadership in extending the fee schedule to the community-based workforce. Finalized with the supervision standard, workforce recognition, coding structure, and valuation commitments described above, this benefit would reach beneficiaries through organizations that are already trusted, trained, and staffed to serve them. We would welcome the opportunity to share operational detail from our programs with the Agency.
Please contact [NAME, TITLE] at [EMAIL / PHONE] with any questions.
Sincerely,
[NAME]
[TITLE]
[ORGANIZATION]
[CITY, STATE]
Sources
1. Centers for Medicare & Medicaid Services. Medicare and Medicaid Programs; CY 2027 Payment Policies Under the Physician Fee Schedule (Proposed Rule, CMS-1848-P). Federal Register document 2026-14327 (July 16, 2026): preamble section II.D.3.c.(56). https://www.federalregister.gov/d/2026-14327/p-610. 
1. Centers for Medicare & Medicaid Services. CY 2027 PFS Proposed Rule Addenda: Addendum B (proposed relative value units; CPT 0593T and HCPCS G0109). https://www.cms.gov/files/zip/cy-2027-pfs-proposed-rule-addenda.zip. 
1. Mingo CA, Smith ML, Ahn S, Jiang L, Cho J, Towne SD Jr, Ory MG. Chronic Disease Self-Management Education (CDSME) program delivery and attendance among urban-dwelling African Americans. Frontiers in Public Health. 2015;2:174. doi:10.3389/fpubh.2014.00174. 
1. Coyle P, Tripken J, Perera S, Juarez GA, Spencer-Brown L, Cameron K, Brach JS. Dissemination and implementation of evidence-based programs for people with chronic disease: the impact of the COVID-19 pandemic. Frontiers in Public Health. 2024;11:1276387. doi:10.3389/fpubh.2023.1276387.
1. Administration for Community Living. Health Promotion: Evidence-Based Disease Prevention Program Criteria. https://acl.gov/programs/health-wellness/disease-prevention. 
1. American Medical Association. CPT Category III Codes (emerging technology, temporary tracking code set). https://www.ama-assn.org/practice-management/cpt/category-iii-codes. 
[bookmark: TemplateB]TEMPLATE B
For organizations that convene, contract with, or support a delivery network — Community Care Hubs, health systems, health plans, and state or national associations
[DATE]
The Honorable Mehmet Oz, MD
Administrator, Centers for Medicare & Medicaid Services
U.S. Department of Health and Human Services
7500 Security Boulevard, Baltimore, MD 21244
Attention: CMS-1848-P (Medicare Program; CY 2027 Payment Policies Under the Physician Fee Schedule)
Submitted electronically via https://www.regulations.gov
Re: Health and Well-Being Coaching Services (CPT Codes 0591T, 0592T, and 0593T) — Support for Finalization with General Supervision, Recognition of the ACL OAA Title III-D Workforce, Permanent Coding, and Preservation of the Proposed Valuation
Dear Administrator Oz:
[ORGANIZATION] submits these comments in strong support of the proposed Medicare Part B payment pathway for health and well-being coaching (CPT codes 0591T, 0592T, and 0593T).
ABOUT YOUR ORGANIZATION — REPLACE THIS BOX WITH DETAILS
→  What is your organization, and what is your role — do you contract with community-based organizations, convene a network, cover lives, or represent members?
→  How many partner organizations, members, sites, or covered beneficiaries does that network reach, and across what geography?
→  What community-delivered services do you already coordinate or pay for today (CHI, PIN, CCM, CoCM, evidence-based programs, HRSN screening and referral)?
We write from the position of an organization that has already built infrastructure to connect clinical care with community-delivered services. Our comments address six decisions in the final rule that will determine whether the health coaching benefit can be operationalized across a community provider network.
1. Establish General Supervision as the Supervision Standard
RECOMMENDATION 1. CMS should establish general supervision as the supervision standard for CPT codes 0591T, 0592T, and 0593T and their successors, including when the services are furnished by auxiliary personnel employed by or contracting with community-based organizations and Community Care Hubs.
The proposed rule states that these codes may be "performed under direct supervision of the billing practitioner, as defined by § 410.26(a)(3)." But 42 CFR 410.26(a)(3) defines general supervision; direct supervision is defined at § 410.26(a)(2). We ask CMS to resolve this in favor of general supervision, consistent with the care management codes CMS cross walked for valuation, which are themselves furnished under general supervision.1
General supervision is the arrangement under which community-delivered care management already operates. It is what allows a network to place a trained coach in a beneficiary's home or a community site while keeping the billing clinician fully informed through shared records, rather than requiring real-time clinician presence for every encounter. A direct supervision standard would confine this benefit to the very limited number of clinical provider organizations with clinician capacity to spare, which contradicts the intent of the code and will significantly restrict beneficiary access to these services.
YOUR ORGANIZATION’S EXPERIENCE AS APPROPRIATE/RELEVANT
→  Do you contract with / How many community-based organizations do you contract with or support, and where?
→  What supervision and oversight arrangements do you use today for community-delivered billable services? Describe your quality assurance, records, and clinical accountability chain.
→  What would a direct supervision requirement do to your network's capacity to furnish this benefit — how many of your partners could still participate?
2. Confirm that OAA Title III-D Group Workshops Are Billable Under CPT 0593T
RECOMMENDATION 2. CMS should state explicitly in the final rule that delivering an ACL OAA Title III-D approved evidence-based group workshop (such as CDSMP, DSMP, Stepping On, or EnhanceFitness, etc.) at fidelity qualifies as a billable group coaching service under CPT 0593T, provided general supervision requirements and all other conditions of payment are met; and that an individual's OAA Title III-D training qualifies that individual to furnish group health coaching under 0593T for the specific program(s) in which the training was completed.
Older Americans Act Title III-D programs meet the proposed rule's own definition of health coaching: participants set individual goals, build action plans, and problem-solve barriers under a standardized curriculum and fidelity protocol. ACL approval already requires demonstrated efficacy under experimental or quasi-experimental design, peer-reviewed publication, and standardized leader training.4,5 Recognizing these programs as billable under 0593T lets a network efficiently refer beneficiaries into an existing, quality-assured delivery capacity.
The group code is also what makes network participation financeable and scalable. At the proposed valuation, CPT 0593T yields approximately $22.66 per 30-minute unit per beneficiary2—roughly $679.80 per participant across a standard 15-hour workshop. That is the difference between a contracted community program that sustains itself and one that requires continuing subsidy.


YOUR ORGANIZATION’S EXPERIENCE AS APPROPRIATE/RELEVANT
→  How many beneficiaries flow through evidence-based programming in your network annually, and how many organizations deliver it?
→  What referral pathways already connect your clinical partners to community programs? What volume moves through them?
→  What outcomes or utilization effects have you measured across the network — completion, readmissions, total cost of care, member satisfaction?
3. Defer to ACL to Define Training Completion and Maintain the Program Roster
RECOMMENDATION 3. CMS should formally defer to the Administration for Community Living to define the criteria under which an individual has completed training to provide one or more ACL OAA Title III-D evidence-based programs, and should direct that ACL maintain, publish, and routinely update an official roster of qualifying programs together with the associated coach training requirements for each. That roster should serve as the safe-harbor standard for auxiliary personnel qualification under § 410.26(a)(1) and for Medicare audit purposes.
"Trained through an ACL program" is an administrative category, not an auditable credential, a distinction that falls hardest on organizations verifying qualifications across many contracted partners at once. ACL already maintains the approved program list and publishes minimum training requirements for each.5 An ACL-driven and updated roster would provide network operators with one standard to verify program eligibility, and one defensible answer on audit, instead of making a partner-by-partner judgment call.
YOUR ORGANIZATION’S EXPERIENCE AS APPROPRIATE/RELEVANT
→  How do you credential and monitor staff qualifications across your contracted partners today, and what does that administration cost?
→  What compliance or audit risk does the current ambiguity create for your organization as the contracting or billing entity?
4. Defer to ACL to Issue Braided Funding and Non-Duplication Guidance
RECOMMENDATION 4. CMS should formally defer to ACL to issue explicit guidance on braided funding and non-duplication, and we urge that the guidance be issued concurrently with the final rule.
Federal anti-supplantation rules mean Title III-D dollars cannot pay for a service simultaneously billed to Medicare Part B. Network operators sit directly on this seam: we braid funding across grants, plan contracts, and fee-for-service revenue, and our partners look to us for the cost-allocation methodology. Without guidance, the risk is that contracted organizations decline to bill rather than risk exposure. The capacity case is straightforward — from 2016 through 2022, ACL grantees reached roughly 176,000 participants nationally,4 a small fraction of Medicare beneficiaries living with multiple chronic conditions. This benefit is what lets delivery scale to need rather than to grant capacity.
YOUR ORGANIZATION’S EXPERIENCE AS APPROPRIATE/RELEVANT
→  Describe your current braided funding arrangements and where non-duplication ambiguity creates the most risk.
→  Have contracted partners declined to bill, or declined to participate, because funding rules were unclear? What did that cost in reach?
→  What would your organization need documented before you would advise partners to bill Medicare for a workshop?
5. Move to Permanent Coding While Preserving the Proposed Valuation
RECOMMENDATION 5. CMS should transition the health coaching benefit from the temporary Category III CPT code set to permanent codes and should hold the proposed Addendum B valuation of CPT 0593T—in particular the 0.44 non-facility practice expense RVU—fully intact through that transition.
Temporary Category III codes are treated across the payer and billing ecosystem as emerging-technology tracking codes and can be flagged as experimental or non-covered by default,6 which risks denials and routing failures at exactly the scale a network operates. They also complicate Medicare Advantage coverage, which now reaches more than half of Medicare beneficiaries. Permanent HCPCS Level II G-codes are universally supported by MACs, Medicaid agencies, commercial insurers, and EHR billing modules.
The valuation must survive that transition. Simply conforming CPT 0593T to G0109's finished non-facility total of 0.47 RVUs would drop payment from roughly $22.66 to $15.44 per unit2. Community-based providers bear the full cost of space, scheduling, outreach, technology, and administration; the 0.44 non-facility PE RVU reflects that structure. Across a network, a roughly one-third reduction is the difference between a financeable service line and one that cannot be contracted for.
YOUR ORGANIZATION’S EXPERIENCE AS APPROPRIATE/RELEVANT
→  Model the valuation difference across your network's projected volume — what does a one-third reduction mean in aggregate?
→  What has your experience been billing or adjudicating temporary codes across MACs, Medicaid, and MA plans?
→  What infrastructure investment have you already made that assumes durable, nationally priced codes?
6. Any HCPCS Substitution Must Carry an Explicit Valuation Commitment
RECOMMENDATION 6. If CMS finalizes HCPCS Level II G-codes in place of CPT 0591T, 0592T, and 0593T, the final rule must explicitly commit — in both the preamble and Addendum B — that the successor group code carries the proposed valuation of CPT 0593T without reduction, including the 0.44 non-facility practice expense RVU, the 0.23 work RVU, and the 0.02 malpractice RVU, and that the successor individual codes carry the full proposed valuations of 0591T and 0592T.
CMS has solicited comment on establishing Medicare-specific G-codes in lieu of pricing the Category III codes.1 While we support that substitution, if CMS establishes HCPCS Level II G-codes, the agency must include a valuation commitment that reflects the currently proposed RVUs. 
Because newly established G-codes would be valued de novo, a substitution executed without a valuation commitment creates precisely the risk described in Recommendation 5. Successor codes automatically conformed to G0109’s finished RVU profile would cut the group code’s payment by roughly a third. Network operators make multi-year contracting and capital decisions on the strength of published valuation; the substitution should be valuation-neutral on its face.
YOUR ORGANIZATION’S EXPERIENCE AS APPROPRIATE/RELEVANT (OPTIONAL)
→  What contracting, staffing, or capital decisions in your organization depend on valuation certainty over the next two to three years?
Conclusion
We appreciate the opportunity to comment and the Agency's leadership in extending the fee schedule to the community-based workforce. Finalized with the supervision standard, workforce recognition, coding structure, and valuation commitments described above, this benefit would reach beneficiaries through organizations that are already trusted, trained, and staffed to serve them. We would welcome the opportunity to share network-level operational and utilization detail with the Agency.
Please contact [NAME, TITLE] at [EMAIL / PHONE] with any questions.
Sincerely,
[NAME]
[TITLE]
[ORGANIZATION]
[CITY, STATE]
Sources
1. Centers for Medicare & Medicaid Services. Medicare and Medicaid Programs; CY 2027 Payment Policies Under the Physician Fee Schedule (Proposed Rule, CMS-1848-P). Federal Register document 2026-14327 (July 16, 2026): preamble section II.D.3.c.(56). https://www.federalregister.gov/d/2026-14327/p-610.                                                                                                          
1. Centers for Medicare & Medicaid Services. CY 2027 PFS Proposed Rule Addenda: Addendum B (proposed relative value units; CPT 0593T and HCPCS G0109). https://www.cms.gov/files/zip/cy-2027-pfs-proposed-rule-addenda.zip. 
1. Mingo CA, Smith ML, Ahn S, Jiang L, Cho J, Towne SD Jr, Ory MG. Chronic Disease Self-Management Education (CDSME) program delivery and attendance among urban-dwelling African Americans. Frontiers in Public Health. 2015;2:174. doi:10.3389/fpubh.2014.00174. 
1. Coyle P, Tripken J, Perera S, Juarez GA, Spencer-Brown L, Cameron K, Brach JS. Dissemination and implementation of evidence-based programs for people with chronic disease: the impact of the COVID-19 pandemic. Frontiers in Public Health. 2024;11:1276387. doi:10.3389/fpubh.2023.1276387. 
1. Administration for Community Living. Health Promotion: Evidence-Based Disease Prevention Program Criteria. https://acl.gov/programs/health-wellness/disease-prevention. 
1. American Medical Association. CPT Category III Codes (emerging technology, temporary tracking code set). https://www.ama-assn.org/practice-management/cpt/category-iii-codes. 
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